— Powered By —

SWile shapers

edmonds

DENTAL PROSTHETICS

Doctor’s Name: Doctor’s Email:
Patient’s Name: Gender: OM OF Date of Birth:

Patient’s Chief Complaint:

Canine Class Relationship  Right — |eft

Molar Class Relationship Right - left

Upper Midline: O Centered O Shifted Right ——— mm O Shifted Left _—— mm
Lower Midline: O Centered O Shifted Right —— mm O Shifted Left ——mm

O New Order/Case O Refinement Case

If Refinement, original case #f —— O Digital Scans O PVS Impressions [ Bite Registration
Original length of treatment:
Treat Arches: O Upper O Lower O Pano O EMS O Photos

Maintain Improve ldealize

O Upper Midline O O O
O Lower Midline O O O 1 2 3 456 7 8‘9 10 11 12 13 14 15 16
o o o e955E8855c58555hn,
O Overbite O O O ‘
, _ , 32 31 30 29 28 27 26 25124 23 22 21 20 19 18 17
O Canine Relationship O O O
0 Molar Relationship O O O
O Posterior Crossbite O O O 1 2 3 456 7 8‘9 10 11 12 13 14 15 16
OO0OO0OO0OO0OO0OOODOoO0OO0ODO0ODOOaO
ves No If Needed RDDDDDDDD‘DDDDDDDDL
O1PR O O O 32 31 30 29 28 27 26 25124 23 22 21 20 19 18 17
O Engagers O O O
O Procline O O O
O Expand O O O 1 2 3 4 5 6 7 8|9 1011 12 13 14 15 16
O Distalize 0 0 0 r0000oOoooOooooooooo,
EIDDEIDDDEI‘DDEIDEIDEIEI
32 31 30 29 28 27 26 25124 23 22 21 20 19 18 17

102030405060708090100110120130 140150016

320310300290028027026025024023022021020019018017

O Include 3 Pack Retainer & Extended Care Package
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