
SELLER QUESTIONNAIRE 
Please complete and return to:  

 

Personal Information:

Full Name:  

Home Address:  

E-mail address:  

         :enohP lleC        :enohP emoH

Work Phone May we call you at work? 

Educational Information:

Institution Degree Year 

    loohcS latneD

    noitacudE decnavdA

Residency Program  

Practice Information:

What is the purpose of the appraisal?  

If Selling, what is the reason for the sale?  

  :ecitcarP fo epyT

  :ytitnE fo epyT

If you are a partnership, how many partners do you have?  

  :ni detacoL si ecitcarP etatS & ytiC

How long have you been at this location?  

  ?etatse laer eht nwo uoy oD

If building is leased, monthly rental amount:  

  :egatooF erauqS latoT

  :seirotarepO fo rebmuN

Do you have more than one office location?  

  :stsineigyH fo rebmuN

Fax 614.939.4705 



  :keew rep syaD eneigyH fo rebmuN

  :setaicossA fo rebmuN

Number of Associate Hours per week:  

Your number of clinical hours per week:  

  :ssorg ecitcarp launna tnecer tsoM

  :eraC deganaM fo egatnecreP

  :diacideM fo tnecreP

Approximate total number of active patients (in the last 18 
months): 

  ?deziretupmoc uoy erA

  :desu erawtfoS
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