
Practice Name: _____________________________________________ 

Shipping Address: ___________________________________________ 

City: _______________________ State: _____  Zip: ________________ 

Patient’s Name: _____________________________________________ 

Dentist: _____________________________ License #: ______________ 

Panthera D-SAD Rx Lab Form 

 

 

         

UPPER PLATE - Check One 

LOWER PLATE – Check One 

UPPER BAND – Check One 

LOWER BAND – Check One 

  Elastics are required for this case 

  Wrap distal of last molar U / L  

POSTERIOR
 

ANTERIOR 

I have noticed a lateral deviation in protrusion 

1130 Cannonball Run, Suite 108 
Knightdale NC 27545 

contact@simplifiedsas.com 
919-504-3034

 

SIGNATURE   DATE 

ADDITIONAL NOTES: 

FULL 

1/2 SIMPLE BUCCAL SIMPLE LINGUAL FULL 

_____ Include AM RePostioner 

_____ Provide Appliance Consultation 

My patient suffers from bruxism: 
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