
DOCTOR: PATIENT:

CITY, ST: M   f      Age:

DATE DUE ON (BY 5:00 P.M.): DATE PREPARED:

Signature _______________________    License No._______________________________

PLEASE SEND A STUDY MODEL 

for all work involving anterior teeth
☞

A D D I T I O N A L  I N S T R U C T I O N S

c PfM (Default) c EMPRESS VENEERS

c fULL CAST CROWN c ZIRCONIA CROWN

c CAPTEk c fULL ZIRCONIA

c DIAMONDCROWN (POLY CERAMIC) c EMPRESS E.MAX

c PORCELAIN BUTT MARGIN

c METAL TRY-IN

c BASE ALLOY (Default)

c YELLOW GOLD (N) fGC ONLY

c SEMI-PRECIOUS (N)

c      c c       c       c       c       c      c 

Default

Please check all items

enclosed:

___  Impression

___  Opposing Model

___  Study Model

___  Bite Registration

___  Partial

___  Attachment

___  Analog/Abutment

___  Implant Tool

___  Articulator 

___  Shade Tab 

___  Picture 

___  Old Crown
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solamuofbeverlyhills@gmail.com • (800) 550-3640

METAL DESIGN

RESTORATION

METAL TYPE

SHADE
SEND PICTURES fOR ALL WORk INVOLVING CUSTOM SHADE

STUMPf SHADE
Required for all work involving Empress e.max, 

diamondcrown, porcelain laminate veneers

PLEASE PRINT PLEASE PRINT

Please indicate future restorations

SOLAMU
TM

of Beverly Hills 90210

Please allow 8 working days in lab
DATE RECEIVED IN LAB:

c WHITE GOLD (HN)

c YELLOW GOLD (HN) 

c YELLOW GOLD (HN) 

c MASTER’S TOUCH


