s PerfectSmile

aligners by SHAW

Virtual treatment preview for Dr.’s evaluation

Case ID: Date: /
month day year
Doctor: Practice:
Patient: Aligners #0 delivered with preview: Upper [ ]
Lower [_]
None
Virtual Treatment Plan -
Circle:

Number of aligners to be used Upper [_] Tier: Light 1 2 3 4 Unlimited | # of Aligners
Lower (] Tier: Light 1 2 3 4 Unlimited | # of Aligners
1 2 3 4

Both [_] Tier: Light Unlimited | # of Aligners

4 5 6 7 8 9 10 11 12 13 14
1.5 1.4 1.3 1.2 1.1 2.1 2.2 2.3 24 2.5 2.6

USA/UNN 3

CAN/FDI 1.6

USA/UNN 30 19
CAN/FDI 4.6 3.6

29 28 27 26 25 24 23 22 21 20
4.5 4.4 4.3 4.2 4.1 3.1 3.2 3.3 3.4 3.5

Inter-Proximal Reduction: Attachments: @

Comments:

Choose one of the 3 following options:

[ 1 approve the virtual treatment plan. Please proceed and send me the aligners
[ ] Do not proceed yet. | will contact you in less than 2 weeks.

] Do not proceed yet, | would like to introduce some changes in the virtual treatment plan:

Doctor's Signature: Date: / /
month day  year
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