
Doctor:  __________________________________________

Patient: ___________________________________________

Finishing Date: _____________________________________

Doctor’s Signature   __________________________________________________

DISINFECTED  ______________

HAVE YOU INCLUDED 
THE FOLLOWING:

q	IMPRESSION

q	BITE

q	OPPOSING

q	SHADE

q	PRE-OP MODEL

q	PHOTOS

q	MODEL OF TEMPS

PLEASE SEND

q	Fixed Rx’s

q	Removable Rx’s

q	Bags   q	Boxes

FOR LAB USE
M  ___________________
WX  __________________
P  ___________________
G  ___________________
PK  __________________
QC  __________________

Date:  _________________________________  

Sex:  M       F            Age:  ______ 

Time Required:  _____________   AM         PM

 Romadent Ceramics Dental Laboratory

PLEASE INDICATE CASE REQUIREMENTS BELOW

ADDITIONAL INSTRUCTION:

q COMPLETE DENTURE q PARTIAL DENTURE q CAST PARTIAL q N.M. ORTHOTIC

q MOUTH GUARD    q REPAIR    q RELINE    q SPLINT

q PLEASE SEND BACK: q FINISHED    q WAX TRY IN

TEETH: q ACRYLIC (PLASTIC)    q PORCELAIN

SHADE:  ______________  MOULD:  ____________

PALATAL RELIEF: q YES   q NO

POST DAM: q YES  q NO

___ FIXED
___ REMOVABLE

#207, 1610 37th Street SW, Calgary, Alberta  T3C 3P1
 Telephone: 403.265.5582  •  Fax: 403.265.8831


