
PLEASE DO NOT COUNT SATURDAYS, SUNDAYS, HOLIDAYS, OR DAYS IN TRANSIT AS WORK DAYS 

 

FABRICATE SCANNING  
APPLIANCE  

 FABRICATE SURGICAL STENT  
 AFTER CT SCAN IS COMPLETED  

IMPLANT MANUFACTURER, DIAMETER, LENGTH:  
 

TOOTH NUMBER: _____________  

  UPPER               LOWER    

TYPE OF RESTORATION:   

PATIENT NAME:_____________________________________ 
 

MALE        FEMALE         AGE:________________________ 
 
DOCTOR: __________________________________________ 
 
ADDRESS: _________________________________________ 
 
CITY, STATE, ZIP:____________________________________ 

Please return the appl iance and disk to  Implant  Solut ions 

DATE NEEDED:_________ 
 

TIME:_______________ 

I M P L A N T  S O L U T I O N S  U S E  O N L Y 
 

PAN #____________ 

I M P L A N T  S O L U T I O N S  U S E  O N L Y  
 

 

CALLED DOCTOR:________ 
   ( I N I T I A L )  

PRINT PATIENT NAME  

INSTRUCTIONS: 

SIGNATURE:_____________________________________ 
 

LICENSE NO:____________ 

1000  Corpora te  Dr i ve  *  P .O.  Box  770 *  Marsh f ie ld ,  WI  54449  
 

(800)  995-0626  *  (715)  486-0626  *  Fax :  (715)  387-4100  


