
You stand behind your work. We stand behind ours.

The mission of BioHorizons is to lead the dental industry in development and worldwide
distribution of innovative implant products, scientifically designed to optimize the qual-
ity of patient care.

DTI is the only dental laboratory network that provides innovative, full practice growth
support to dentists who want to excel above the status quo. The Company is a leader in
digital dentistry.

CALL 888 246 8338 VISIT dtidental.com

VISIT biohorizons.com
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At BioHorizons and Dental Technologies Inc. (DTI), our philosophy is to provide you

practice innovation through state-of-the-art diagnostic technology; pioneering implant

designs and surfaces; as well as evidence-based products and materials. We couple this

with unmatched service from our network of professional representatives and highly-

trained laboratory technicians.

This program has been designed to help increase the quality and predictability in your

routine implant cases. What’s more, it is an ideal tool to facilitate the retention of your

patients and expand your referral base.

Our Restoration-to-Implant Lifetime Warranty covers single-unit and bridges up to three-

units in length. This Lifetime Warranty covers the implant(s), abutment(s) and the

Restoration(s) when fabricated on BioHorizons implants, and abutments, and restorations

created by a participating DTI Laboratory. This Warranty is between your dental practice

and DTI/BioHorizons.

For a case to qualify for this lifetime coverage, the DTI Design Team will evaluate the case

parameters based upon several post-surgical criteria. Refer to the “Diagnostic Phase

Checklist”, the “Restorative Phase Checklist” and the “Implant Guidelines” for additional

information regarding protocol and clinical considerations. For a free copy of this infor-

mation, contact a DTI Laboratory at www.dtidental.com or BioHorizons Customer Care at

888.246.8338.

Our goal is to provide dentists with the finest technological assistance to create the most

predictable implant restorations possible and help to ensure long term case success for

your patients.

CONFIDENCE – provides you and your patients with peace of mind

SERVICE – treatment planning assistance from skilled laboratory technicians

PRACTICE BUILDING – is a powerful tool to help enhance your practice

We look forward to providing
you and your patients with the best that

implant dentistry has to offer!

Implant Guidelines

Communication Forms

A Complete Program
For You & Your Patient

Implant Guidelines

Checklists for:
Diagnostic Phase
Restorative Phase

Information Packets for:
Restorative Dentist
Implanting Dentist

Implanting/Restorative Dentist

Diagnosti
c Phase C

hecklist

� STEP 1: Patient E
xpectatio

ns Discussed

and Documented for:

� Esthetics
(of the te

eth and soft tissu
es).

� Proposed
Restoratio

n (cemen
t-retained

or screw-r
etained).

� Confirm patient is
committe

d to long te
rm routine

recall of
every 6-8

months,
annual ra

diographi
c

assessme
nts and annual eq

uilibratio
n as neede

d.

This is re
quired to mainta

in coverage.

� Review Patient C
omplianc

e Agreem
ent (optio

nal).

� Overall H
ealth History (a

re they a
“good” c

andidate

for denta
l implant

s?).

� Complete
Implant P

atient Re
ferral For

m for the

Implantin
g Dentist

.

NOTES

� STEP 2: Full-arch
Study Models for Occlu

sal

Evaluatio
n & Biomechanica

l Conside
rations:

� Occlusal
Analysis

(wear fac
ets, inter

ferences,
etc.)

Note: Bru
xism may disq

ualify a p
atient for

the

Restorati
on-to-Imp

lant Lifet
ime Warr

anty.

� Interarch
(Vertical)

Space 6m
m to 8mm.

� Interdent
al (Horizo

ntal) Spa
ce 6mm to 9mm per impla

nt.

� Crown to Implan
t Ratio (m

inimum 1:1 ratio).

� Planning
Implant A

ngulation
. Implant

s placed
requir-

ing great
er that 30

˚ angle co
rrection will not q

ualify for

the lifetim
e warrant

y coverag
e.

� No Canti
levers on

single im
plants an

d no splint
ing to a

natural to
oth.

� Review Occlusal
Considera

tions (occ
lusal tabl

e, light

centric st
ops, ante

rior guida
nce, etc.

).

NOTES

� STEP 3: Radiograp
hic Imaging for Evalua

ting:

� Position
of adjace

nt roots.

� Position
of Mandi

bular Ner
ve and Mental F

oramen.

� Position
of the Sin

us Floor.

NOTES

� STEP 4: Surgical C
onsiderat

ions:

� Surgical
Planning

: extracti
ons and/o

r grafting
discussed

with Implantin
g Dentist

.

� Surgical
Guide/Ste

nt Fabric
ated.

NOTES

Check th
e �’s and

�’s as you
go.

Restorati
ve Dr. Name _______

________
________

________
_ Case ID# ________

________
________

__ Date ____
/____/___

_
� STEP 1: Patient Expectations Discussed and

Documented for:1.1 Evaluate Implant Placement Post-surgically and

confirm the implant position will allow for the

proposed restoration.1.2 Proposed Restoration: Cement-retained or

Screw-retained.1.3 Reconfirm patient is committed to long term routine

recall of every 6-8 months, annual radiographic

assessments and annual equilibration as needed.

This is required to maintain coverage.

1.4 Signed Patient Compliance Agreement (optional).
� STEP 2: Impression Protocol:

2.1 Pre-Restoration Radiograph (to document crestal

bone to implant level).2.2 Direct Pick-up Coping (open tray) for splinted

restorations.2.3 Indirect Transfer Impression (closed tray) maybe

optional for single restorations (Direct Transfer

Impression is encouraged).
2.4 Impression Coping Radiograph.
2.5 Face Bow Transfer when reconstructing a quadrant

or more of dentition is required.� STEP 3: Send To Laboratory:
3.1 Laboratory Check List� Full-arch study models.� Impressions with impression components.

� Bite Registration (with Face Bow if applicable).

� Full-arch impressions with Transfer Impression.

� Shade (for best results, include a photograph with

the shade guide in the picture).
� Completed Implant Rx Form (front and back).

3.2 Restoration Parameters:� Occlusal tables of minimal bucco-lingual width.

� Light centric stops in maximum intercuspation.

� Anterior guidance with posterior disclussion

(no lateral interferences).

� STEP 4: Metal Frame Try-in
(optional for single units):
4.1 No excessive impingement of the soft tissues.

4.2 Metal framework MUST Seat Passively. No

movement/rocking of the framework while seated

onto the implants.4.3 Radiographic confirmation of framework seating

completely.
� STEP 5: Final Seating/Delivery of Restoration:

5.1 Abutment Seated Radiograph (periapical) confirming

abutment is completely seated.
5.2 Apply final torque of 30Ncm to Abutment Screw.

5.3 Restoration Seated Radiograph (periapical)

confirming restoration is completely seated.

5.4 Occlusal Considerations for Implant Restorations:

� Occlusal tables of minimal bucco-lingual width.

� No Cantilevers off a single implant and no

splinting to a natural tooth.
� Light centric stops in maximum intercuspation.

� Avoid excursive contacts on implant restorations.

� Anterior Guidance with posterior disclussion

(no lateral interferences).� Implant Restorations slightly out of occlusion in

“light” centric occlusion, “pin-point” occlusion

when patient clenches.� Recheck occlusion after cementation.

5.5 Cementation for Retrievability by using

temporary cement.5.6 Patient After Care and Compliance. Refer to

the Implant Guidelines, Page 12, Step 5 6 for

more details

NOTES

Restorative Phase Checklist
Check the �’s and�’s as you go.

Implanti
ng | Rest

orative D
entistImplanting Dentist

Restorative Dentist

Patient C
ompliance

Agreemen
t

Research
and clini

cal exper
ience in t

he denta
l implant

field has
shown lo

ng term success r
equires u

se

of the hig
hest qual

ity mater
ials, supp

ort of a k
nowledge

able and
caring te

am, and
a commit

ment by
you

the patie
nt for pro

fessional
implant m

aintenanc
e and dil

igent hom
e care.

To help e
nsure pre

dictable
and long

term success o
f the imp

lant resto
ration, th

e patient
must com

ply

with the
following

;

1. Diligen
t home c

are/oral h
ygiene.

2. Routin
e recall a

ppointme
nts every

6 to 8 m
onths for

professio
nal

implant m
aintenanc

e and den
tist exam

ination.

3. Annua
l radiogra

phic asse
ssment.

4. Annua
l bite ana

lysis and
adjustme

nt as nee
ded. A m

ajor caus
e of

implant c
ase failur

e is impr
oper bite

force app
lied over

time.

5. Accep
t recomm

ended re
storative

dentistry
of their re

maining
dentition

to mainta
in occlus

al stabilit
y

(proper b
iting forc

es) which
is critical

for long t
erm success.

Professio
nal fees f

or the ab
ove outlin

ed patien
t complia

nce servi
ces ARE

NOT incl
uded in y

our impla
nt

restoratio
n case fe

e and are
due at th

e time of
service re

ndering.

With your
commitm

ent of rou
tine profe

ssional m
aintenanc

e recall a
ppointme

nts every
6 to 8 m

onths

and comp
liance wi

th the ho
me care p

rogram, a
nd as lon

g as you
remain a

patient in
this prac

tice,

I can offe
r you a “R

estoration
to Implan

t Lifetime
Warranty

”. This W
arranty w

ill cover t
he labora

tory

fee for re
making t

he restor
ation and

the repla
cement c

ost of the
implant m

anufactu
rer’s imp

lant(s)

and abut
ment(s).

This warr
anty DOE

S NOT in
clude or

cover pro
fessional

service fe
es for the

repair or

replacem
ent of a r

estoration
.

By signin
g below you ackn

owledge
that you

have bee
n explain

ed the de
tails of th

is unique
warranty,

you unde
rstand th

at your co
mpliance

is require
d for cove

rage and
that there

are addit
ional fees

for your

routine p
rofession

al mainte
nance vis

its, annu
ally radio

graphs an
d bite ad

justment
s as need

ed.

________
________

________
_____

________
________

________
__ ____/____

/____

________
________

________
_____

________
________

________
__ ____/____

/____

________
________

________
_____

(______)_
_______-

________
___ #_______

________
_

Implant Referral Form
From the Restorative Dentist to the Implanting Dentist

Dear Implanting Dentist,Please evaluate Mr/Ms ________________ to determine if they are a good candidate for dental implants.

After thorough consultation with Mr/Ms ________________ we have determined their ultimate functional

and esthetic goals, and have a proposed prosthetic treatment plan designed to meet or exceed their

expectations.
The patient understands that this proposed treatment plan and is subject to your evaluation and clinical

expertise to determine if additional procedure may be needed to ensure the best outcome that Implant

Dentistry has to offer. They are aware that based upon your evaluation the treatment plan may need to

be modified.
The patient’s primary concerns of their existing oral condition include; _____________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Their primary goal and objective for treatment with dental implants is to; ___________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Our proposed prosthetic treatment plan is to; ___________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

As we have discussed, our office is working with a DTI Laboratory which offers a Restoration-to-Implant

Lifetime Warranty on implant restorations up to three-units fabricated on BioHorizons Implants and

Abutments. I have enclosed a DTI Implant Guidelines booklet for your review, detailing important Case

Acceptance Criteria for the warranty program. Please contact me with any questions you may have about

the warranty program.
Please refer to the accompanying radiographs, study models and proposed treatment plan to help

determine a surgical treatment designed to meet or exceed their expectations.

Thank you for your teams continued excellent care and support of our patients. I look forward hearing

from you after have met with Mr/Ms_____________________. Do not hesitate to contact me or my

Treatment Coordinator with any questions or concerns.Respectfully,
________________________ ______ ___/___/____

____________________________________
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