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Statement of Financial Condition as of ____/____/____
(Please complete following page before completing this section.)

Cash on hand and in bank (see Schedule A)

Marketable Securities (see Schedule B)

Non-Marketable Securities (see Schedule C)

Securities held by broker in margin accounts

Restricted or Controlled Stocks

Real Estate Owned (see Schedule D)

Accounts, Loans, and other notes you own

Automobiles and other vehicles

Other personal property

Cash value of life insurance

Book value of business ventures

Other Assets (itemize)

Other Assets (itemize)

Other 

TOTAL ASSETS

ASSETS IN DOLLARS

Notes payable to banks – Secured

Notes payable to banks – Unsecured

Notes payable to Individuals and Others

Other notes payable

Accounts and Bills due

Taxes & Interest due

Real Estate Mortgages payable (see Schedule D)

Credit Cards

Other Debts ( see Schedule D)

Other Debts (itemize)

Other Debts 

Other Debts 

Other Debts 

TOTAL LIABILITIES

NET WORTH (Assets - Liabilities)

LIABILITIES IN DOLLARS

Have you ever filed for bankruptcy?  � Yes    ��No      If yes, when?_________________ Explain circumstances:______________________________

_____________________________________________________________________________________________________________________________________

Do you have any outstanding tax liens?  � Yes    ��No      If yes, explain:________________________________________________________________

_____________________________________________________________________________________________________________________________________

Do you have any legal actions or judgements against you?  � Yes    ��No      If yes, explain: ______________________________________________

_____________________________________________________________________________________________________________________________________

Do you have any contingent liabilities (i.e. Are you a guarantor for an outside business venture or on third party debt?  � Yes    ��No      

If yes, explain: ____________________________________________________________________________________________________________________

Are you a partner or officer in any other businesses or ventures?  � Yes    ��No      If yes, describe:________________________________________

_____________________________________________________________________________________________________________________________________

Individual Information

Name ___________________________________________________________

Address_________________________________________________________

City, State, Zip ___________________________________________________

Occupation ______________________________________________________

Business Name __________________________________________________

Business Address ________________________________________________

City, State, Zip ___________________________________________________

Res. Phone (____)_______________ Bus. Phone (____) _______________

Other Phone (____)______________ Other Phone (____) ______________

Individual Information (Co-Applicant)

Name ___________________________________________________________

Address_________________________________________________________

City, State, Zip ___________________________________________________

Occupation ______________________________________________________

Business Name __________________________________________________

Business Address ________________________________________________

City, State, Zip ___________________________________________________

Res. Phone (____)_______________ Bus. Phone (____) _______________

Other Phone (____)______________ Other Phone (____) ______________
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Signature (applicant) ___________________________________________________ Date__________ SSN______________________________

Signature (applicant) ___________________________________________________ Date__________ SSN______________________________

I warrant there are no judgements against me nor any
liens unsatisfied upon my property except as shown,
nor prior suit pending against me in any court, that no
assets are pledged in any manner not shown herein,
and that this statement is true and complete and is
offered for the purpose of obtaining and maintaining
credit. With joint credit, all applicants must sign.

Institution Phone Number Type of Account Account Number Approximate Balance

(       )

(       )

(       )

(       )

SCHEDULE A – BANK ACCOUNTS, SAVINGS ACCOUNTS, CREDIT UNIONS AND OTHER CASH ON DEPOSIT

Number of Shares Description Owner of Shares
Are shares pledged as 

Market Valuesecurity on any loans?

SCHEDULE B – MARKETABLE SECURITIES

Number of Shares Description Owner of Shares
Are shares pledged as 

Current Valuesecurity on any loans?

SCHEDULE C – NON-MARKETABLE SECURITIES

Address of Property Cost Market Value Apx. Balance Mortgage Company Date of Loan

SCHEDULE D – ALL REAL ESTATE OWNED

Insurance Company Policy Owner Beneficiary Face Value Policy Loans Cash Value

SCHEDULE E – LIFE INSURANCE

Name of Lender Address Terms Collateral Date Opened High Credit Apx. Balance

SCHEDULE F – BANKS AND OTHER CREDITORS
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Practice Owner’s Name_________________________________________________ Name of Practice________________________________________________

Practice Address______________________________________________________________________________________________________________________

Phone ______________________________________  Fax ____________________________________  Email _________________________________________

Date Practice Established ______________________________________  Date purchased by current owner: _______________________________________

How many weeks ahead are patients scheduled? _________________________________________________________________________________________

How does your scheduling program work?______________________________________________________________________________________________

______

Small Animal __________%    Large Animal __________%     Exotic __________%     Avian __________%

  

City _____________________________________________  State______________  Zip __________________  County ___________________________________

Practice/Personal Information

History

Monday:______________________    Tuesday:______________________     Wednesday:______________________     Thursday:_______________________

Office Hours

Friday:________________________    Saturday:______________________     Sunday:__________________________     On call:__________________________

Schedule

Types of Services Provided

Other:________________________  __________%     Other:________________________  __________%     Other:________________________  __________%    

Name_________________________________________________________________________________________________________________________________

Address______________________________________________________________ City_____________________________  State _________ Zip____________

How many exam rooms are available?____________  How many exam rooms are equipped?___________  Is there room for expansion? __________

Remaining term of lease (including tenant option to renew)_________________________  Square footage for office space: ________________________

Real Estate Building Owner

Current Monthly Rent:_________________________  Special Considerations (e.g. utilities included in rent): ______________________________________

Date of Balances:___________________________  Current Balance:__________________________  30-59 days: __________________________________

60-89 days:________________________________  90-119 days:_____________________________  120+ days: ___________________________________

If any payment plans are offered, please explain: _________________________________________________________________________________________  

Insurance (%)__________    Cash (%)__________    Check (%)__________    Other(%)__________    Explain:_____________________________________    

% Receipts from owner:_______________    % Receipts from associate(s):_______________     % Receipts from specialist(s):_______________

What services, if any, are referred out? Please explain: ____________________________________________________________________________________  

Accounts Receivable

Practice Revenue Breakdown

Patient Numbers



PRACTICE INFORMATION REPORT

–––––––––––––––––––––––––––––––––––––––––––––––––––––––––– 2 ––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
Email: loan@usmedicalfunding.com    Website: www.usmedicalfunding.com

Smart Financing for Medical Professionals Since 1995

U.S. Medical Funding, Inc.
270 Sparta Avenue • Suite 104, PMB 381 • Sparta, NJ 07871 • 973 726 8886 • 800 683 0608 • Fax 973 726 8889

Average number of new patients seen per month:_____________________________________ Active patients:___________________________________________

*Number of non-emergency patients treated within the past twelve months.

Current Actual Recalls per month: ______________________________________  Number of clients on recall: _______________________________________

  

Computerization

What are they used for? _______________________________________________________________________________________________________________  

Are computers used? Yes    No     If so, what types?_______________________________________________________________________________

How many months of operations would the present stock of supplies cover, 
given the production mix/level of the practice during its most recent 12-month history? _____________________________________

Practice’s Supplies

Recalls

Staff Information (Excluding Owner)

Retirement Plan?        Yes         No Medical Plan?        Yes         No

Name:________________________________________    Position:_______________________________     Length of Employment:________________________

Rate of pay:____________________________________    Hours per week:__________________________     Days per week:_____________________________

Retirement Plan?        Yes         No Medical Plan?        Yes         No

Name:________________________________________    Position:_______________________________     Length of Employment:________________________

Rate of pay:____________________________________    Hours per week:__________________________     Days per week:_____________________________

Retirement Plan?        Yes         No Medical Plan?        Yes         No

Name:________________________________________    Position:_______________________________     Length of Employment:________________________

Rate of pay:____________________________________    Hours per week:__________________________     Days per week:_____________________________

Retirement Plan?        Yes         No Medical Plan?        Yes         No

Name:________________________________________    Position:_______________________________     Length of Employment:________________________

Rate of pay:____________________________________    Hours per week:__________________________     Days per week:_____________________________

Retirement Plan?        Yes         No Medical Plan?        Yes         No

Name:________________________________________    Position:_______________________________     Length of Employment:________________________

Rate of pay:____________________________________    Hours per week:__________________________     Days per week:_____________________________

Retirement Plan?        Yes         No Medical Plan?        Yes         No

Name:________________________________________    Position:_______________________________     Length of Employment:________________________

Rate of pay:____________________________________    Hours per week:__________________________     Days per week:_____________________________

Retirement Plan?        Yes         No Medical Plan?        Yes         No

Name:________________________________________    Position:_______________________________     Length of Employment:________________________

Rate of pay:____________________________________    Hours per week:__________________________     Days per week:_____________________________

Signature: ____________________________________________________________________________   Date Signed: __________________________________  

This information is presented as a true and accurate statement of my/our practice condition on the date indicated.
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