
Dr.  _ __________________________________ Phone: ______________________________

Address:  __________________________________________Email: _ ___________________

Patient Name: ______________________________________  Age: _________   Sex: _ __ M___ F
☐ Need RX’s		  ☐ Please Call Regarding the Case
TRY-IN 	☐ Framework	 ☐ Bisque	 ☐ Wax & Teeth	 ☐ FINISH

 1    2    3    4    5     6    7    8  |  9   10   11   12   13   14  15  16
-----------------------------------------------------------------
32  31  30  29  28  27  26  25 | 24  23   22   21   20   19  18  17  

Stump_ _________  Final__________

*mark if you want any characterization
Occlusal Stain 
☐No n e   ☐L i g ht   ☐M e d i u m   ☐D a r k

Material

If Insufficient Room

☐Relieve Opposing   ☐Reduce Prep   ☐Please Call

Pontic Type

Ridge Relief
☐No n e   ☐L i g ht    ☐M e d i u m 	 ☐He av y

Butt Margin ☐1 8 0 °   ☐3 6 0 °

Metal Design
☐No  M e t a l  E x p o s e
M e t a l  L i n g u a l 	 ☐0 . 5 m m  ☐1 . 0 m m  ☐2 . 0 m m
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☐ TAP 3™	 ☐ EMA™	
☐ Dream Tap™	 ☐ Kava Herbst
☐ Kava Dorsal	

Sleep Appliances

☐         Standard
☐     Signature
☐ Tissue Naturalization
Shade _ ______________
Mould________________

Full Denture

☐ Hard Niteguard
☐ Hard/Soft Niteguard
TMJ Splint	 ☐night	 ☐day

Splints

☐  Signature
☐Tissue Naturalization
☐Provisional Partial
☐Flexible Partial

Partial Denture

Teeth Number Shade

Dentist Signature
By  s i g n i n g  h e re,  I  a g re e  to  p ay  i nte re s t  c h a rg e s  o n  a ny 
u n p a i d  b a l a n ce  t h at  h a s  n o t  b e e n  p a i d  w i t h i n  3 0  d ay s 
o f  t h e  b i l l i n g  d ate  i n  t h e  a m o u nt  o f  2 %  p e r  m o nt h 
fo r  a ny  wo r k  p e r fo r m e d  p u r s u a nt  to  t h i s  p re s c r i p t i o n 
a n d  I  f u r t h e r  a g re e  to  p ay  a l l  o f  Ze p e d a  D e nt a l  La b’s 
re a s o n a b l e  fe e s  a n d  co l l e c t i o n  co s t s  i n  t h e  e ve nt  a ny 
a m o u nt  d u e  fo r  wo r k  p e r fo r m e d  h e re u n d e r  i s  re fe r re d 
fo r  co l l e c t i o n .

Specific Instructions

☐ Diagnostic Wax-up  
Metal Free
☐ Feldspathic Veneer
☐ No-Prep Veneer
☐ e•max Veneer
☐ e•max Layered
☐ High Trans Zirconia
☐ Simple Zir (Bruxing crown)
☐  Zir	  Layered 

Provisional
☐ PMMA 
PFM
☐ White High Noble
☐ Semi-Precious
☐ Non-Precious

Full Metal
☐ High Noble 
☐ Semi-Precious
☐ Non-Precious

☐ Included Photos

License #_________________________________________ __________________________
Signature                                                               Date

911 N. 2150th Road
Oglesby, IL 61348
815.431.0565
zepedadentallab@gmail.com

Date Sent:_ ____ /_ ___   /_ ____

Date Due: _ ____ / _ ___   /_ ____epeda
Dental Lab


