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DENTAL OFFICE

Name of Doctor

Please select procedure(s): ** 5115.% per procedure will be charged **

Instructions:

r? Try-in

i

i i Insert

 A—

Please select billing method:

PATIENT INFORMAT
Mr/ Mrs / Ms

Last First .
oo Cell:

Any allergies/medical conditions (latex / hepatitis / HIV etc.)?

Appointment Booked on: mm dd v Time: AM /PM

Authorized ’SignaatLufe (Denta/ Office)w B Name A Date

Please FAX Completed Form with Signature to 780.429.0809

FOR

|, patient ) name hereby acknowledge receipt of my

Appliance  in good order.

Patient Signature - Date

All'in-lab patient charges/procedures are subject to change without prior notice.

10735 107 Avenue, Edmonton, AB, TSH OW6 Canada Tel: 780.423.1014, 780.423.1017, 780.423.1009
Fax: 780.425.4610 Toll Free: 1.800.850.0118 www.universaldental.com



