
INTERNATIONAL DENTAL ORTHOTIC LLC

Doctor Name:____________________________________________
License:_________________________________________________
Address:_________________________________________________
________________________________________________________
Phone:__________________________________________________
Business E-mail:__________________________________________
3 Preferred: q Phone  q E-Mail

INDICATE PRODUCT REQUESTED
q  Removable orthotic & extra stent
q  Removable orthotic, extra stent & diagnostic study model
q  LVI orthotic, wax-up with matrix area
q  LVI orthotic & diagnostic study model
q  Diagnostic study model
q  IDO consultation orthotic demonstrator

Patient/Client:___________________________________________________________________  DOB:_ _____________________________

Vertical Index Measurements Required:
@ C.O.	 Right Posterior	 mm  #____/____    Anterior	 mm  #____/____    Left Posterior	 mm  #____/_______________	 ___________	 __________
@ Myocentric	 Right Posterior	 mm  #____/____    Anterior	 mm  #____/____    Left Posterior	 mm  #____/_______________	 ___________	 __________

Lab  Contact Marks	 q Visible	 q Removed
Comments/Instructions:	 q Call Dr.	 Phone:____________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
Due Date:	 Request orthotic to arrive_________________________________________
q  Our business cards are enclosed for complimentary IDO luggage tags
q  We need shipping supplies. Please circle    Rx Forms    Boxes    Labels 
Signed:_____________________________________________________________________ 	
Please visit us at www.dentalorthotic.com

5312 Willow Street • Suite A • Weston, WI 54476
715.355.0409 • 800.914.2004 • orthotic@charter.net


