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CASE #: 
 

DI:  
 

[For lab use only] 

 
 

 
 

 
 
 

 

    DOCTOR: ________________________________________         TODAYS’ DATE: _____________    

 

    ADDRESS: ____________________________________ CITY: ________________   ZIP: __________ 

 

    PATIENT’S NAME: _______________________________________       SEX: _____  AGE: ______ 

 

    APPT. DATE: _______________ 
 

 

 

OPTIMAL MODEL ORTHOTIC 
  

OCCLUSION 
 

________ FULL OCCLUSION 

________ PREVIEW OMO 

________ OM1 ANTERIOR DEPROGRAMMER 
 
 

POSTERIOR CLEARANCE 
 

________ 1.O mm 

________ 1.5 mm 

________ 2.0 mm 

________      mm 
 
 

Notes: 

 

 
 

Doctor’s Signature: __________________________________     Doctor’s License Number: ____________________________________ 
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