
 

Som Gupta, DDS, LLC 

SomGupta56@gmail.com 

Phone: (412) 874-6110 

FAX: (412) 828-8989 

www.airwaycentricdenƟstry.com 

 

Script for CBCT Dental Scan 

PaƟent Name: ________________________________________________ 

PaƟent DOB: _________________________________________________ 

Phone #: ____________________________________________________ 

Email: ______________________________________________________ 

 

 Upload to:   skalffanalysis@gmail.com 
 

Treatment InstrucƟons/RecommendaƟons: 

Please take CBCT Scan as maximum Field of Vision in centric occlusion.                                                                                        *  

__________________________________________________________________________________________________ 

 

Reason for Scan/AddiƟonal Comments: 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Thank You,  

Som Gupta, DDS 


