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GRAMMETRY CASE INFORMATION Doctor Name* Date
Please v applicable boxes. Required fields indicated with asterisk (x). Address*

Important: Include this Rx when you mail your OptiSplint to ROE. This is important as we will need City* State* ZIP*

to match your physical OptiSplint to your digitally-submitted case information.

Email* Phone*

Grammetry purpose*:  Restoration™: Shade*: Patient Name* Age*  [dMale [JFemale

[ Day of surgery [ In-office print [ In-office mill RETURN BY 5:00 P.M. ON () Expedite rees apply

[ Restorative O ROE print O ROE mill (] cALLME DO YOU NEED? []Rx [ Daysin Lab

) Boxes [ Shipping Labels

CASE SUBMISSION GUIDELINES Instructions

Please indicate Dr. & patient goals*
How to Start a Case:

1. Follow the Grammetry workflow appropriate to your case via the QR code below or visiting

www.roedentallab.com/GramWF

2. The preferred method of submitting all of your digital records is to export your 10S scans as
.STLs, combine them in a folder with all patient photos, and zip that folder ready for online
submission.

3. Go to www.roedentallab.com/GramCase and select Submit a New Case.

4. Fill out online form. Drag and drop or select your patient folder where prompted. Submit.

5. Upon completion, you will receive an email receipt confirming case submission.

[=]
L

2
Signature* License #*
GRAMMETRY WORKFLOWS START A CASE The person signing this work order accepts responsibility for payment and agrees to pay all collection
WWW.r ntallab.com/GramWF WWW.F ntallab.com/Gram costs including attorney's fees.

A 1.5% (18%/yr.) finance charge will be added to all balances due over 30 days.

For the most up-to-date Rx & forms, please visit www.roedentallab.com/forms
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