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SELLER INFORMATION 
 

Name:  D.D.S.  D.M.D.  

Corporate Name:  Practice legal name  

Is this confidential?  Is your staff aware?  

Send correspondence:  Type of practice  

Did you buy this practice?  From whom?  When?  

 

Office Address   

City/State/Zip  

Bus. Tel. #  Bus. Fax #  

Website:  Email address:  

Dental school   Year graduated  

Residency   State license(s)   

Empl. Dev. #  Fed. Tax ID #  

Attorney  Attorney Tel. #  

Accountant  Accountant Tel. #  

 

Home Address   

City/State/Zip  

Home Tel. #  Cell / pager / mobile #  

Date of Birth:  Spouse’s name  

S.S.N. #    

 

Why are you selling?  

How did you hear about us?  

How many days per week do you work in your office?  

Do you practice in another office?  

 

What substantial changes in gross income have you had in the last 3 years? 

 

 

 

What health or work related factors may affect this practice? 

 

 

 

How many hours of continuing education have you taken in the last 24 months?  

 

Please attach your most current résumé/curriculum vitae. 
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PRACTICE INFORMATION 
 

Office Hours 

 Monday Tuesday Wednesday Thursday Friday Saturday 

Office       

Doctor       

Associate(s)       

Hygienist(s)       

Hygienist(s)       

 

Please provide the percentage (%) breakdown of patient type (must add to 100%): 

Insurance % Private Pay % PPO % 

Capitation % Denti-Cal % Delta Dental % 

 

What PPO, Capitation or other managed care provider plans do you now have in place? 

 

 

Are any of these plans assignable to a buyer of your practice? 
 

 

 

What ethnic or religious considerations would differentiate your practice from others? 

 

 

 

How far ahead is the Doctor booked?  

Number of patients ready to start treatment?  

Consultation completed and ready to start?  

Number of consultations scheduled?  

Scheduled study models?  

Scheduled exams?  

Number of cases in progress – active treatment?  

Number of cases in retention?  

Types of techniques used (Edgewise, Tight Wires, etc.?)  

Amount of prepaid, where work is not completed?  

Amount of contract receivables for work to be completed?  

Number of patients in recall and observation?  

Current delinquent accounts?  

Typical fee arrangement?  
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Active child patients?  Active adult 

patients? 

 Months in 

treatment (avg)? 

 

 

Total Number of active referring Dentists?  

Less than 10 patients/yr  11-20 patients/yr  21 + patients/yr.  

 

Top Referring Dentists 

Doctor’s Names  Distance from Office  

Number of Referrals 

(Last 12 Months) 

     

     

     

     

 

Indicate the number of new patient exams, by month, for the past twelve months 

January  February  March  April  

May  June  July  August  

September  October  November  December  

 

Indicate the number of new patient starts, by month, for the past twelve months 

January  February  March  April  

May  June  July  August  

September  October  November  December  

 

EQUIPMENT INFORMATION 

Does your office have: 

Panorex  Inter-oral camera  Laser  

Air-abrasive  Other  
 

When did you purchase the majority of your equipment?  

What was the approximate original cost?  

Do you lease any equipment and if so, what?  

(Please provide copies of any equipment leases.) 

Left-hand equip.  Right-hand equip.  Any liens against the equipment?  

Does the corporation own the equipment?  Does a trust own the equipment?  

 

Please attach an itemized list, room by room, of equipment, furniture and fixtures, including hand 
pieces.  We do not need a list of consumables or supplies. 
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STAFF INFORMATION 
 

Name    Name   

Position    Position   

Tenure    Tenure   

Total compensation    Total compensation   

   

Benefits    Benefits   

   

Date & amount of last raise    Date & amount of last raise   

Other information    Other information   

   

 

Name    Name   

Position    Position   

Tenure    Tenure   

Total compensation    Total compensation   

   

Benefits    Benefits   

   

Date & amount of last raise    Date & amount of last raise   

Other information    Other information   

   

 

Name    Name   

Position    Position   

Tenure    Tenure   

Total compensation    Total compensation   

   

Benefits    Benefits   

   

Date & amount of last raise    Date & amount of last raise   

Other information    Other information   

   

 

If you need additional space, please make a copy of this sheet and attach it to the document.
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STAFF INFORMATION (cont’d) 
 

To your knowledge, will employees stay with new owner?  

Which, if any, will leave and why?  Title?   

Have any employees left your practice recently?                 Title?  

Do any of them work within five (5) miles of your office?    

Are any family members employed by your 

practice?  

Salary paid to family 

member(s)?  

Do you have an employee manual?  

Do you keep employee 

medical/training records?  
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BUSINESS/OFFICE INFORMATION 
 

Who owns the building?  Age of building?  

If you or your Corporation own the 

building, will you sell?  What terms?  

Do you space share with other Doctors?  What terms?  

 

From whom do you lease 

your office space?  Monthly rent?  

Include utilities?  Square footage?   

When does the lease expire?  Is lease renewable?  

Is the space expandable?  Is lease assignable?  

How much parking?  Office appearance?  

 

Please describe your office space particulars: 

Fully equipped ops?  Hygiene ops?  

Total # of ops?  Number of bathrooms?  

Staff lounge?  Reception?  

Private office?  Business office?  

Laboratory?  Dark Room?  

Supply/Storage?  Other?  

 

Please describe the area in which your practice is located: 

Major cross street?  Near which freeways?  

Working class?  Middle class?  

Blue/white collar?  Commercial/residential?  

Industrial?  Downtown?  

Population of city/town?  Draw population?  

Public transportation?  

Major employers in area?  
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BUSINESS/OFFICE INFORMATION (cont’d) 
 

Does the office have a computer?  What software do you use?  

Please indicate for which applications you use your software: 

A/R collections  Insurance billing  

Demographics  Other  

Offer discounts?  What terms?  

Offer patient credit?  What terms?  

Fee Schedule update?  Date of last update?  

Current A/R balance  As of what date?  

Patient statements sent per month?    

 

What is your collection vs. production ratio?  (Please provide printout) 

Have you used practice management consultants in the past five years?  If so, who?  

 

Please provide a breakdown of your Accounts Receivable Aging status (include a computer printout): 

 

Account Type 0 – 30 Days 31 – 60 Days 61 – 90 Days 91 + Days 
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CONFIDENTIAL INFORMATION  
 

To the best of your knowledge, is the practice generally in compliance with all OSHA 

and CDC (Center for Disease Control) guidelines?  

If not, please explain  

In the past five (5) years, have you, or any member of your staff, tested positive for HIV or HBV?  

If yes, please explain  

Have any patients of this practice disclosed 

that they are HIV or HBV positive?  If yes, how many?  

Would you be willing to finance part of the sale price?  What terms?  

What interest rate?  Number of years?  

What compensation would be acceptable to you, if you stayed with the practice?  

Will you sign a reasonable restrictive covenant (15-25 miles for 3-5 years)?  

What is your anticipated date of sale?  

 

Have you ever been sued for professional malpractice or paid a claim?  

Please explain:  

Have you had disciplinary action taken against you by the State Board?  

Please explain:  

Please describe the characteristics of your patient base and practice philosophy  

 

Please profile your most desirable buyer  

 

Are there any other fellow professionals (doctors, practice 

broker professionals, etc.) aware that your practice is for sale?  

Please detail who:  

Please provide a list of doctors that you do not want us to contact on your behalf  

 

 

All information contained herein has been supplied by the owner and has not been verified by Carroll & Company.  Carroll & 

Company makes no representations or warranties as to the accuracy or completeness of any information contained herein.  Any 

individual must rely upon his/her own advisor prior to making any offers. 

   

Dated:  Owner-Doctor 

 

 


