
 
                      

 

16219.5 North Freeway Houston, TX. 77090 

Ph: 281.440.9222 • Fax: 281.893.8572  
www.marinerdental-lab.com 

Dr. ____________________ Date: ________________ 

Address: _____________________________________ 

City: ______________ State: _________ Zip: _______ 

Phone: _______________ Fax: ___________________ 

Patient’s Name: _______________________________ 

     □ Female □ Male     Age: ________ 

Due Date in Office: ___________________ 

Patient’s Appointment Date: ________ Time: ________ 
SPECIFIC DELIVERY CAN ONLY BE GUARANTEED WITH SPECIAL SERVICE 

 

Component of the Blue Print for  a Functional  Occlusal  
and Smile  
Design 
(To be sent to the lab) 

 

Wax-up Diagnosis/ Case Planning 
• Full coverage teeth # ________________ 
       (see diagram on right side) _____________ 

• Porcelain _________________________ 
      Veneers __________________________ 

    ○ Study models with full border 

    ○ Facebow transfer 

    ○ Bite registration CO 

    ○ Bite registration CR and Equilibrate? 

    ○ Deprogrammer Kois, NTI, Lucia Gig,  

       Etc... _____________________________    

    ○ Measure CEJ to CEJ for teeth # _____ to # _____ = _____mm 

    ○ Specify Smile Style _________________________ 

 

Photo Information            Diagnostic Purpose 
(all 6 photos needed)              ○Enhance temp and send back with mock guide 

  ○ Facial with Smile              ○ Opening Vertical _______ mm 
  ○ Smile with lip              ○ Lengthen 

  ○ Dental Close Up (retracted)    Teeth # ___________ 

  ○ Profile Smile    How much? ________ mm 

  ○ Picture of Bite while teeth              ○ Shorten 

     occluding in CO or CR   Teeth # ___________ 

  ○ Phonetic Smile (ex. S.V.E. #8)   How much? 

________ mm 

               ○ Tissue Recontouring 

Send back to Dr. with    Teeth # ___________ 

Diagnostic Wax-up   How much? ________ mm 

(choose one or more)              ○ Restore Guidance 

  ○ Preparation alignment guide stent       ○ Keep Incisal edge position the same 

  ○ Siltec matrix for temp fabrication       ○ Keep teeth inside existing neutral zone 

  ○ Just send Esthetic Wax Up             ○ Widen Buccal Corridor 

     for patient review      

  ○ VDO guide stent while occlusion in CR or CO    Please indicate by 

  ○ Reduction Guide     checking 1, 2 or 3   

  ○ Maxillary Mock Up           1. _________ 

  ○ Mandibular Mock Up 

  ○ Tissue Contouring Guide    2. _________ 

  ○ Anterior Incisal Edge Position Guide 

Patient’s Goal     3. _________ 

_______________________________________________ 

________________________________________________________ 

Please Send the Following │ ○ Rx Forms ○ Boxes   ○ Other 

       

Type of Restoration 

Metal Free Restorations 

● Porcelain ○ Feldspathic  teeth # ____________________  

    Veneers ○ Pressable  teeth # ____________________ 

● Full Coverage 

  ○ Emax  tooth # ____________________ 

  ○ Zirganic tooth # ____________________ 

  ○ Lava   tooth # ____________________ 

  ○ Other  tooth # ____________________ 

Porcelain Fused to Metal 

○ Framework Try-In    ○ Bisque Bake    ○ Finish       

              Tooth # ___________ Facial Metal Collar      ○ yes     ○ no  

              Tooth # ___________ Lingual Metal Collar    ○ yes     ○ no 

 Full margin metal collar       ○ 0.1 mm ○ 0.5 mm 

 Tooth # ___________ 

 Porcelain butt shoulder ○ White High Noble Metal 

 Tooth # ___________ ○ Yellow High Noble Metal 

 No Metal Collar 

 Tooth  # ___________ 

Implant Information 

Implant Type: _____________________________________________ 

Implant Size: ______________________________________________ 

    □ Treatment cost evaluation □ Cement retained 

    □ Stock abutment  □ Screw retained 

    □ Custom Zirconia abutment □ Provisional restoration 

    □ Custom titanium abutment □ Surgical Stent 

    □ Tissue forming abutment □ Utilize Doctor parts 

Items Required from Dr      Shade Information 

Study Cast (a must)                                                           Prep Shade 

□ Original      

□ Model/Impression of patient’s                                                            

   approved temporary      

□ Provisional thickness B, L, Occl.         Final Shade 

□ Facebow transfer                                                           

□ Mounting/ Stick-bite                                                       _________                            

□ Bite registration CO                                     

□ Bite registration CR                                     Teeth Texture 

□ Copy temp style & Thickness               Light___  Med___Heavy__ 

□ Prep bite measuring clearance 

□ Tripod VDO CR Bite              Length of Centrals 

□ Video Clip (Speaking, Laughing, Smiling & Profile Shots)        Original     Final  

All 6 Photos Needed 

□ Marks of occlusal centric stops                            # 8 ___     # 8 ___ 

□ Pre-op and Provisional                               

□ Facial with smile                                                   # 9 ___     # 9 ___ 

□ Smile with lip                                            

□ Dental Close-up with guide                               Occlusal Stain:                                               

□ Prep Shade with guide                             □ None  □ Light  □ See Pic. 

 

SPECIAL INSTRUCTIONS 

Call for case consultation and Planning 

________________________________________________________________ 

________________________________________________ 

Dr. Signature________________________ Lic. # _________________ 




