
Today’s Date ___________________ Appt. Date _______________________

Dr: ___________________________________________________________________
Address: ______________________________________________________________
City ______________________________  State ____________ Zip ____________
Phone: ________________________________________________________________

Patient Name: _______________________________________________________
Age _____________________________  Gender  M / F

Type of Restoration
	Diagnostic Wax up – Teeth #’s _______________

	Empress Layering – Teeth #’s ________________

	Empress Staining – Teeth #’s _________________

	eMax Press/Cad – Teeth #’s _________________

	eMax Zirconia – Teeth #’s ___________________

	bellGlass Inlay/Onlay #’s ___________________

	Zirconia Implant Abut. #’s ___________________

Items Included with Case
	Master Impressions (Qty) ____________________

	Opposing Impression/Model

	Pre-op Model

	Impression of Temporaries

	Bite Registration

	Stick Bite

	Face Bow Transfer _________________________

	Old Crown/Tooth

	Photos

	Other ____________________________________

Dr. Signature ______________________________________________________________

License# ___________________________________________________________________

Goals for Case
	Lighten Shade

	Close Diastemas #’s ________________________

	Straighten Teeth

	More Youthful Smile

	Move Midline to Patient’s R or L

	Widen Buccal Corridor

	Feminize Smile

	Change Vertical Dimension

	Tissue Recontouring Teeth #’s ________________

Occlusal Stain
	None

	Light

	Medium

	Dark

Prep Shade Guide Used
	Ivoclar

	Finesse

Stump Shade of Prepped Teeth

#’s ___________________________________________ 

Final Shade _____________________

Incisal Color
	White

	Blue

	Clear

	Smoke

Surface Texture
	None

	Light

	Medium

	Heavy

Incisal Translucency
	None

	Minimal .5mm

	Moderate .75

	Heavy 1.0mm

Smile Catalog Shape ____________________

Length of Centrals #8________#9_________

Additional Information:

____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________

Please send the following:
 Rx Forms   Airbills   Boxes   Shipping Bags
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