www.icdentallab.com
1000 NE 122nd ave, Portland OR 97230

Phone: (800) 926-5412 Fax: (503) 254-1957
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Payment options: [0 doctor pays [0 patient pays
o Add to doctor’s account
(m] Check Enclosed - Check # (depositdate /[ office use only)
Visa / MasterCard / Amex
Card Number - - - (authonization # office use only)
Doctor’s Signature: License #

Call (800) 926-5412 to schedule appointment



