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MaNDIBULar

Teeth
o Premium Shade _______________
o Economy   
o Other_____________ Mould _______________

Full Denture Finish Denture
o Upper o  Premium Injection 
o Lower o  Heat Cure o  Ethnic Light
o Immediate o Acrylic repair o  Ethnic Dark
o Set-up 
 o Re-Set o Finish
 o Wrought Wire Clasps o Cast Clasps
Set-up Preference:
o Ideal o Characterized o Follow Study Model

Partial Denture o Upper o Lower
o Survey & Design Only
o  Follow My Design
o Lab Design     
o  Frame Only    o With rim   o Set in wax   o Process
o Valplast-Flexible Partial

Major Connector    
o Horseshoe o Lingual Bar
o Circular Bar o Lab Design
o Palatal Strap o See Instructions Below
o Lingual Apron o Type of Clasp preferred

o Please Have Technician Call

Dentist’s name ________________________________________________________________________

Phone # _______________________________________________________________________________

Dentist’s aDDress _____________________________________________________________________

City, state, ziP _________________________________________________________________________

Patient’s name  ______________________________

sex  m   F  age _______________________________  

rx Date _________________________________

Due DaTe
Day Before Patients’s aPPointment

> vitalon

Instructions: 

A copy of this form must be retained in the dental laboratory office and the 
dentists’ office for a period of 2 years.

___________________________________________________       _________________________________________________

 DOCTOR’S SIgnATURE DDS/DMD LICEnSE #
ORIgInAL

REMOVABLES
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