Design Dental Studio
2720 Patterson Road SE
Cleveland, Tennessee 37323

(423) 599-2759
adsk5645@yahoo.com

Web:
D e S-I g n n t a l www.Design-Dental-Studio.com
S UDI O Facebook:
AESTHETICS B Y DESIGN Design Dental Studio
Patient Name: Prep Date: Return Date:
(At least 2 days before seat date)
Doctor Name: Pt. Age: Sex:
Doctor Phone: Teeth #
IPS e.max: Tooth:
[JLayered [_]Mono Shade
Full Contoured Zirconia: Stump
[JLayered [IMono
Translucency:
PFM [_]Press/Metal [_|Press/Zirc [ JHigh [IMedium [ JLow
Value:
Full Cast Crown: [IHigh [IMedium []Low
|:|N0ble |:|Gﬂ|d DBHSG Pit/Fissure:

[ ]Heavy [ _JNormal [ JLight [_|None

Anterior / Full Mouth: Photos:
[_1Pre-Op Models [ ]Full Face w/smile
L_IFull Arch Impressions [ JRetracted Nose To Chin
[]Correct Bite Registrations [ ]Stickbite Fullface w/eyes open

[1Diagnostic Wax-Up (recommend) [ ] Close-Up w/shade tabs showing shade

Doctors Signature: License #:

Terms: Accounts are due within 10 days of statement date. A 1.5% service charge will be assessed for account balances over 30 days.
Accounts with invoices over thirty days are subject to COD placement. Delinquent accounts are subject to collections. Delinquent accounts
in collections will pay all collection costs and attornwys fees.
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