
DR. _____________________ LIC. NO. _______________

ADDRESS ______________________________________

TELEPHONE ____________________________________

PATIENT NAME __________________________________

www.reserveortholab.comALIGNERS Rx

DATE SHIPPED _____________DATE NEEDED______________

4067 JEFFERSON STREET, MEDINA, OHIO 44256
Digital 
Impression

DATE & TIME OF APPT _______________________________________

Traditional 
Impression /Model

Instructions:

CRYSTAL CLEAR ALIGNER PROGRAM: TRADITIONAL SPRING ALIGNERS:
Please indicate desired options: Please indicate desired options:

  UPPER            LOWER   UPPER            LOWER

  ROL TO DETERMINE SET-UP
AND NUMBER OF TRAYS
(TYPICALLY BETWEEN 1-5 TRAYS)

  CALL FOR QUOTE
  NO QUOTE NEEDED

  ADD PONTIC PLEASE INDICATE

0917

* Please note, when requesting resetting of 
canines may not produce predictable results.

* Please select which teeth to reset on chart.

    PD     OA

    DP     SC
    CK     DT

Upper

Lower

3 2 1  1 2 3
3 2 1  1 2 3

R L

 MODIFIED 
- SOMEWHAT RIGID

 MUSHROOM 
- FLEXIBLE

 MODIFIED MUSHROOM 
- MORE FLEXIBLE

 SUPER MODIFIED
- MOST FLEXIBILITY

 HOLLYWOOD CLIP ON

  NO RESET
  RESET AS FEASIBLE
  RESET TO IDEAL

  IPR AS INDICATED ABOVE
AS NEEDED IN LAB

NO IPR FOR RESET

  ADDITIONAL FINAL ESSIX RETAINER
  UPPER            LOWER

 SHIPPING BOXES

 POSTAGE PAID LABELS

 UPS RETURN SERVICE LABELS

 PRESCRIPTION SHEETS

3 2 1  1 2 3
3 2 1  1 2 3R L


