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ALL PORCELAIN CROWNS

EMAX

EMAX VENEER
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LAYERED ZIRCONIA

FULL ZIRCONIA
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FULL ZIRCONIA
HIGH TRANSLUCENCY

PORCELAIN BONDED TO 
METAL

SINGLE UNITS PFM

BRIDGE UNITS PFM

ALLOY SELECTION

HIGH NOBLE 

NOBLE 
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IMPLANT PACKAGE

Titanium/Zirconia  

Zirconia/Zirconia

Hybrid Crown

Zirconia/Anterior E.Max
(cut back and layered)

ALL METAL CAST CROWNS

CAST GOLD CROWN
(3/4 & FULL)

CAST GOLD INLAY/ONLAY

TITANIUM

MISCELLANEOUS SERVICES

GUIDED SURGERY 
METAL OCCLUSAL/
LINGUAL

DIAGNOSTIC WAXUP

TEMPORARY

PLEASE PRINT CLEARLY
*CUSTOM SHADES ARE UNAVAILABLE FOR MONOLITHIC ZIRCONIA RESTORATIONS.

MATCH PRE-OP MODEL

IMPLANT TYPE DIAMETERGENUINE PARTS LAB CEMENTED

Titanium Zirconia Gold-Hue TitaniumHybrid Zirconia Crown
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