1319 W Baseline RD Suite 100B
Lafayette, CO 80026
+720-702-0868

Today's Date  Due Date

Doctor Name/Address:

Patient Name:

M/F

HYBRID/FULL ARCH IMPLANT RESTORATIONS

Type of Restoration:

Implant Information:

Please mark any shade characterization if needed

Shade:

ltems Included With Case:

Instructions:

LA

Doctor's Signature: License#:

Person signing this authorization accepts sole responsibility for payment. If collection is required by suit or other means, account holder agrees to pay all collection costs, including reasonable legal fees and attorney fees.




