
 

From Dr. ____________________________________ Date _____/_____/______ 

Office _____________________________ City _______________ Zip __________ 

Phone # _______________________ Due by 5:00 PM on ____/____/______ 

PATIENT _____________________________________ Age: _____    M      F 

 

3610 N 24th St, Phoenix, AZ 85016 
602-576-9864 

 DENTURE 

PARTIAL 

 Cast Frame 

 Flexible 

 Acrylic 

 Essix Flipper 

 

NIGHT GUARD 

 ClearSplint 

 Proform Dual 

 Hard 

 Proform Soft 

 Custom Tray 
 Bite Block 
 Teeth Try-in 
 Finish 
 Repair 
 Reline 
 Rebase 

Dentist Signature ________________________________ Lic. No. _______________ 

______________________________________________________

______________________________________________________

______________________________________________________

______________________________________________________

______________________________________________________

______________________________________________________

______________________________________________________

______________________________________________________

______________________________________________________ 

SDS REPAIRS & RELINES 
** Must be approved by the lab. ** 

SHADE ______ 

 ESSIX RETAINER 

MAJOR CONNECTOR 

 Horseshoe 

 Palatal Bar 

 Circular 

 Lingual Bar 

 Lingual Plate 

 Square   Tapering   Ovoid 

  


