
Precision Dental
Dr. Name:
Office:

Return Date:
Patient Name:

Phone Number:________________________
________________________

________________

_____________________________

LAB COMMENTS

DR COMMENTS

Service 
Requested

TOOTH 
SHADE

Crown

Bridge

Imbutment

_______________

Enclosed Inside
Impression

Models

Bite

Photos

Other:____________

Questions Call 
Cordell: 

385-201-3069

Phone: 800-669-5553 Phone: 541-248-3189Contact Information: Address: 2825 SW Willetta  Albany, OR 97322 Email: support@pdlusa.com

Current Date:_______________

:_____

IF NO OCCLUSAL CLEARANCE
Call the Doctor

Leave contact high and note to adjust opposing

Adjust preparation and return a reduction coping

HT

LT

RESTORATION TYPE

Crown

BridgeInlay/Onlay

Veneer

Dual Layer

Enclosed w/ Slip

High Translucency

:_____

Low Translucency

Impressions

ModelsBite Material

Photos

Other:______________________

Email  photos to 
support@pdlusa.com

TOOTH
NUMBER

  Design Preferences           Tooth#

STUMP 
SHADE

:_____

RESTORATION MATERIAL

Non-Precious

White HNNoble

Yellow HN

Address:______________________

Labial 
Butt

Junction 
2

Junction 
1

360 
Butt

Full Cast Restorations

Argenco Yellow High Noble 

Argenco Yellow Noble Yellow Non-Precious

Argenco White Noble

MARGIN AND METAL DESIGN

MARGIN DESIGN

MOUTH GUARDS

Hvy Hvy ProJr

Play Safe light 2 Layers - 3mm

Lt

Play Safe Light Pro 3 Layers - 1 hard Layer - 3.5 mm

Specify 
Design

City: State: Zip:
Sex: Age:____ ____

Email:___________________

License #:____________

Implant Parts

Dr. Signature:__________________________________________________________

Play Safe Heavy Pro 3 Layers - 1 hard Layer - 5mm

Color:________________ Helmet 
Strap

1.0

Bleaching Trays

Night Guards
SoftHard

1.0 2.0

4.0

Play Safe Light Pro 3 Layers - 1 hard Layer - 3mm

1.0 

All Measurments in mm

Hard/Soft
Dual Layer

2.0

Retainers .5 

Full Cast

2.0

_______________ _______

All Ceramic Restorations

Return Time:

3.0

1.5

_______________

1.0 

Dentures / Flippers

Upper

Lower

Denture

Immediate Denture

Acrylic Flipper

RPD Cast Partial

Repair

Reline (Hard)

Distal Rests                        ________

Mesial Rests                       ________

Cingulum Rests                   ________

Lab Select

Clasps                                       ________

Maxillary                   Mandibular

Horseshoe

Posterior Palatal 
Strap

Lingual Bar

Lingual Plate

Lab Select Lab Select

Lower

Upper

1 2 3 4 5 67 8
9 10 11 12

13

14

15
16
17

18

19

20

21

22

23

24

25

26

27

28

29303132

Implant Hybrid Denture

Metal Partials

Bill To: _________________________________

Acrylic

Surgical Stent

CT Scan

STL  Model  Scan

Model

Edentulous Surgical Stent

Reline (Molo/Soft)

Custom Zir. Abutment

IMPLANTS

Please Specify Brand, Implant System and Size in Dr. Notes

Screw Retained

Scans

Please specify tooth Numbers  for 
implant placement

Please include Model and CT scan

Edentulous cases or patients with 
fewer than 5 teeth require a 
radiographic stent.  Call for 
instructions. 

Edentulous Cases need a Surgical 
Stent. 

LAB COMMENTS

Surgical Stent

Radiographic Stent

Solid Zirconia (1100 mpa)

PMMA Temporary (83 mpa)IPS e. max (400 mpa)

Other:__________________________________

IPS Empress  (160 mpa)

Flexible Denture

Other ___________


