
 
 

DOCTOR: ______________________________________   DATE: __________________________ 

PATIENT: ______________________________________   RETURN DATE: __________________ 

ALLOY: r NON-PRECIOUS r  SEMI-PRECIOUS r PRECIOUS 
CENTRIC CONTACT: r POSITIVE r RIBBON r FOIL RELIEF 

PROXIMAL CONTACT: r NORMAL r BROAD 
 

LABIAL MARGIN: r METAL r PORCL/METAL r PORC.BUTT 
 
IF INSUFFICIENT CLEARANCE: 

r REDUCE AND MARK OPPOSING 
 

r USE METAL OCCLUSION r METAL ISLAND 

r REDUCTION COPING 
 

 

 

 ____________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

 
_____________________________________ 

       DOCTOR’S SIGNATURE 


