(© 1976 South Dakota Dental Assoc

{Case No.

Name Age M F
Square Vigorous Dom. R. L.
Tapering Delicate Profile: Cit
- ; (Use Rx) 'y
Ovoid Soft Straight Curved State Zip

(Check As Applies)

Indicate Pontic
And Case Structure

Full Denture

U L

L1 C1
Iimmediate Denture 18 1 Bridge — No. Units
Duplicate Dent. 11 Acrylic Jacket
Partial i1 Acrylic Metal
Bite Blocks i1 Porcelain Jacket
Trays L 18l 1 Porcelain & Metal
Gothic Arch 1 i1 Porcelain Occlusal
Post Dam | | Porc. on Bucecal Cusp.
Palatal Relief 1 i1 Cast Crown
Reline I - Inlay
Repair —/ i1 3/4 Crown
Full Cast 1 iC 1 Onlay
Wrought Wire 1 i 1 Precision Attachment
Cast Skeleton 3 iC3 Stress Breaker

Anteriors: Acry.DPorc.DMoﬁd DESIGN CASE 23 4 2526
Posteriors: Acry__ | Porcl | Mold Type
Denture Base:

Mfgr. Acry/Porc.

Type/Mfgr. Metal:

Shade/Shadeguide

D.D.S. Lic, #

Characteriat Mold

RIDGE tEF PONTIC DESIGN o
FULL  PARTIAL  NO POINT
NONE SLIGHT  mipGE RIDGE  RIDGE CONTACT  CONTACT
MED, HEAVY s <P Y l’“’)

CON S:
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