
Patient’s name _____________________________________________  Sex:  M  F
Shade ________________   Wax Try-in 
Appt. date _____________  Time ____________ 

Doctor’s name  ______________________________ Delivery by 5 PM on __________

Dentist Signature ________________________________________________________

License # _____________________________________ Date _____________________

1861 Golden Mile Highway
Pittsburgh, PA, 15239

888.868.6684
jf.dental

INDICATE PATIENT’S FACIAL SHAPE

Square Tapering Square Taper Ovoid

Indicate Anterior Arrangement #1 - 24 _____________


