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Patient Date of Birth

_________________________

Photographs of Dentition in RCP Photographs of Face

X-Ray

Email : lab@archformbyte.com

Web : www.archformbyte.com

Date Received

_____ / _____ / _____

Clinician Contacted

_____ / _____ / _____Major Rotations

ArchformByte Ltd
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Tel : 0114 243 5400

Fax : 0114 243 3893

 _____ / _____  / _____
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Lower Anterior

Lower Buccal

Upper Anterior

Upper Buccal

Buccal Occlusion


