Hepe

Dental Lab

Full Service Dental Labratuary

Address: 430 Martin ave.Santa Clara CA 95050
Email: info@hopedentallab.com  Website:www.hopedentallab.com
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Dentist Signature: Dentist License No:

The dentist and/ or the dental practice signing this prescription, or a substitute thereof, agrees to all terms, conditions, warranty, and policies
Hope Dental Lab and accepts responsibility for payment of the related charges and agree to pay all legal and collections costs in the event

the account is in collections or litigation, including reasonable fees.




