PRESCRIPTION FORM FOR CUSTOMER MADE MEDICAL DEVICE

PRESCRIBERS NAME & CLINIC ADDRESS: DEVONSHIRE HOUSE
oeNTAL LABORATORY  “ SR R L/Blplast
51 SPENCER STREET o
CARLISLE CA1 1BB eiad L ebotiéry
TEL: (01228) 529128 TNICIAN
FOR THE EXCLUSIVE USE OF PATIENTS NAME /1D @) resasziliosases
: ‘As 7654321[123 4587
=== DESCRIPTION OF DEVICE | TOOTH MOULD
REGISTERED MEMBER
DATE CASE No. SHADE
DELIVERY DATE WARA  CANO.5Zi6 Figh Let { FORLABORATORY USE ONLY |,
Please Tick Type of Appliance
BITE ACRYLIC DENTURES | S/TRAY(s) TEETH
TRY CHROME IMPLANT
RETRY CROWN&BRIDGE | SPORTSGUARD Right Left
| FINISH OFHOOONIICE e TOTAL COST OF APPLIANCE(S)
STANDARD INDEPENDENT DELUX
1. 2 3 % 5 Final Inspection approved for release by:
6. 4 8. 9. 10.

Your attention is drawn to the folowing statement: This is a custom-made medical device that has been manufacured to satisfy the design characteristics and properties specfied by the prescriber for the
above-named patient. This medical device is infended for exclusive use by this patient and conforms to the general safety and performance requirements specified in Annex | of the Medical Devices
This statement does not apply to medical devices that have been repaired andlor refurbished for an individual patient’s use.
Storing, handiing and instructions for use: tts recommended that before use, this medical device i stored in a clean and safie enviroment that prevents it from coming info contact with materials, equipment, acids
or bleaches that couid cause physical or chemical damage to the medical device. The medical device should not be subjected to extremes of temperature during storage.
Mﬂa@i@b.mdnldﬂemor'__ub the medical device when removing it from its model.

This complete appliance has been mumedmmEUIU(
m&éa?émmc
“To enable our dentallaboratory o comply with the Medical Devices Regulations for Post Market Surveilance, please inform us of any feedback or issues regarding the enclosed devicel(s) as soons as possible.



