
PRIMROSE ORTHODONTICS 
(626) 285-5800    |    info@primroseortho.com 
9531 Las Tunas Dr, Temple City, CA 91780 
 
PATIENT INFORMATION 
 
Patient First Name: ____________________________ Patient Last Name: ____________________________  
 
Date of Birth: ______ / ______ / ______    Sex: M / F / Other   How You Found Us: ______________________ 
 
Responsible Party (if Minor): _________________________________ Relationship: ____________________ 
 
Address: ________________________________________________________________________________ 
 
City: ______________________________ State: ____________________________ Zip: ________________ 
 
Phone Number: __________________________ Email: ___________________________________________ 
 
Main Concern for Orthodontic Treatment: _______________________________________________________​
 
GENERAL DENTIST INFORMATION 
 
Patient’s Dentist: _______________________________ Phone Number: _____________________________ 
 
Email Address: _________________________________ City of Office: ______________________________ 
 
Last Seen Date: _____________________________ Why: ________________________________________ 
 
DENTAL INSURANCE INFORMATION 
 
Primary Policy Holder Name: ___________________________ Relationship to Patient: __________________ 
 
Policy Holder Date of Birth: ______ / ______ / ______ Primary Carrier Name: __________________________ 
 
Policy Number: ___________________________________ Group Number: ___________________________  
 
Does this Policy have orthodontic benefits? YES: __________ NO: __________ DONT KNOW ____________ 
 
PRE-TREATMENT DIAGNOSTIC RECORDS 
 
Diagnostic records may include photos, digital study models of the teeth, and radiographs to be used in 

preparation for a complete orthodontic case analysis.  Diagnostic records may be taken or updated at the 

pre-treatment exam, periodically during active treatment and following completion of active treatment. I 

understand and consent to taking any necessary diagnostic records today and in future appointments. Any 

copies of diagnostic records will incur a fee of $49.00.  

 
______________________________________              ___________________ 
Patient / Responsible Party Signature                               Date 



PRIMROSE ORTHODONTICS 
(626) 285-5800    |    info@primroseortho.com 
9531 Las Tunas Dr, Temple City, CA 91780 
 
Patient: ______________________________________  Date: _______________________ 
 
Birthdate: _______________________  Age: ____________________     [    ] Male     [    ] Female    [    ] Other 
 

 
I have read and understand the above questions. I will not hold my orthodontist or any member of his/her staff 
responsible for any errors or omissions that I have made in the completion of this form. If there are any 
changes later to this history record or medical/dental status, I will inform this practice. 
 
 
 
______________________________       ______________________________         ___________________ 
Patient / Responsible Party Name             Patient / Responsible Party Signature         Date 


