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DETAILED INSTRUCTIONS

TOP - LABORATORY COPY
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BOTTOM - DOCTOR’S COPY

Dentures
O Try-in O Finish
O Complete Denture O Bite Block
O Immediate Denture O Custom Tray
O Copy Denture
O Acrylic Partial 0 Repair
O Flexible Partial O Reline
O Metal Frame O Rebase
O Overdenture
O Implant Hybrid
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