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INSTRUCTIONS:

AUTHORIZED SIGNATURE :
LICENSE NUMBER:  

Dr. _________________________________________________________ Date ___________________________

Patient _____________________________________________________  Age _________ M ______ F ______

Due Date ___________________________________________________ Shade _________________________

Lot# 

INDICATE LENGTH OF INCISAL AND OTHER
CHARACTERISTICS

DESIGN:
A ____ H ____
B ____ J ____
C ____ K ____
D____ L ____
E ____ M____
F ____ N ____
G ____ P ____

Shade BlendOral Surgeon
Cervical

Incisal

Pontic Tissue Design Circle One

3925 E. Hagan St. Suite 104
Bloomington, Indiana 47401

(812) 332-6277 or (812) 332-6314  
Toll Free: 800-643-0021 

Email: info@salleedental.com

INCOMING DATE ________________________
OUTGOING DATE ________________________
SHADE GUIDE ENC ______________________
STUDY MODEL ENC _____________________
OLD CROWN ENC _______________________
METAL __________ DWT _______ GRS _____


