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Practice Information

Type of Practice (i.e. specialty or general practice) _______________________________________________________________________________________

Why is practice being sold?____________________________________________________________________________________________________________

Primary revenue-generating procedures: ________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________

Will Buyer and Seller consolidate practices?  Yes    No             If yes, which office will house practice?  Buyer    Seller

Does Seller employ any associate doctors?  Yes    No               If yes, are associate(s) bound to non-compete contract?  Yes    No

If yes, are associate(s) staying on after sale?  Yes    No

If yes, terms of associates compensation: ______________________________

____________________________________________________________________

____________________________________________________________________

Is Seller associated with local hospitals?  Yes    No                  If yes, will buyer have access to the same facilities?  Yes    No

DENTAL PRACTICE ONLY: Is Seller a member of any capitation programs, PPO or manage care contracts?  Yes    No

If yes, list all that would apply:______________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________

If yes, will Buyer qualify for and assume these contracts?:  Yes    No

Is Seller to remain working in practice after sale?  Yes    No     If yes, how long? ____________________________________________________

Compensation basis and amount: _____________________________________

Office Hours: ___________________________ ___________________________
week days weekends

Current and future marketing plans:____________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________

What type of recall system used? ______________________________________________________________________________________________________

Approximate amount of Accounts Receivable: $ _________________________________________________________________________________________

Current: $___________________    30 days: $___________________    60 days: $___________________    90 days and over: $ __________________

Are the Accounts Receivable being sold as part of the purchase price?  Yes    No 

What are the current office hours? ______________________________________________________________________________________________________

How many weeks ahead are patients scheduled?_________________________________________________________________________________________________

How does your scheduling program work?________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________
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Equipment Information

Average age of equipment (in years):___________________________________________________________________________________________________

Number of treatment rooms: ____________________________________

Equipment upgrade made over the past 3 years:_________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________

Seller Debt Information

Please complete this section in detail as it is important to determine cash flow.

Any LOANS (or credit cards) on the practice or any debt been PAID OFF since the last year-end?

Yes No (If yes, please list with monthly payment amount and last payment date if paid off.)

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

Any LEASES (equipment or autos) on the practice been PAID OFF since the last year-end?

Yes No (If yes, please list with monthly payment amount and last payment date if paid off.)

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

Any OWNER benefits, personal education loans, life or health insurance, family or other employee expense, consulting fees, non-recurring or
other expenses that will not apply after the sale?

Yes No (If yes, please list with monthly payment amount and last payment date if paid off.)

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

Will Seller sign a restrictive covenant?  Yes    No If no, please explain: __________________________________________________________

Is Seller involved in any litigation?  Yes    No If yes, which practice is Buyer purchasing?  Primary    Secondary

Please provide any additional information, which will explain or enhance the data in the application on an attached page. By indication of your
signature below affirms the information provided is true and accurate under penalties of perjury.

___________________________________________________ ______________________________________________________ ________________________
Seller Signature Print Name Date

How many months of operations would the present stock of supplies cover, 
given the production mix of the practice during its most recent12-month history?______________________________________________




