
INSTRUCTIONS

1500 West Main Ave   •  De Pere, WI  54115
P: 920.347.2929  •  T: 800.821.0859

Doctor_________________________________________

Street__________________________________________

City/State/Zip___________________________________

Phone__________________________________________

Fax____________________________________________

E-mail__________________________________________

ORTHO RX
APPLIANCE

Appliances made from Clear 450TM thermoplastic material
  NTI-tss PlusTM Nighttime (Anterior-Posterior Discluding Element)	
  NTI-tss PlusTM Daytime (Anterior Point Stop)
  NTI-tss� PlusTM Extended Coverage From _____ to _____

	   Full Coverage
  NTI-tss PlusTM Migraine Therapy Set (Nti-tss PlusTM and NTI-tss 	

     PlusTM Daytime)
  NTI-tss PlusTM Universal Therapy Set (NTI-tss Plus & Opposing   	

     Universal Slide Bar)
  NTI-tss PlusTM + Soft (must be extended 2nd bi - 2nd bi)

PLEASE CHECK: 
  Essix Invisible Retainer

	   Pontic (s) for tooth # _________ shade _____________      	
       Fluoride Trays               Bleach Trays

  Hawley Retainer	 Upper	               Lower
	   Wraparound	   Clear Plastic Labial
	   San Antonio Wrap

  3 X 3 Spring Retainer
	   With wire extensions

  Spring Hawley Combo
	   Reset teeth as marked

  Acrylic Color
	   Pink	   Clear	    Other ______________

  Splint	   Upper	    Lower
Material	   Acrylic		   Comfort
		     Comfort Plus	   Ivocap 

  Comfort HS Complete (Economy Vacuum Form)
  Sleep Appliances

	   Tap® 3		    EMA1            ClearDream

      Upper           Lower

R	 L

ARCH
   Upper	   Lower (Lab Default)	   Lab Choice

ATHLETIC MOUTHGUARD
  Upper		   Lower		 Color _____________
  With helmet strap

FIXED LINGUAL ARCH
  3x3		    4x4		    6x6
  Braided wire	   Round wire	   With bonding pads

FOR LAB USE ONLY

ADDITIONAL APPLIANCES
  Habit Crib     Type_______________________________________

  Nance Holding Appliance	     Unilat Space Maintainer

  Trans palatal	     Space Regainer

  Williams Expander	     Quad Helix	

  Rickinator I/II	   Removable        Arnold “E” Arch	  	

  Hyrax Expander        Sagittal	   Upper         Lower

	            Anterior drive

	            Posterior drive

                                                             Left       Right

	            3-way

  Schwartz       Upper      Lower
       One Screw	   Two Screw

  Twin-Block 

  Nord

  Fan Screw

Dr. Signature: __________________________________

Date:_ _____________  License #:__________________

PLEASE PRINT:

Patient Name ____________________________________

Age: _____________    Male     Female

Due Date: _ ______________________________________

	   Maximum Protrusive
		  Measurement ________ mm
	   �Leaf Gauge 
		  Measurement(vertical) __________
	    (If triple tray is used or if patient has third molars.)

	    Enclose full arch models or impressions.

MEASUREMENTS


