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1106 West Park Street, Suite #10, Livingston, MT 59047 | 406.222.5944 | office@aoalabs.com

Dr. Patient:
Address: Requested due date:
Phone: Patient seat date:

MAXILLARY OR MANDIBULAR

Please circle one.

X #

SIGNATURE OF DENTIST DENTIST LICENSE NO.

The person signing this authorization accepts sole responsibility for full payment, all legal
fees and, collection costs, and agrees that jurisdiction and venue of any collection matter
shall be in Park County, MT.



