
GLOBAL D VALUES YOUR FEEDBACK: 
QUESTIONNAIRE TO FILL IN AND RETURN 
PROSTHETIC COMPONENT MALFUNCTION 

For Global D: 

Complaint Nr.:  .................................  
Reception date:  ...............................  

FM11-06D_01 Application date : 15/05/2024
This document is the exclusive property of Global D and may not be reproduced or communicated to third parties without the express permission of Global D

1. PRACTITIONER/CUSTOMER’s DETAILS
Customer code (see PL and/or invoice):  .....................................................................................  

Name (who encountered the malfunction): ...................................................................................  

E-mail: ......................................................................................................................................  

2. PATIENT INFORMATION
Pa�ent ID: ................  

Age:  .........................  

Gender:☐ H ☐ F 

Bruxism pa�ent ☐ Yes ☐ No

Loca�on: 

3. PATIENT CARE
Describe below all the information you consider useful for analysing the case (periodontal status, loss of tooth/teeth during the treatment period, evolution of 
occlusion, antagonist of the tooth concerned, etc.). 
 ............................................................................................................................................................................................................  
 ............................................................................................................................................................................................................  
 ............................................................................................................................................................................................................  
 ............................................................................................................................................................................................................  
 ............................................................................................................................................................................................................  
Has there been a previous malfunc�on in the same loca�on? ☐ Yes ☐ No
Number of pa�ent follow-up visits: ............................................ Date of last control visit: ................................................................  

4. PRODUCT(s) INFORMATION
Prosthe�c 
component 

Reference:  ................................................................ 
Batch:  ....................................................................... 
If unknown, provide available information: range, type of connection 
(ST, posterior/2Ex) …
 ..................................................................................

Placement date:  ...........................................  
Malfunc�on date:  ........................................  

Implant Reference:  ................................................................ 
Batch:  ....................................................................... 

Placement date:  ...........................................  
Removal date:  ..............................................  
(If applicable and description in §5) 

Prosthesis 
(If applicable)

☐ Ceramo-metal (CCM)
☐ Laminate zirconium

☐ Full zirconium
☐ Other:  ......................................................  

5. DESCRIPTION OF THE MALFUNCTION
Precise description of the circumstances 
 ...................................................................................................................  
 ...................................................................................................................  
 ...................................................................................................................  
 ...................................................................................................................  
 ...................................................................................................................  

7. DESCRIPTION OF THE USE OF THE ANCILLARY AND ACTIONS
TAKEN/PLANNED (If applicable)

Describe below which ancillary was used (Global D or other manufacturer), the torque 
applied, whether the extraction was successful, and the action taken or planned. 

Successful handling ☐ Yes ☐ No Torque applied:  .................. 

Reference(s) of ancillary(ies) used:  ...........................................................  

Descrip�on: 
 ...................................................................................................................  
 ...................................................................................................................  
 ...................................................................................................................  
 ...................................................................................................................  
 ...................................................................................................................  

6. PICTURE
Circle/select the area concerned 

☐ Removal of the head
☐ Hexagon deforma�on

☐ Body fracture

☐ Fracture on the
gingival region 

☐ Unable to extract
☐ Unable to assemble

☐ Other (If ticked, description in §5)

☐ Coronary fracture


	Complaint Nr: 
	Reception date: 
	Customer code see PL andor invoice: 
	Name who encountered the malfunction: 
	Email_2: 
	Paent ID: 
	H_2: Off
	F_2: Off
	Age_2: 
	occlusion antagonist of the tooth concerned etc 1: 
	Number of paent followup visits: 
	Date of last control visit: 
	Reference: 
	Placement date: 
	Batch: 
	Malfuncon date: 
	ST posterior2Ex 1: 
	Reference_2: 
	Placement date_2: 
	Batch_2: 
	Removal date: 
	Ceramometal CCM: Off
	Laminate zirconium: Off
	Full zirconium: Off
	Other: Off
	undefined_8: 
	Precise description of the circumstances 1: 
	Coronary fracture: Off
	Fracture on the: Off
	Successful handling: Off
	Torque applied: 
	Unable to extract: Off
	Unable to assemble: Off
	References of ancillaryies used: 
	Descripon 1_2: 
	Other If ticked description in 5: Off
	Removal of the head: Off
	Hexagon deformaon: Off
	Body fracture: Off
	Yes: Off
	No: Off
	Case à cocher3: Off
	Case à cocher4: Off
	11: Off
	12: Off
	13: Off
	14: Off
	15: Off
	16: Off
	17: Off
	18: Off
	21: Off
	22: Off
	23: Off
	24: Off
	25: Off
	26: Off
	27: Off
	28: Off
	31: Off
	32: Off
	33: Off
	34: Off
	35: Off
	36: Off
	37: Off
	38: Off
	41: Off
	42: Off
	43: Off
	44: Off
	45: Off
	46: Off
	47: Off
	48: Off


