
 

 

 

 

 

 

 

 

 

DENTURE PRESCRIPTION FORM 

 

 

Mark Kitchingman RDT, Dip CDT RCSEd                        GDC: 130138 

Patient Name:  

Date Of Birth: 

Address: 

Contact No: 

Please provide denture/dentures according to the following general directions 
 

 Upper Material (please cross) Acrylic 
 

 Chrome-Cobalt  Flexible  Other  

Lower Material (please cross)  
 

Acrylic  Chrome-Cobalt  Flexible  Other  

  

Upper (Please cross) 
 

Tissue Borne  Tooth Borne  

Lower (please cross) 
 

Tissue Borne  Tooth Borne  

       

RELEVANT INFORMATION 

Teeth of doubtful prognosis  

 R                                                                          L 

  

Teeth to be extracted 

 R                L 

          

 Name: 
 
 

GDC No: Signed: Date: 

 

MHRA Reg 3643       Company No: 07244778 Registered Address: 1 The Villas, Bridge Street, Bedale, North Yorkshire DL8 2AB 

ICO REF = ZA347733 

Further Instructions: 

 


