
Doctor's Name:___________________________________________

Address:_________________________________________________

City, State, Zip:___________________________________________

Phone #:_____________________ Fax #:______________________

Email :__________________________________________________

Patient's Name:___________________________________________

Gender :  M    F     Age:_____    Date:____/____/______

Return Date:____/____/______
_______________________________________________________________________________________

                             

              
               Pontic Design

Occlusal Contact:
Normal    _____
Light        _____
Out of Occlusion _____

INSTRUCTIONS:

       Occlusal Stain:
       None        _____
       Light        _____
       Medium   _____

    Shade        :  _____

    Prep Shade:  _____

                  Metal Design

       Signature:____________________________________ License #:_________________________

7501 Mission Road, Suite S-4
   Prairie Village, KS 66208
           913 381 2202
   treydentalarts@gmail.com


