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BEE LOVED

BEE LOVED PHOTOGRAPHY
Orthodontic & Dental Imaging

701 W. Valley Bivd Ste #30, Alhambra, CA 91803

818-714-0841
1. REFERRING PROVIDER INFORMATION:
Doctor Name:
Practice Name/Address:
2. PATIENT INFORMATION:
Patient Name: Date:
Phone: Email:
Parent/Guardian (if minor):
Address:
3.IMAGING [ ]Initial (Pre-Treatment) [ 1Progress [ ]Final (Post-Treatment)

Please check the required views for this patient:

EXTRA-ORAL (Portraits)

INTRA-ORAL (Dental)

[ ]Frontal - Relaxed

[ ]Frontal - Closed Bite

[ ]Frontal - Smiling

[ 1RightLeft Buccal - Closed Bite

[ ]Right Profile

[ 1RightlLeft Buccal - Open Bite

[ ]Other:

[ 1Upper/Lower Occlusal

4. DELIVERY & BILLING [ ] USB Flash Drive (Patient is responsible for returning this to the dental office).

[ 1 Digital Transfer / Secure Portal (Email

[ 1 Patient pays studio at time of service

[ 1 Bill Clinic directly

[ 1 Pre-paid / Account on file

5. PATIENT PREPARATION & INSTRUCTIONS:

APPOINTMENT: Contact Bee Loved Photography immediately to schedule your session. www.honeyforacause.com

AESTHETICS: To ensure accurate clinical records, please arrive with no heavy makeup or jewelry.

RECORDS: You will be given a USB Flash Drive. You must bring this drive to your next dental/orthodontic visit.

Doctor Signature:

Date:





