
Payment is due upon receipt of statement. Payment not received by the 
end of the followingmonth is subject to a 1.5% per month service charge 
on the unpaid balance plus all collection costs if incurred. Your signature is  
acceptance of these terms. Each prescription must be completed and signed.

SIGN & COMPLETE PRESCRIPTION

Doctor Signature
x

License Number

please print two copies of completed script. keep one for your records and send one with your case

PARTIAL DENTURE

SERVICES

FULL DENTURE

www.edmondsdentalprosthetics.com

2065 W. Woodland
Springfield, MO 65807

1.800.462.3569
FAX: 417.881.0484
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DOCTOR INFORMATION ENCLOSED WITH CASE

Dr.

City: State: Zip:
Phone:

Patient:

Email:

Age:

Date: 

Address:

Male Female
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