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Patient’'s Name

Due Date

Plastic Choice

Bio Bleach 1mm (.040”)
Essix Bleach Tray 1mm (040"
Essix C+ 1mm (.040”)

Essix Tray Rite 0.5mm (.020”)

el

Upper

Lower

Write "Yes” if ship to patient

QTY

QTY

Pocket Type For Gel

1. Eyelid Coverage (drop size)
2.Partial Coverage
3. Full Coverage (Default Option)
4. No Pocket
5. Make Special Request

Pressure Seal
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Yes or No

Models Ditched Coronal Of Free Gingival Margin To
Create A Seal

Bleaching Tray Prescription
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Doctor’s or
Contact’'s Name

P

Bleaching Tray

Doctor’s
Signature

License
Number

Office or Patient Address

Office
Name

Street

Suite
No.

City

State

Zip Code
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