
FULL  SERVICE  DENTAL  LABRATORY

   Pa ent Name: __________________________________ 
 
   Address: _______________________________________ 
    
   Pa ent Appt. Date & Time: ________________________ 
 
   Phone: _______________________ 

 
Dr’s Signature: __________________________________________ 
 

 
  Pa ent Name: ___________________________________ 
 
 Doctor Signature: _________________________________ 
 
 License #:  _______________________________________ 
 

Porcelain Fused to: 
q Non- Precious 
q Semi-Precious 
q White-Precious 40% 
q White-Precious 52% 
q Yellow-Precious 
q Captek 
 
All Ceramic Restoration: 
q IPS e.max 
q IPS Empress 
q Cercon Zirconia 
q Full contour Zirconia 

 
Full Cast Restorations: 
q Non-Precious 
q Semi-precious 
q 40% Gold (white) 
q 60% Gold (yellow) 
q 75% Gold (yellow) 

 
Metal Free Composite: 
q Adoro 

 
Implants: 
q Screw Retainned 
q Cementable 

 
Type_________________ 
 
Diameter:________________ 
 
Miscellaneous: 
q Temp Crown 
q Metal Occlusion 
q Porcelain Butt Margin 
q Rest 
q Diagnostic Wax up 
q Shade blend 
q Locator 
q Attachment (ERA) 
q Key & Key way 
q Locator 
q Telescope 
q Implant Bar 
q Cast implant 

Abut(UCLA) 
 

Tooth Number: 
 
Abutment____________  Maryland Wing______________ 
 
Crown_______________  Pon c______________________ 
 
Inlay________________   Onlay______________________ 
 
Veneer________________  Post_______________________ 
 
 

 
Basic Shade:      Custom Shade Design:   Shade Guide used: 

                      
 
Margin Design: 
qNo metal Collar q180 Metal Collar  q360 Metal Collar 
 
Anterior Design:                           Posterior Design: 

                          
Pon c Design: 

 
 
Occlusal Clearance:                         Contacts: 
qLight qTight qOpen                   qLight qNormal qHeavy 
 
Occlusal Stain: 
qNone    qLight     qMedium     qHeavy 
 
Fit (Die Spacer Coats): qx1            qx2              qx3 
 
If Insufficient Room: (Must Select) 
qReduce Opposing  qPlace metal Island/Occ  qReduc on 
Coping 

Removable Prosthe cs 
q UPPER        qLOWER 

 
Tissue Shade: 
qClear   qLight pink   
qRegular pink  qDark pink 
qLucitone 199 (extra Charge) 
qEthnic (Meharry) 
      qMild  qModerate  qHeavy 
 
Tooth Shade: 
 
 
Par al Denture: 
 
Type of Materials: 
qValpast q Cr Co  qVitallium 
 
q Frame Work only 
q Set teeth try-in 
q Finish 
q Complete without try-in 

 
Type of tooth: 
q Economic (yamahachi) 
q Ivostat (extra charge) 
q Ivoclar (extra charge) 

 
Full Deture: 
q Wax Try-in  qFinish 
q Complete (Without Try-in) 
q Acrylic (Immediate) Denture 

 
Removable Extras: 
qBite Rims       qCustom Trys 
qFlipper            qRepair 
qReline             qRebase 
qAdd valpast Clasp 
qAdd clear Clasp 
qAdd cast Clasp    qAdd Ball Clasp 
qHard Mouth Guard 
qSo  Mouth Guard 
qHard/So  Mouth Guard 
qBleaching Tray  qSurgical Stent 
qID In Denture 
 
 
 

 

No. 

No.

   
Pa ent Name:______________________________________

 
 
   

Address:___________________________________________
 

    
   

Pa ent Appt. Date & Time:____________________________
 

 
   

Phone: _______________________
 

 

Doctor Name ___________________________________________

Dr’s Signature: __________________________________________ 
 

 
  Pa ent Name: ___________________________________ 
 
 Doctor Signature: _________________________________ 
 
 License #:  _______________________________________  


