
OFFICE NAME_________________________________  Date_____________________

PATIENT NAME_ ________________________________________________________

Type of Case         q Denture        q Partial        q Crown & Bridge

TIME WANTED_____________________      SHADE_ ___________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
                                                                                                                 

STOP! HAVE YOU FORGOTTEN TO MARK SHADE OF TEETH?

www.BailieDentalLab.com 

(816) 765-1517
13016 Sixth Street • PO Box 243
Grandview, MO 64030

USE OTHER
SIDE FOR

MORE
INSTRUCTIONS

Do you need more mailing material? If so, check what is wanted:

q  LABR. ORDER BLANKS          q  BOXES

Right LeftUPPER LOWERLeft Right

Signature of Dentist License No.


