
Papillameter

High Lip Line
_____mm

Low Lip Line
_____mm

Denture Gauge

V  = _____mm

H  = _____mm

Technician Name	 Case Number

  	 Fixed Restorations

	 Zirconia Ceramics	A ll-Ceramic/e.max	M etal Ceramics	C rown & Bridge	
	 O Layered	 O Pressed & Layered	 O Full Coverage	 O Full Cast Crown	
	 O Porcelain Margin	 O Pressed & Stained	 O Metal Occlusal/Lingual	 O Inlay/Onlay	
	 O Pressed & Stained	 O Porcelain Inlay/Onlay		  O Post & Core	
	 O Full Contour		  O Porcelain Margins	 O Telescopic Coping
	 O Telescopic Coping	 O Cosmo-post	 O No Facial Collar	
		  O Feldspathic Veneer	 O Metal Facial Collar	 O High Noble Alloy
				    O Noble Alloy
	 	 	 O High Noble Alloy		
	 	 	 O Noble Alloy

Order Date	 Due Date

Patient Name	 O Male	 O Female	A ge

Known  Allergies

  	I mplant Restorations

	A butments	T ype Restoration		
	 O CAD/CAM Titanium	 O FP-1 Anatomic Crown
	 O CAD/CAM Zirconia	 O FP-2  Anatomic Crown Plus Root Replacement
	 O Milled Stock	 O FP-3 Anatomic Crown Plus Soft Tissue Replacement
	 O Cast Custom		  Gingival Shades:
			   O	 O	 O	 O	 O	
	 O Screw Retained		  G1	 G2	 G3	 G4	 G5
	 O Cemented	 O RP-4 Tooth/Implant Supported Removable Prosthesis
	  	 O RP-5 Tissue/Implant Supported Removable Prosthesis
		
		  O Hybrid/Fixed Detachable Denture
		  	 Gingival Characterization:
			   _________	

  	 Removable Restorations

	P artial Denture	T ype of Teeth	D entures	
	 O Precision Partial	 O Composite	 O Immediate
	 O Conventional Partial	 O Custom PFM	 O Turbyfill
	 O Bar Partial		  O Custom
	 O Treatment Partial	 Tooth Mold ____	
	 O Flipper	 Tooth Shade ____	 O Custom Tray
	 			   O Bite Rim	
	 Saddle Area	 	
	 O Cast Metal Base		  Surface Texture
	 O Acrylic w Metal Mesh		  O Stippled
				    O Smooth
			 
	 	 		  Denture Base
				    Shade ___
				    Characterize
				    O Yes   O No

				    Floss Between
				    Anterior Teeth	 	
				    O Yes   O No

Bay View Dental Laboratory, Inc.
1207 Volvo Parkway   •   Chesapeake, VA   •   23320   •   (757) 583-1787 phone   •   (757) 583-8878 fax   •   www.bvdl.com

work authorization form: white copy to lab/yellow copy for your records

Lab Use Only

Inventory/Lab Use Only

Dentist Signature	D entist License #
DDS / DMD

O Images Enclosed / Email

O Prep Shade _____

O Shade _______

O Call Doctor

	 O Try-in	 O Bisque Bake	 O Finish & Glaze	 	 O Set-up	 O Reset	 O Process & Finish	

O Call About Design

O Call About Estimate

O Call Doctor

Technician Request

O First Available
O Only__________________

O See Enclosed Design

O Call About Design

O Call About Estimate

O Call Doctor



Technician’s Notes

Date


