
Dr.______________________________________________________ _________________ Date_______/_______/______

street_ ________________________________________________________________________________________

CItY________________________________________________ state_______ ZIP_____________________________

Phone_(___________) ____________________________return_Date______/______/_____tIMe:________ aM__ PM

PatIent_naMe______________________________________________________ ____age:_______ ____sex: M_____ F_______

Please_have_teChnICIan_Call_Me:_Date______/______/______tIMe:________ aM__ PM

Please send me:__ boxes_ PresCrIPtIons_ _uPs/FeD_ex_labels__

4912 S DIXIE HWY _• _West_PalM_beaCh, _Fl_33405        
800.942.3368_•_561.805.7750_•_www.precisionesthetics.com
Send pictures to: reception@precisionesthetics.com

"Redefining the Standard, Since 1988"

Pontic 
Design 
(please circle)

____________________________________________
sIgnature_oF_DentIst

____________________________________________
DentIst_lICense_#

Porcelain 
to Metal 

Restorations

_base_(nICkle-Free)
_nobel_(WhIte)
_hIgh_noble_(WhIte)

_

_hIgh_noble_(YelloW)
_24_karat_
_CaPtek

_PorCelaIn_butt_MargIn
_Metal_oCClusal
_other

______________________

laYereD_veneer_ _IPs_eMPress_esthetICs_ _PreCIsIon_ZIrConIa_esthetICs

_ProCera_aluMIna_ _IPs_e-max_Press_ _ConCePt_/_belle_glass

_ProCera_ZIrConIa__ _IPs_e-max_ZirPress_ _lava_all_CeraM

Metal-Free
Restorations

_Cast_CroWn

_InlaY/onlaY

_sePerate_Post_Core_

_hIgh_noble_(YelloW)

_hIgh_noble_(WhIte)

_noble_(WhIte)

_base_(WhIte)

_other

_____________________

Full Cast 
All Metal

_Pre-surgICal_ _PFM_ _ _reMovable
_Wax-uP__ _base_ _hIgh_noble_(WhIte)_ _ _sPark_erosIon
_surgICal_stent_ _noble_ _hIgh_noble_(YelloW) _bar_overDenture

_other__________________________ _ _ _hYbrID

Implant 
Prosthetics

_esthetIC_teMPs
_W/Metal_substruCture
_W/kevlar_reInForCeMent_

_sPlInts
_harD
_soFt_

bleaChIng_traY
_sPorts_guarD
_other

_____________________

Temps/ 
Bite Splints

_Cast_PartIal

_PreMIuM

_eConoMY_

_Denture

_PreMIuM_

_eConoMY_

_CustoM_traY

_bIte_bloCk

_setuP

_ProCess

_relIne

_rebase

Removable 
Appliances

_evaluatIon___ _DIe_trIM___ _trY-In___ _bIsque___ _FInIsh___ _Wax-uP

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Tooth Numbers
(please circle)
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SHADE BLEND

RIGHT                                           LEFT RIGHT                                 LEFT

_____________________________________________________________
Stump Shade

_____________________________________________________________
Shade




