
                                             2242 S McClintock Dr – Tempe, AZ 85282
Ph. 800-513-6131
www.golddustdental.com 

DIAGNOSTIC WORK-UP LABORATORY PRESCRIPTION

Doctor: Practice:

Patient: Case ID / Account #:

Phone / Email:
Return Date Requested:

CASE INFORMATION

Arch:  ☐ Maxillary   ☐ Mandibular   ☐ Both

Articulator Brand:
Articulator Setting / Notes:

Teeth #’s: __________________________
Type:  ☐ Diagnostic Work Up with Kit 
           ☐ Diagnostic Work Up without Kit
           ☐ Design File Only 
(kit includes reduction guides, reduction model, 2 
stage scalloped matrix) 

 Final Restorations Planned:  ☐ Veneers  ☐ Crowns 
☐ Bridge  ☐ Implant  ☐ Other: ________________

Current Provisional / Existing Restorations:  ☐ None 
☐ Present

Treatment Phase:  ☐ Initial Planning  ☐ Pre-Surgical 
☐ Pre-Restorative  ☐ Revision

RECORDS / ITEMS SUBMITTED

☐ Digital Scans / STL Files ☐ Mandibular & Maxillary Models ☐ Bite Registration

☐ Facebow / Jaw Relation
☐ Photos _________      ☐ Photos Emailed

(ie Dropbox, Google Drive, Gold Dust Portal, SD 
Card, email to info@golddustdental.com)

☐ CBCT / Radiographs

☐ Facial Scan ☐ Existing Mock-Up / Provisionals ☐ Other: ____________________

CLINICAL GOALS OF CASE

☐ Functionally Driven ☐ Aesthetically Driven ☐ Conservatively Driven

☐ Close Diastema(s) ☐ Lengthen Teeth ☐ Shorten Teeth

☐ Improve Tooth Proportions ☐ Expand Buccal Corridor ☐ Change Midline Cant

☐ Move Midline: ____ mm  ☐ Left  ☐ Right ☐ Change Incisal Cant ☐ Follow Mock-Up for Length & Position

☐ Open VDO: Add ____ mm ☐ Decrease VDO ____ mm ☐ Maintain Existing VDO

☐ Idealize Gingival Zeniths ☐ Correct Gingival Display ☐ Other: ____________________

DESIGN PARAMETERS

Incisal Edge Position:  ☐ Maintain  ☐ Move Facial 
  ☐ Move Lingual  Amount: ____ mm

Anterior Guidance:  ☐ Maintain  ☐ Develop 
                                ☐ Increase  ☐ Decrease

Posterior Occlusion:  ☐ Maintain  ☐ Re-establish 
                                  ☐ Open Bite  ☐ Close Bite

Tooth Form:  ☐ Feminine  ☐ Masculine  ☐ Youthful 
☐ Mature  ☐ Match Existing

Embrasures:  ☐ Open  ☐ Moderate  ☐ Closed Surface Texture:  ☐ Smooth  ☐ Moderate  ☐ Heavy

Smile Line:  ☐ Follow Lower Lip  ☐ Maintain  ☐ 
Correct

Overjet / Overbite Goal: 
__________________________

Material / Shade Reference: 
________________________

☐ Crown Design   Teeth #: __________________ ☐ Veneer Design   Teeth #: ________________ ☐ Min-Prep Veneer   Teeth #: ______________

☐ Additive Only   Teeth #: __________________ ☐ Future Extraction   Teeth #: ______________ ☐ Future Implant Sites: ____________________

☐ Adjust Gingiva ☐ Crown Lengthening: Add ______ mm

SPECIFIC INSTRUCTIONS / NOTES

APPROVAL / COMMUNICATION

Preferred Review:  ☐ Photos  ☐ Digital Design Link  ☐ No Review Needed Contact Before Proceeding If:  ☐ Major Changes  ☐ Records Conflict  ☐ 
Additional Fees

Doctor Signature: _____________________________________ Date: ______________   License #: __________________

This prescription is a communication guide for diagnostic planning. Final clinical decisions remain the responsibility of the prescribing dentist.

http://www.golddustdental.com/
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