
Easy Implant Rx
Miller Dental Laboratory

2700 Old Rosebud Rd., Suite 160
Lexington, KY 40509

millerdentallab@yahoo.com
Registration #723

phone 859.543.0165    fax 859.543.0898

Date    Return by 5pm on

Doctor Name   Patient Name

Doctor Address/Phone  Patient Sex: M/F   Age

Doctor’s Signature  License Number

TEETH NUMBERS: _________________________SHadE: ____________________

List parts provided by dr. and then proceed: ___________________________________

1. List Impant Type and diameter:
 Tooth #              Implant Brand                       Implant diameter
  ___________   _____________________  ________________________
  ___________   _____________________  ________________________
  ___________   _____________________  ________________________
  ___________   _____________________  ________________________
  ___________   _____________________  ________________________

2. Choose Either: Screw Retain - OR - Cement Retain: (Screw Retain recommended whenever possible)

 If Screw Retained, go to step 3 to choose crown type.
 If Cement Retained, choose abutment type:
 _____ Custom Zirconia with Titanium Housing (Recommended)

 _____ UCLa Type gold abutment

3. Select Crown Type:
 For Screw Retained: choose Emax or PFM.
 For Cement Retained, choose one of the following:
 _____ E.max
 _____ PFM
 _____ BruxZir (choose one of the following):
  _____ Full Contour (max strength)
  _____ Cutback & Layer Facial
  _____ Cutback & Layer Facial & Occlusal
  _____ Cutback & Layer Whole

dOCTOR’S INSTRUCTIONS:

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________  

_______________________________________________________________________

4. Mail Case to Lab and Include:
  _____ Impression Post  _____ Photos
  _____ Impression  _____ Waxup or Pre-Op Model
  _____ Opposing Model  _____ Implant Type 7 diameter
  _____ Shade

PLEaSE SENd: Rx Forms Mailing Labels Shipping Boxes


