
*Please sterilize all handpieces prior to pickup*

Handpiece Make/Model Serial Number Problems Encountered Estimate 
Required 

YES / NO 

YES / NO 

YES / NO 

YES / NO 

YES / NO 

YES / NO 

YES / NO 

YES / NO 

YES / NO 

YES / NO 

 Comments 
__________________________________________________________________________________________________ 

Payment:  Visa   Mastercard   Amex   Discover

Card #: _________ _________ _________ _________ Exp Date: _____ / _____ CVV: ______ 

OFFICE USE ONLY : 

Date Received: _____ / _____ / _____  Estimate Sent:  _____ / _____ / _____ 

Approval Date _____ / _____/ _____ 

Service Request Form
Essential Handpiece Repairs 

Contact Name:________________________________

Phone Number: (______) _________ - __________ 

Email: 

Estimate Cost:

Call or Text: (720) 998-2820  
Email:    bill@essentialhandpiecerepairs.com
Website:   www.essentialhandpiecerepairs.com 
Shipping Address: 1510 Mt. Woodmen Ct. Colo. Spgs, CO 80919 

City, State, ZIP:

Doctors Name: 

Address:

Address 2:


	Comments: 
	Address 1: 
	Address 2: 
	CVV: 
	Office Use Only: 
	Check Box2: Off
	E-Mail: 
	Area Code: 
	Prefix: 
	City State Zip: 
	Handpiece Make 1: 
	Handpiece Make 2: 
	Handpiece Make 3: 
	Handpiece Make 4: 
	Handpiece Make 5: 
	Handpiece Make 6: 
	Handpiece Make 7: 
	Handpiece Make 8: 
	Handpiece Make 9: 
	Handpiece Make 10: 
	Serial Number 1: 
	Serial Number 2: 
	Serial Number 3: 
	Serial Number 4: 
	Serial Number 5: 
	Serial Number 6: 
	Serial Number 7: 
	Serial Number 8: 
	Serial Number 9: 
	Serial Number 10: 
	Problem 1: 
	Problem 2: 
	Problem 3: 
	Problem 4: 
	Problem 5: 
	Problem 6: 
	Problem 7: 
	Problem 8: 
	Problem 9: 
	Problem 10: 
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Estimate Sent Month: 
	Check Box7: Off
	Check Box8: Off
	Suffix: 
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Contact Name: 
	Exp Date YR: 
	Exp Date MO: 
	Date Received MO: 
	Date Received DAY: 
	Date Received YEAR: 
	Card # 2: 
	Card #1: 
	Card #3: 
	Card #4: 
	Estimate Sent DAY: 
	Estimate Sent YEAR: 
	Office Use Only 2: 
	Approval Date MONTH: 
	Approval Date DAY: 
	Approval Date YEAR: 
	Doctors Name:: 


