
Information Form for Directory of Dental Practice Appraisers and Brokers 
*Required Fields 
  
COMPANY NAME*_______________________________________________________________________ 

CONTACT NAME* ________________________________________________________________________ 

ADDRESS* ______________________________________________________________________________ 

CITY* _________________________________________ STATE*  _______ ZIP *_____________ 

PROVINCE* ___________________________________ CANADA POSTAL CODE *________ 

OFFICE PHONE* ___________________________ OFFICE FAX*  ___________________________ 

E-MAIL ADDRESS*___________________________ WEBSITE  _______________________________ 

 
YEARS IN BUSINESS* _____ 
 
Do you provide references upon request?*  Yes  No 

Do you provide a written valuation report?*  Yes  No 

Do you provide on-site inspection?*   Yes  No 

Do you charge for travel costs?*    Yes  No 

Fixed-fee plus expenses?*     Yes  No 

Percentage-based fee plus expenses?*   Yes  No 

 
EDUCATION 
Institution Attended*:_____________________________  Year Graduated*:_____________ 
 

 PhD 
 DDS/DMD 
 MBA 
 BA/BS 

 JD 
 CPA 
 Other degree _______________

 
Affiliations (enter up to five) 
______________________________________________________________ 

______________________________________________________________ 

______________________________________________________________ 

______________________________________________________________ 

______________________________________________________________ 

Certifications (enter up to five) 
______________________________________________________________ 

______________________________________________________________ 

______________________________________________________________ 

______________________________________________________________ 

______________________________________________________________ 



Information Form for Directory of Dental Practice Appraisers and Brokers 
*Required Fields 
  
REGIONS SERVED* 

All U.S. Regions  North  East   Midwest   South   West 
 
Limited to the following states ____________________________________________________________ 
 

All Canadian Regions 
 Alberta   British Columbia  Manitoba   New Brunswick  Newfoundland  
 Nova Scotia   Ontario   Prince Edward Island  Quebec  Saskatchewan 

 
 
BUSINESS CHARACTERISTICS 

 Dental Equipment Appraisals Only 
 Entire Practice Valuation 
 Broker Dental Practices Only 
 Employee Contracts 

 Broker Dental Practices & Provide Practice 
Transition Services 

 Associateship Buy-In Agreements 
 Associateship Buy-Out Agreements 

 
 
 
Please limit 1000 characters description of your business.  You may wish to describe what services you offer, 
or such other features as availability of references, a written contract, or if you provide follow-up service. 
 
_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 
 
 
 
 
© 2006 American Dental Association 



Payment Form for Directory of Dental Practice Appraisers and Brokers 
  
 
Please return completed form with payment.  You may fax this form to the Council on Dental Practice at  
312-440-2924.  Thank you 
 
I understand and agree that this submission is subject to the terms and conditions detailed in the ADA 
memorandum of February 1, 2006 addressed to consultants regarding listings in the directory.  
 
Submitted By Firm       _____________________________________________________________________ 
 
SIGNATURE NAME   _____________________________________________________________________ 
 
PRINTED NAME         _____________________________________________________________________ 
 
ADDRESS                     _____________________________________________________________________ 

  _____________________________________________________________________ 

CITY    _____________________________  STATE    ________________ ZIP    ___________ 

DAYPHONE ________________________ EMAIL  _______________________________________ 

 
METHOD OF PAYMENT 
 
Total Amount:  $___________  $150 per consultant entry 
 

Credit Card: Visa  MasterCard  American Express 
 
Name on Card: ______________________________________________________ 
 
___________________________________________________________________ 
Credit Card Number       Expiration Date 
 
 

Check:  (Payable to: American Dental Association) 
 
Mail to: 
  Council on Dental Practice 
  American Dental Association 
  Appraisers Directory 
  211 East Chicago Avenue 
  18th floor 
  Chicago, IL  60611 
 
 
 
 
For office use only:  Date Received _________  Check # _______   V   M   AE   
 
Initials  _____  Approved   Declined   Notified Date: _______________ 
 


