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7 Audubon Trail, Boonton, New Jersey 07005   |   (973) 331-8249   |   info@backofficeconsults.com
BACK OFFICE CONSULTS

Practice Profile Packet
Dear Doctor:

Thank you for your interest in marketing your practice for sale with Back Office Consults. 

Just fill out the below Practice Profile form accompanied by approximately 12 digital photographs of your facility and the process has started. Once we receive your profile and pictures they are placed on the site. We will assist you in the development and distribution of the practice advertisement. This advertisement can be placed where Buyers are searching; on college, state organization and directory classified sections.

Please enclose this information with a fee of $650 for this service and mail it to the address above. 

Please note, the information on the check list is for the web site and for potential Buyers when they arrive. As qualified buyers arrive this information should be ready. It would be better to have it in hand then tell a buyer I have to speak to my accountant and wait a week. Be ready. Be professional. Be forthright. 

I look forward to working with you and accomplishing this goal.

Sincerely,

Back Office Consults, Inc. 
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CHECKLIST FOR

MARKETING YOUR PRACTICE FOR SALE
[_]  Complete Practice Profile Form
         (Email back to info@backofficeconsults.com )

[_]  Gather 8-12 digital photos of Practice
                      (Email back to info@backofficeconsults.com )
The information below is to be prepared prior to marketing your practice for sale.
Please mail or fax documents to address below. 

[_]  Last Three Years Federal Tax Return
[_]  Current Profit & Loss Statement 

[_]  Inventory List of Equipment - Detailed
[_]  Summary of Accounts Receivable
[_]  List of PPO’s, Managed Care etc. 

[_]  Copy of Associate’s Contract(s)
All documents may be mailed to:

7 Audubon Trail
 Boonton, New Jersey 07005
Or faxed to 

(973) 695-1650
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Confidential Chiropractic Practice Profile
Please email Word .doc back to info@backofficeconsults.com or fax back to 973-695-1650
	PERSONAL INFORMATION

	Dr. Name:
	

	Clinic Name:
	

	Office Address:
	

	Home Address:
	

	Home Phone: 
	
	Work Phone:
	

	Cell Phone:
	
	Fax Number:
	


	PRACTICE INFORMATION
	
	  OFFICE DESCRIPTION

	Date Established:
	
	
	  # Adjustment Rooms:
	   

	Date Practice Acquired:
	
	
	  # Chairs in Waiting Room:
	   

	At Current Location Since:
	
	
	  Drs. Office: {YES or NO}
	   

	Reason for Selling:
{Retiring, Illness, Moving, or Other}
	
	
	  # Seats Reception Work Area:
	   

	Does seller own or work out of another practice?
{YES or NO}
	
	
	  X-Ray Room: {YES or NO}
	   

	If YES, how far away?
	
	
	  Dark Room: {YES or NO}
	   

	Seller agrees to non-compete agreement?
{YES or NO}
	
	
	  Educational/Lecture Room:

  {YES or NO}
	   

	Type of Practice: {solo, group, other (explain)}
	
	
	  # Rest Rooms:
	   

	List Techniques by %:
	
	
	  Parking Type: {Lot or Street}
	   

	Associates: {YES or NO}

If YES, how long?

How much compensation $
	
	
	  # Parking Spaces {Lot only}:
	   

	Independent Contractors:
{YES or NO}

If YES, how long?
	
	
	  Signage Type:
	   

	Facility Type:
{Prof/Med. Building, Free Standing, Strip Center or Home Office}
	
	
	
	   

	LEASE INFORMATION
	
	  EQUIPMENT

	Square Feet:
	
	
	  X-Ray: {YES or NO}
	

	$/mth / how many mths?
	
	
	  If YES, Make/Model/Year:
	

	Renewable? / $ for Renew
	
	
	  X-Ray Processor:

  {YES or NO}
	

	Purchase Option:

{YES or NO}
	
	
	  If YES, Make/Model/Year:
	

	Lease Assignable:

{YES or NO}
	
	
	  # Computers:
	

	Utilities Included:

{YES or NO}
	
	
	  Software:
	

	Yr Last Remodeled
	
	
	  Therapies: {YES or NO}
	

	
	
	
	  # Therapies:
	

	Any loans or equipment leases on practice?

{YES or NO}
	
	
	  Therapy Types:
	

	Anyone in practice involved in litigation, past or present? {YES or NO}
	
	
	  Therapies $ Value:
	

	PRACTICE HOURS AND DOCTORS IN CHARGE:

	
	MON
	TUES
	WED
	THURS
	FRI
	SAT

	Office
	
	
	
	
	
	

	Seller:
	
	
	
	
	
	

	Associate
	
	
	
	
	
	

	GENERAL DESCRIPTION OF FACILITY:

	Write a brief description here.



	GENERAL DESCRIPTION OF SURROUNDING AREA INCLUDING THE SOCIOECONOMIC POPULATION THAT MAKES UP THE PRACTICE:

	Write a brief description here.



	ADDITIONAL INFORMATION:

	Write a brief description here.




PERSONNEL

	Position/ Responsibility
	FT/PT
(# of hours)
	Length
	Salary/Comm.
	Comments (Use # KEY below)
(1)Key Employee  (2)Recommended,

(3)Due for Raise   (4)Will Stay (5)Receives Benefits

	
	
	
	$
	

	
	
	
	$
	

	
	
	
	$
	

	
	
	
	$
	

	
	
	
	$
	

	
	
	
	$
	


FINANCIAL INFORMATION
	
	As of the Present Year
	Previous Year
	2 Years Previous

	Gross Services
	$ 
	$ 
	$ 

	Gross Collections
	$ 
	$ 
	$ 

	Expenses
	$ 
	$ 
	$ 

	Net Income
	$ 
	$ 
	$ 


	Accounts Receivable Total $
	0-30 Days
	31-60 Days
	61-90 Days
	91-120 Days
	120+ Days

	$0.00 as of 00/00/0000
	$ 0.00
	$ 0.00
	$ 0.00
	$ 0.00
	$ 0.00

	Does any of the Accounts Receivable belong to an associate or independent contractor?   
	  YES or NO


PATIENT INFORMATION
	
	As of the Present Year
	Previous Year
	2 Years Previous

	# of Patient Visits
	
	
	

	# of New Patients
	
	
	


	PATIENT BREAKDOWN BY CATEGORY %

	 Cash:
	 0%
	
	Medicare:
	0%

	 Major Medical:
	 0%
	
	Welfare:
	0%

	 Workers Comp:
	 0%
	
	Other:
	0%

	 Personal Injury:
	 0%
	
	
	

	PRACTICE INCOME BY CATEGORY %

	 Cash:
	 0%
	
	Medicare:
	0%

	 Major Medical:
	 0%
	
	Welfare:
	0%

	 Workers Comp:
	 0%
	
	Other:
	0%

	 Personal Injury:
	 0%
	
	
	

	NEW PATIENT SOURCE BY %

	 Referral:
	 0%
	
	Direct Mail:
	0%

	 Lectures:
	 0%
	
	Newspaper:
	0%

	 Attorneys:
	 0%
	
	In-House Event:
	0%

	 Telemarketing:
	 0%
	
	Walk-In:
	0%

	 Screenings:
	 0%
	
	Sign:
	0%


	PATIENT FILES:

	 # Total:  
	
	# Active: 
	
	Average Age:
	

	% HMO/PPO - Total Patient Visits:  
	0%

	% HMO/PPO - Total Income:   
	0%

	PATIENT BASE BY %:

	Male:
	0%
	Female:
	0%
	Pediatric: 
	0%
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