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All On Four Lab Sheet 

 

  Dentist:                                                                  __________________________ Date: ________________________ 

  Patient: __________________________   

 

Required photos 

Patient At Rest :                                                                   Large Smile:  

Medium Smile :  Retracted:  

 

Check List  

Shade:  ________ Registration:  

Required Vertical Opening : _____mm Surgery Date: __________________ 

 

Tooth Shape  

Square :                                                                   Round:  

Triangular :  Trapezoid :  

 

Aesthetic Notes: 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 


