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DENTURES    Upper     Lower 
 

  Standard Denture 
  Immediate Denture

Acrylic Shade
  Original    Light Reddish Pink
  Light       Dark

Stage
  Custom Tray    Bite Blocks
  Setup       Reset
  Finish

PARTIALS     Upper    Lower

  Metal     
  Flipper 1-4 Teeth
  Acrylic Processed 5+ Teeth   
  Flexible
  Hybrid (Metal Frame/Flexible Clasps)

Acrylic Shade
  Original    Light Reddish Pink
  Light       Dark

StageStage
  Frame Only    Bite Blocks
  Setup       Reset   
  Finish

SHADE  ____________________
  M    F      Age  ______________
  

  

Lab Copies - White/Green     Doctor’s Copy - Pink

First Name                     Last NameDoctor’s Name_____________________________  Patient _____________ / _______________ 

Address/E-mail __________________________________ Phone # _______________________

Today’s Date _______________________  Deliver by 5:00 p.m. on _______________________
        
 

2709 Pan American Freeway #A, Albuquerque, NM  87107
866-798-2532     505-798-2532

www.colabdental.com

                      REMOVABLE 


