209 w. central ave.

\k ' lompoc, ca 93436
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DENTAL LAB

Denture Prescription (Please Print Clearly)

Dr. Name: Date:

Patient Name:

Try-In Date: Hour:

Finish Date: Hour:

Instructions:

Posteriors
Shade Mould

Anteriors
Shade Mould

Facial Characteristics

Check Basic Face Form [ male [] Female
[ square [ square Tapering O vigorous [ Soft
[ Tapering [ ovoid Age

License Number: Date:

Signature:

DENTURE RX FORM 9-13



