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❍Bisque Try-In	 ❍Metal Try-In	 ❍Reduce Abutment/Send Red. Coping
❍Reduce/Mark on Opposing	 ❍Wax Check	 ❍Seating Jig 	 ❍Finish

RESTORATION:	 ❒Cementable 	 ❒Screw-Retained (1 piece)
❒PFM:		 (White High Noble)
	❒All-Ceramic:		 ❍Porcelain to Zirconia 	 ❍Lava®	  ❍Procera®

	❒Full Metal		  ❒Overdenture			   ❒Hybrid
❒MicroTemp™	

❒Lab to Order Parts   ❒Dr. to Supply/Order Parts
❒Call office w/ part #’s to order      ❒Order Parts on Dr. Account: 
	Implant Company: ____________  Dr. Account #: _____________

	STOCK ABUTMENT: ❒Titanium ❒Zirconia

CUSTOM ABUTMENT: 
❒UCLA 			  ❒UCLA w/ opaque
❒Procera: 	❍Zirconia ❍Titanium
❒Atlantis: ❍Zirconia ❍Titanium

❒Have attended Misch Courses	 ❒Follow Misch Protocol

METAL DESIGN

OCCLUSAL CLEARANCE	 FORM OF CROWN DESIRED	 PINK PORC.TISSUE
❍In Occlusion	 ❍Follow Study Model	 ❍Light
❍Out of Occlusion	 ❍Match Existing	 ❍Medium
❍Die Spacer on Opposing	 ❍Make Ideal	 ❍Dark

DESIRED ARTICULATOR ________________________________
If no articulator is specified, our standard will be used.

Tooth #	 Implant Brand	 Platform Size	 Depth of Margin 	 	
			   Below Tissue___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

WHITE-LAB COPY
PINK-DOCTOR COPY

Implant Rx

5601 Arnold Road · Dublin, CA · 94568 
p 800 229 0936 · f925 828 0153

RX Date ____________________	 Due Date _____________________

ATTN: ___________________________	 ACCOUNT#:__________________________

____________________________  	_______________________________
DR. NAME/ADDRESS	 PATIENT NAME

____________________________	 SEX: M/F	 AGE:__________________
DR. PHONE

____________________________	 _____________________________________
SIGNATURE OF DENTIST	 DENTIST LICENSE#
Person signing this authorization accepts sole responsibility for payment and agrees to pay all legal and collection costs 
in the event of suit, including reasonable fees.

NOTE: If no due date is assigned, a 
standard MicroDental due date will be 
applied.

PLEASE SEND
❍Rx’s
❍FedEx Airbills
❍UPS Airbills
❍Boxes

FOR LAB USE ONLY

INSTRUCTIONS
❍ CALL ME (BEFORE PROCEEDING WITH CASE)

________________________________________________________________________________

________________________________________________________________________________ 

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________ 

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

PONTIC DESIGN
❍	 Ovate

    ___________mm

❍	 Full Lap	

❍	 Modified 
	 Ridge

TEETH NUMBERS

	1	 2	 3	 4	 5	 6	 7	 8	 9	 10	 11	 12	 13	 14	 15	 16

	32	31	 30	 29	 28	 27	 26	 25	 24	 23	 22	 21	 20	 19	 18	 17

POSTERIOR OCCLUSAL
Stain Color	 ❍C-7	 ❍C-8	 ❍C-9	 ❍C-10
Stain Placement	 ❍S-1	 ❍S-2	 ❍S-3	 ❍S-4
Hypo-Calcification	 ❍H-5	 ❍H-6

ANTERIOR
Translucency Intensity	 ❍I-2	 ❍I-3	 ❍I-4	
Translucency Volume	 ❍V-5	 ❍V-6	 ❍V-7	
Lobing	 ❍L-8	 ❍L-9	 ❍L-10
Texture	 ❍T-11	 ❍T-12	 ❍T-13

CHARACTERIZATION CHART

STUMP	_________

SHADE	_________


