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Patient:  ____________________________________________________________

Dr. Name: ___________________________________  Practice Name: __________________________________________

Address: _____________________________ City: _____________________

Phone:  ________________________________  Return Date: _______________________

 State: _________  Zip Code:  ____________

Age:  _______________

License No.:Dr. Signature:

Date:

Reline
Repair

Try in TeethTry in Bite BlockTry in Framwork

Custom Tray

CAST PARTIALS

ReBase
Surgical Tray

Add Tooth

Shade: _______________

Net amount of invoice is due within 10 days of 
order’s reception, all balance beyond 30 days are 
subject to a finance charge of 2%. I agree to pay 

reasonable attorneys’ fees and collection costs if this 
account is referred to collection.Send More: Rx’s Boxes

7001 Stoneridge Dr. 
Frisco, TX 75034
972.370.4114
info@germanzahndentallab.com
www.germanzahndentallab.com


