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PHONE ME REGARDING THIS CASE
SPECIAL INSTRUCTIONS ON FILE
NEW ACCOUNT         ADDRESS CHANGE
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MAILING LABELS
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LABIAL INDIRECT BONDING / Rx

CASE INFORMATION

TRANSFER TRAYS

BRACKET HEIGHT AND ANGULATION PRESCRIPTION - See Reverse for Further Explanations and Details

Clear Formed Trays
Full Arch

Silicone Trays
Midline Split 3 Piece

Brackets Enclosed with Case Specialty Provide Brackets
Custom Base System
Upper

Clean Base Method
Lower .018 .022

Please Indicate on Diagram to Right
1. Mark an "X" on teeth missing, to be extracted, or those not to be bonded
2. Indicate with arrows over-rotations desired
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1 800 LAB-INFO   •   In GA (678) 513-4408   •   Fax (678) 513-7345   •   www.specialtyappliances.com

P.O. Box 105224  Atlanta, GA  30348 (for use only with Specialty Appliances prepaid business reply labels)  
4905 Hammond Industrial Dr. Cumming, Georgia 30041 (for all cases shipped directly to street address)  
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