
Quantity of Retainers 

(ex. 1 upper 1 lower traditional): _____________

_____________________________________________

Modifications:

Upper Removal of Brackets

Lower Removal of Brackets

Pontics

Other: ________________________________ 

Quantity of Retainers 

(ex. 1 upper 1 lower traditional): _____________

_____________________________________________

Modifications:

Upper Removal of Brackets

Lower Removal of Brackets

Pontics

Other: ________________________________ 

Type of Retainer:

Traditional Clear Retainer

Phase I Retainer (Without Molar)

Phase I Theroux Retainer (With Molar)

          Other: ________________________________

Type of Retainer:

Traditional Clear Retainer

Phase I Retainer (Without Molar)

Phase I Theroux Retainer (With Molar)

          Other: ________________________________

RETAINERS FOR LIFE LAB ORDER FORM

Ship To:

Practice		  Patient

Patient Address: _____________________________________________________________________________

Ship To:

Practice		  Patient

Patient Address: _____________________________________________________________________________

Scan Date:__________________________________      

Debond Date:_______________________________

Special Notes/Retainer Specifications:

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Scan Date:__________________________________      

Debond Date:_______________________________

Special Notes/Retainer Specifications:

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Orthodontist Name:___________________________________________ 

Patient Name:_____________________________________  Patient DOB:__________________________

Orthodontist Name:___________________________________________ 

Patient Name:_____________________________________  Patient DOB:__________________________


