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PLEASE EVALUATE PATIENT FOR:

Second Opinion
Comprehensive Care/Treatment
Complex Prosthodontic Care (select the following)

FIXED PROSTHODONTICS                       Tooth #(s) Area 

Tooth Restorability
Missing Tooth/Teeth
Esthetic Evaluation
Full Mouth Reconstruction (wear)
Vertical Dimension Compromised
Failing Fixed Prosthodontics
Other                                                        

T :  5 1 2 . 8 6 8 . 5 9 9 9 F :  5 1 2 . 8 6 8 . 5 0 5 4

To r r e s - D e n t a l - S p e c i a l t i e s . c o m

REMOVABLE PROSTHODONTICS     ARCH

Complete Dentures
Complete Overdentures
Immediate Dentures
Partial Dentures
Other       

IMPLANT PROSTHODONTICS       Tooth # (s)

Single Tooth Replacement
Multiple Tooth Replacement
Implant Supported Dentures
Other      


