
Doctor Name: Patient Name

Address: Phone: Attn: Due Date (by 5pm)

Full Dentures Partial Dentures

Sleep Appliances 

 F Text  F Call

*Please only send Digital Dentures to Thompson Dental

Please send Ideal protrusion and VDO measurements for 
best results! 

Doctor Signature:__________________________ License #:____________

Terms: Net 30 days/1.5% late fee over due date. Cost of Collection of any 
account will be paid by customer.

 F Setup  F Finish  F Start-to-Finish  F Setup  F Finish  F Start-to-Finish 

 F Kameleon Partial - Clear Flexible Base and Clasps 

-Easy to Reline and Adjust

 F Flexible Partial  - Traditional Flexible product 

 F Cast/Flex Combo - Metal frame w/ Flex clasps 

-Best combination of Strength & Esthetics

 F Cast/ Acrylic Partial - Traditional Metal/ Acrylic

 F Acrylic Partial  -  Includes 2 metal clasps 

 F Flipper/Nesbit

 F Desired Teeth

 F EMA Appliance 

 F Panthera D-SAD

 F Lexi Hard  |  Lexi Flex - Digital design/print 

 F Processed Hard - Traditional Acrylic

 F Comfort Hard Soft - Thermoform Simple Guard
 F Hard  F Soft Reline 

Night Guards

 F Repair:  _______________________________________ 

 F Other:   ______________________________________ 

 FOcclusion:  FBasic  FFunctional

__________

__________

Tissue Shade

 F Economy Teeth  F Premium Teeth 

 F Ovate Pontics  F Remove Teeth

 F Custom Tray   F Bite Rim  F Bleaching 
Tray

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

Lab Mailing Addresses on Page 2 
Special Instructions:

Other Removable

Digital Dentures*  - Printed base with choice of: 

Full Denture  - Traditional Acrylic

Immediate Denture  - Traditional Acrylic

 F Printed Teeth  
 F Milled PMMA Teeth 

 F Premium Carded 
Denture Teeth 

Removable RX
Please check the box next to the lab you wish to send to on page 2: 
(Lab Mailing Addresses on Page 2)

 F Standard Pink 
 F LRP
 F Meharry

 F Light
 F Dark

 FStandard Alloy   FPremium Alloy  

 FEconomy Teeth   FPremium Teeth 

 FAcrylic   FFlexible

 FTrial Appliance   FFinal Appliance



Lab Addresses to ship your case: Please check the box next to which lab you will be  
sending this case to & please include this page when sending in your RX.

3659 Tampa Road
Oldsmar, FL 34677

1-800-359-2043

3659 Tampa Road
Oldsmar, FL 34677

1-800-359-2043

1922 Greenspring Dr. Suite 9
Timonium, MD 21093

1-800-234-2109

37 Thurber Blvd, Bldg. B,
Smithfield, RI 02917

1-800-828-2418

1311 Rayford Park Rd, Unit D
Spring, TX 77386
1-833-682-8901

4694 Tamiami Tri,
Port Charlotte, FL 33980

1-941-764-9177

3659 Tampa Road
Oldsmar, FL 34677

1-877-825-1690

4 Pin Oak Dr
Branford CT 06405

1-800-356-6591

10970 S Cleveland Ave Ste 402,
Ft. Myers, FL 33907

1-877-800-2848
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