
 

 

DOCTOR ____________________________________ PRACTICE ___________________________________ 

ADDRESS__________________________________________________________________________________ 

CITY ________________________________________  STATE __________________  ZIP __________________ 

EMAIL ____________________________________________________________________________________ 

PATIENT NAME _____________________________________________________________________________ 

DATE SHIPPED ________________________________________  DATE NEEDED ___________________________ 

__ APPROVAL TO CHARGE EXPRESS SHIPPING TO RETURN ON DATE NEEDED 

Appliances 

Proform 

___ Upper    

___ Lower 

NTI 

___ Upper 

___ Lower  

Sports Guard 

___ Single Layer 

___ Double Layer 

 ___ Green ___ Yellow 
___ Blue ___ Red 

Clear COS Retainer 

___ Upper 

___ Lower 

SPECIAL INSTRUCTIONS 

____________________________________________   ____________________ 
_____________ 
Doctor  Signature       License Number  Expires 

7555 Morgan Road, Liverpool, New York 13090 
Phone (315)882-0422  Fax (315)457-0656 

www.cosmeticortholab.com

__ Contact Me Regarding Case __ Address 
Change 

We Need Additional: 
__ RX Forms 
__ Mailing Labels/Supplies


