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PRESCRIPTION FORM

Patient’s Name Dr.’s Name
O IMPLANTS
Mark where implants will be approximately placed:
Upper Arch
O RightSide O00o0o000on0 Ooooooooo
[0 Left Side 12335678 910111213 141516
Lower Arch
[0 Right Side O00ooooo ooooooono
O Left Side 3231302928 272625 24 23222120 19 18 17

Instructions:

[0 EXTRACTIONS

Impacted Teeth Wisdom Teeth
ooooooog gooooogd o o o o
12 3 456 7 8 9 1011 1213 14 15 16 1 16 17 32

0000000 OoOooooOonO
3231302928272625 242322212019 18 17

[0 TEMPO MANDIBULAR JOINT
Instructions:

0 VOLUMETRIC STUDY FOR ORTHODONTIC EVALUATION
Instructions:

[0 EAR, NOSE AND PARANASAL SINUSES
Instructions:

Send images using the following:

[0 CD-ROM 1 Primary reconstruction CD-ROM
Ll Prints on paper Ll Prints on films
O Via E-Mail [0 Radiologist interpretation

Please bring this slip with you. Call first for an appointment.




