CONFIDENTIAL

PRACTICE PROFILE QUESTIONNAIRE

Business Name:







                                   
 

Office Address:







                                   


City, State, Zip:







                                   .
Office Phone:




           
Office Fax:
                                     


Website:








                                   


DENTIST’S INFORMATION

Name 






 Title:           D.D.S.             D.M.D.
Home Address 












Home Phone



Cell Phone


Email




OK to contact me at   
       work           home
        email       office.  Send mail to?     home
   office
Spouse’s Name

            
Spouse’s position in practice





Educational background - institution(s), degrees & dates completed:






Specialty:












Professional memberships and accomplishments:







Do you practice Right Hand or Left Hand?








GENERAL PRACTICE INFORMATION

What is the age of the practice (including the time previous to current ownership)?



How long has the current dentist been the owner of practice (since what month/year)?

 
How long has the practice been at its current location (since what month/year)?




Was this practice purchased?
      If so, what is the current status of former owner?




Are there any current associates in the practice? Yes___No___ 

Have there been associates in the practice in the past 3 years?  Yes___  No____

Have all of the above mentioned associates signed Non-compete contracts? Yes___  No____

	Associate Name
	With practice from Mo/Yr to Mo/Yr
	Number of Days/Wk 

Worked
	Compensation
	Signed
Non-Compete Contract yes/no

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


(Please attach W-2 Statement, 1099 Forms or a breakdown of wages paid per year to each associate for the past three calendar or fiscal years)

LOCATION OF PRACTICE  

Describe the location of the practice as it relates to other surrounding businesses (i.e.  The practice is located directly across from a popular shopping mall, the practice is located in a medical complex) 
Approximately how many dentists of your specialty are in your market place?




Describe the available parking and access to the site (building and/or office): 





Describe the landscaping of the building (i.e. native trees, shrubs, flower gardens, etc.)



Who maintains the landscaping?










Description of building:











Is entire building used exclusively for the practice? Yes___No___If not, what are the other uses of the building?













What is the office space square footage?








Please list the number of each type of room (please list other rooms in space available)

	Equipped ops.
	
	Reception Area
	
	Storage Room
	

	Plumbed/not equipped ops.
	
	Lounge
	
	Public Restroom
	

	Sterilization/Lab combo
	
	Business Office
	
	Private Restroom
	

	Adjustment Lab
	
	Private Office
	
	
	

	X-Ray room
	
	Consultation Office
	
	
	

	Dark Room
	
	Computer Room
	
	
	


Is there a computer system? Yes     No    Type of Software:






Do you own the building or office? Yes     No    If yes, what would be a typical monthly rent expense for the office?

 If no, what is the monthly lease payment?

Utilities Included:  Yes
   No
  Date Lease Expires:




Option(s) to renew? Yes      No     Describe:








Please list any recent leasehold improvements, the year installed, and each improvement’s cost:

Approximate age of professional dental equipment 








Please describe any unique or special features of the office: 






STAFF PROFILE

List all staff members’ (part and full time) first names, position, month and year hired, and salary.


	Name
	Position
	Days/Hours
	Month/Year Hired
	Salary

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


What are the office hours for doctor and staff?

	
	 Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	Staff
	
	
	
	
	

	Dentist
	
	
	
	
	

	Associate
	
	
	
	
	

	
	
	
	
	
	


How long in advance is the hygiene department typically pre-booked?





This practice currently operates in compliance with OSHA guidelines: Yes


What benefits does your staff receive?










Patient days dentist worked:    2005
     2006
     2007
2008



Patient days associate worked: 2005
     2006
     2007
2008


PATIENT PROFILE

What is the total number of active patients?
        Please list the source of this active patient count and attach the source report if applicable:_________________________Please describe how you define “active patients”(i.e. seen within the past 12 months, etc.)





Average number of patients seen per day:
Average number of new patients per month?

 Please list the source of the average number of new patients per month count and attach the source report if applicable:_________________________. Patient Profile (i.e. Average age 40-60: middle to upper income level):











Estimated percentage of production attributable to Dentist:
    % Associate:
       % Hygiene:       %
Approximate Percentage Breakdown of dentist’s production (please attach a 2008 Production Summary):

Crown & Bridge ____%   Endo____%  Dentures____%  Oral Surgery____%  Implants____%

General Op____%  Ortho____%  Pedo: ____%  Bonding/Veneers____%  Perio____% 

Other please list











FINANCIAL PROFILE

What is the practice’s financial policy (i.e. How much do you collect at time of service? Do you offer

discounts for full payments at time of service?, etc.)








Income Source:  Insurance____%  Cash____%  Welfare____%  Capitation____%

What insurances do you accept?










Are you a member of any plan (i.e. PPO’s, HMO’s or Delta?   )___yes____no.  If yes, please list.

Recall system:________________________________________________________________

Type of advertising and costs (please list the monthly or annual costs of any specific advertising contracts such as yellow page ads, 1-800 dentist, mailers etc.)  : 



     




Please use the table below to fill in the fee schedule for the following services, you may add other services to the bottom rows (or please attach a current fee schedule):

	Type of Service
	Fee

	Periodic Oral Evaluation
	

	Bitewings-Four Films
	

	Prophylaxis - Adult
	

	Amalgam – 2 Surfaces, Permanent
	

	Resin – 2 Surfaces, Posterior Permanent
	

	Crown, Porcelain/HI NOBLE
	

	Periodontal Maintenance
	

	
	

	
	


Are you aware of or do you have any knowledge of any liens or encumbrances (IRS, tax, lease or

bank loans) against yourself, your practice or your property? ____Yes  ____No.  If yes, please

describe:












Are you aware of or do you have any knowledge of any complaints with the dental board or any

current or potential litigation against yourself or your practice? ____Yes  ____No.  If yes, please

describe:












Please note below any features, details, specifics that you would like a potential buyer to know about

your practice. 













By signing below, I hereby acknowledge that to the best of my knowledge the information provided on this form and all other information provided is true and accurate.
___________________________________________         







Signature 

                        
                
Date 
