
Dr. ____________________
_________________________
_________________________

Return Date: _______________
Seat Time: _________________

Patient: __________________________________________________ Sex: _________ Age: ______

Doctor’s Instructions

Prep Shade: ____________________________________

Crown Shade: _________________________________

Custom Shade @ Lab: _________________________

Photos may be emailed to: randi@renstrom.com
4225 white bear parkway · vadnais heights, mn 55110 · 651-407-0491 · (800) 747-1321 · Fax: (651) 407-8712

www.renstrom.com

Crown Type
Tooth #’s: _______________________________________________________________

Non Layered Emax

Layered Emax

Non Layered Emax     Custom Titan. Abut       Stock Abut

Non Layered Zirc

Layered Zirc

Full Gold

Porc/Metal

Technician’s Notes

Doctor’s Permanent Instructions

Signature: _________________________________ Date: _______________

Model                Partial          Articulator                Photos

Impression        Shade            Bite Registration       Other____________


