
Removable Prosthetics Rx
RX DATE

CASE # 

DATE WANTED TIME

DOCTOR INFORMATION

Name 

Address 

Telephone 

PATIENT INFORMATION

Name Sex Age

Have You Included The Following:
o Impression      o Bite oOpposing o Shade o Pre-op study model

Checklist
oMidline marked      o High lipline marked

Please Send
o Prescription Forms      o Plastic bags o Case boxes

Rx

CIRCLE TEETH NUMBERS:

oUPPER oLOWER  oShade_____________

NOTES:

Cast Partial Upper Lower Clasp Type
o Full metal palate o Lingual plate o Cast
o Horseshoe palate o Lingual bar oGold
oWindow palate o Lab select oWrought wire
o Lab select

Doctor’s Signature License #

18 1317 1216 1115 21 22 23 24 25 26 27 2814

37363243 35314445 3441464748 3342 38

UPPER

Right Left

LOWER

Left Right

106-1956 Robertson Road
Ottawa, ON · K2H 5B9

613 829 8290 · 866 222 0035
613 829 2914

© 2020 MicroDental MDLOTT 201206

Dentures
o Full Denture
o Acrylic Partial
o Flexible Partial
o VisiClear Partial
o Cast Partial

Framework

Additional Services
o Custom Tray
o Bite block
o Set-up for try-in
o Process & finish
o Frame try-in
o Frame with bite block

DESIGN CASE HERE
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