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SM

SHADE NO._ ________________________

TOOTH NO._________________________	

PONTIC DESIGN

❑	
Partial Ridge

❑	
Full Ridge

❑	
Sanitary

❑	
Bullet

ANTERIOR
METAL DESIGN

❑	 ❑	 ❑	 ❑

❑	 ❑	 ❑	 ❑

POSTERIOR METAL DESIGN
Full porcelain coverage

Porcelain with lingual metal collar

360º metal hairline or _______mm

Metal occlusal excluding buccal cusp

Metal occlusal including buccal cusp

❑	

❑	

❑	

❑	

❑

Place Shipping Airbill Tracking Sticker Here
Signature:________________________________________

License #:________________________________________

Copyright ©2010 Smith-Sterling Dental Laboratories	 SS-102-0810

TEMPORARIES

BITE SPLINTS

❑  Metal-porcelain junction margin 

❑  Porcelain butt margin

INSTRUCTION FOR 
BUCCAL MARGIN

ALL-CERAMIC

❑ Yellow Noble (40.9% Au)

❑ Yellow High Noble (57.5% Au) 

❑ Yellow High Noble (77% Au) 

❑ White High Noble (45% Au)

❑ White Noble (79% Pd) 

❑ Non-Precious

FULL-METAL

❑  None 

❑  Light 

❑  Medium 

❑  Dark

OCCLUSAL 
STAINING ❑  Non-Precious 

❑  Maryland Bridge 

❑  White Noble (79% Pd) 

❑  White High Noble (45% Au) 

❑  Captek (84.5% Au) 

❑  Yellow High Noble (76.6% Au) 

❑  Goldtech Bio 2000 (99.7% Au)

❑  Hi-Tech Temps 
❑  Hi-Tech Temps with metal 
❑  Diagnostic Wax-Up

❑  Comfort H/S Bite Splint 
❑  Comfort Bite Splint (hard) 
❑  Soft Bite Splint

PORCELAIN TO METAL

FL LICENSE #: DL 10223

❑  BruxZir	

❑  Prismatik CZ 

❑  Generic Zirconia 

❑  IPS Empress Esthetic 

❑  IPS e.max

SPECIFIC INSTRUCTIONS	 NOTE: Please send a study model on all work involving anterior teeth.

Enclosed with case:	 ❑ Impressions	 ❑ Models	 ❑ Bite	 ❑ Photos	 ❑ Other:_______________________

Dr. Name ____________________________________________________________  Account # ________________________

Phone # ______________________________   E-mail __________________________________________________________

Address _______________________________________________________________  Deliver by 5 p.m. on_ ___________

Patient Name ___________________________________________  ❑ Male ❑ Female	 Try-In:  ❑ Yes ❑ No   Age_____
	 First	 Last

City / State / Zip


