
9904 Cerro Alto Cv.
Austin, TX 78733-2527
(512)263-2254
Fax  263-9344
TX Lic.# 01333
rnrteeth@aol.com

Dental Laboratory Prescription                                                                     For Laboratory work authorization by dentist only.

Date:______________

Scheduled Return Date:__________
(Please schedule with laboratory)

Basic Shade:________

Patient Name:                               q  M or q F

Doctor:

Patient Age:

q Young
q Mid-Age
q Senior

Special Services:

q Custom Shade (in lab)
q Custom Shade (in office)
q Stain/Glaze (in office)

Restoration Type (Please check one)

q PFM
q Inlay/Onlay/Full Gold
q All Ceramic
q Implant
q Provisional
q Attachment

Restoration Material (Please check one)

q Zirconia (1200 mpa)
q E-Max Cad/Cam (360 mpa)
q E-Max Press (400 mpa)
q Vita Cad (150 mpa)
q Vita Cad Temp
q 3M Cad Composite

Tooth #______

Doctor's Signature:__________________ License #:__________

Instructions:

q White Gold
qYellow Gold
q Precious
q Noble

Shade Details:


