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Vertical Dental Client Profile

Client Name(s):_________________________________________________

Email:_____________________________   Phone:___________________

Cell Phone:__________________                  Fax:___________________

Desired Location of Practice: 

_____________________________________________________________

Currently own dental practice(s):  Yes         No    If yes, how many? ______ 

If yes, location(s)_______________________________________________

Financing method (circle one):   
Cash

Cash/Loan
        Loan

Are you looking to purchase real estate for a practice?_________

Rate importance of these practice elements to you:

( 3= very important, 2 = important, 1= not important)

Location of practice:________
Practice type (Private, HMO, PPO) _____

Number of Ops:_____

Square footage___________
X-ray unit(s)_____________
Storage room____________

Dedicated wet lab_________
Dedicated dark room______

Reception area___________
Sterilization area__________

Private office____________
Additional room(s)_______

Rear exit door__________        Restroom(s) ________ 

Parking_______________        Computer System________


Computer Software________        Dental delivery system__________

Dental Chairs____________          IOC(Intra-oral camera)_________

Is it important that purchase includes equipment?___________
Let us know if you have specific requirements or wishes regarding your desired dental practice purchase. These may have to do with location, environment, transportation access, patients, equipment, price range or other important related factors.

_____________________________________________________________
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