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IMPLANT TYPE DIAMETER

ORTHO APPLIANCE
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DAMAS FOR NORTH AMERICA

DENTAL APPLIANCE MANUFACTURERS AUDIT SYSTEM
FDA COMPLIANCE 8 QUALITY MANAGEMENT SYSTEM

£ R gin]is)

PLEASE CHECK ONE

REMOVABLE PRODUCT

MO UT HGUARDS

CLEAR SPLINT
NIGHTGUARD

PROCESSED
NIGHTGUARD

TALON NIGHTGUARD
COMFORT H/S BITE
SPLINT

(VACUUM FORMED

NO EXCURSIONS)

COMFORT HARD
NIGHTGUARD

SPORTS GUARD -
COLOR:

CLEAR ORTHO RETAINER
HAWLEY RETAINER

BAND AND LOOP SPACE
MAINTAINER

ESSEX APPLIANCE

BLEACH TRAY

DENTURE PRODUCTS

CUSTOM TRAY

BITE RIM

ACRYLIC FLIPPER

FLEXIBLE PARTIAL

PARTIAL FRAMEWORK

IMMEDIATE DENTURE

COMPLETE DENTURE

RELINE

IMPLANT PRODUCTS

SURGICAL GUIDE

HY BRID FRAME

OVER DENTURE

BAR

USE ESTABLISHED
PREFERENCES
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