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Welcome!  
So that we may provide you with the best possible care please complete all pages of the medical/dental history form.  

All information is completely confidential.  
 

Patient's Name:  ____________________________________________            Date:  ________________ 

Address: ________________________________________________________________________________________        

Home Phone:_________________________ Cell #: _________________________ Work #:  _____________________ 

Email:   _____________________________________________         Date of Birth:  ____________________________ 

Emergency Contact:  ____________________________________  Phone #:  _________________________________ 

 

Physician Name:  _______________________________________________  Phone #:  ________________________ 

Address:  _______________________________________________________________________________________ 

Pharmacy Name:  ______________________________________________  Phone #:  _________________________ 

 

Are you currently under the care of a physician ................................................................................................. YES      NO 

 If so, what is the condition being treated _______________________________________________________________ 

 

Are you allergic or have you ever had a reaction to: 

    Alcohol ..........................YES   NO   Latex ............................YES   NO 

    Aspirin ...........................YES   NO   Narcotics ......................YES   NO 

    Codeine .........................YES   NO   Penicillin .......................YES   NO 

    Iodine ............................YES   NO   Sulfa Drugs ...................YES   NO 

    Local anesthetic .............YES   NO   Other ________________________ 

 
Have you had any serious illness, surgeries or been hospitalized in the last 5 years?.......................................YES    NO 

If yes, what was the illness/surgery ___________________________________________________________________ 
 

Have you had any JOINT REPLACEMENT surgeries? .......................................................................................YES   NO 

If yes, what joint(s) have been replaced? _______________________________________________________________  
 

Does your physician require you to pre-medicate with antibiotics for dental treatment?....................................YES   NO  

If yes, what medication and dosage? __________________________________________________________________ 
 
 
 
 
 

Dr. Brian T. Seese, D.M.D. 

610 Jetton Street, Suite 250 

Davidson, NC 28036 

704-895-5095 
info@SmilesBySeese.com 
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Are you taking ANY medicine(s) including non-prescription?.........................................................................YES   NO 

Please list medications:_____________________________________________________________________________  

________________________________________________________________________________________________

________________________________________________________________________________________________ 

Have you ever taken bone loss prevention drugs such as Fosamax, Actonel or Boniva?.....................................YES   NO 

If yes, please list name and dosage ___________________________________________________________________ 

Have you ever or currently have cancer?.......................................................................................................YES    NO 

Type and treatment regimen  ________________________________________________________________________ 

 
 
Indicate which of the following you have had, or have at present. Circle "YES" or "NO" to each item. 

 
 

 
 
 
 
 
 
 
 
 
Do you have or have you had any disease, condition or problem not listed?........................................................YES    NO 

If yes, please list:  _________________________________________________________________________________ 

 
WOMEN 
Are you pregnant or think you could be pregnant?    YES   _______ Months     NO  Nursing?      YES    NO 

Do you use birth control prescriptions?   ...............................................................................................................YES    NO 
 

 

Dental History 

What is the reason for you visit today?  ________________________________________________________________ 

________________________________________________________________________________________________ 

Date of Last Dental Visit: _________________  Last Dental Cleaning:  ________________  Last X-rays:  ___________ 

Previous Dentist Name:  ______________________________________________  Telephone:  ___________________ 

How often do you have dental examinations?  ___________________________________________________________ 

How often do you brush your teeth? __________________________  How often do you floss? ____________________ 
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Do you have any dental problems now?     YES   NO  (please describe)  ______________________________________ 

________________________________________________________________________________________________ 

Do you feel nervous about having dental treatment?    YES   NO   (please describe) _____________________________ 

________________________________________________________________________________________________ 

Have you ever had an upsetting dental experience?     YES   NO   (please describe)  ____________________________ 

________________________________________________________________________________________________ 

Have you ever been told to take a pre-medication prior to dental treatment? ................................................YES      NO 

Is there anything else about having dental treatment that you would like us to know?  ................................. YES      NO 

If yes please explain   ______________________________________________________________________________ 

________________________________________________________________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

I understand the above information is necessary to provide me with dental care in a safe and efficient 

manner. I have answered all questions to the best of my knowledge. Should further information be 

needed, you have my permission to ask the respective health care provider or agency, who may 

release such information to you. I will notify the doctor and/or staff of any change in my health or 

medications. 

 

Patient/Guardian Signature: _____________________________________  Date:  _______________ 


