
DOCTOR’S NAME(S): _____________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

PHONE: OFFICE: ____________________________________HOME: _______________________________________

FAX: ____________________________________________E-MAIL: ______________________________________

GENERAL INFORMATION

SQUARE FOOTAGE: _______________________________ _______________________________________________

NUMBER OF DOCTORS: RIGHT-HANDED __________________ LEFT-HANDED __________________________________

TYPE OF DELIVERY SYSTEM REQUIRED:

LEFT SIDE ____________ OVER PATIENT __________REAR __________ RIGHT SIDE _________  OTHER ___________

NUMBER OF OFFICE PERSONNEL:

ORTHODONTISTS _______ SECRETARY ____________RECEPTIONIST _______________________

FULL-TIME CHAIR ASSISTANTS __________________PART-TIME CHAIR ASSISTANTS ___________

LAB TECHS ________________________________ STERILIZING ____________OTHER ________________________

NUMBER OF CHAIRS REQUIRED:

IN BAY AREA __________ IN ADULT AREA _________IN BONDING AREA ________IN CONSULTATION AREA ____________

IN EXAM AREA _________ IN RECORDS ROOM ______OTHER ______________________________________________

NUMBER OF CHAIRS PRESENTLY: MFG: _______________________________________________________________

NUMBER OF UNITS PRESENTLY: MFG: ________________________________________________________________

EQUIPMENT INFORMATION

OPERATORY LIGHTING:

ELEF ________________ UNIT MOUNTED _________GOOSENECK ________________________

CEILING ______________ ALGER _______________OTHER ____________________________

STERILIZATION: AREA ________________________OR STERILIZATION ROOM _________________________________

STERILIZER ________________________________OTHER ______________________________________________

ULTRASONIC _________ __________________________________________________________________________

COMPUTERS: NUMBER _________ WHERE _________________________

ROOM SIZES

WAITING ROOM: NUMBER OF CHAIRS:  _____________________________________________

KIDS AREA:  S _________ M __________L ___________XL _________  

RECEPTION AREA:  S _________ M __________L ___________XL _________

BUSINESS OFFICE:  S _________ M __________L ___________XL _________

STORAGE ROOM:  S _________ M __________L ___________XL _________

TOOTH BRUSHING AREA: NUMBER OF SINKS ___________________________________________________________

ON DECK AREA: SEATING CAPACITY __________________________________________________________________

F O R  P L A N N I N G  A S S I S T A N C E ,  C A L L
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OFFICE LAYOUT
CONSULTATION ROOM: SIZE: _______________________________________________________________________

TABLE  ________  CHAIRS ____________ EXAM CHAIR  ____________VEIWBOX ____________ SINK _____________

OTHER _______________________________________________________________________________________

RECORDS ROOM:

PAN___________ CEPH  _____________ PAN-CEPH ______________CONTBEAM __________  ICAT

EXAM CHAIR ______________________________________DELIVERY UNIT _________________________________

LABORATORY:

NUMBER OF SINKS __________________ WET LAB _______________DRY LAB ______________________________

EQUIPMENT ____________________________________________________________________________________

PATIENT BATHROOM:

IN SUITE _______ OUTSIDE ___________ # OF HANDICAP REQUIRED _____________________

OTHER ROOMS

STAFF LOUNGE:

SINK __________ CABINETS __________ REFRIGERATOR ___________BATHROOM __________ LOCKERS: _________

PATIENT EDUCATION ROOM  ___________ OR ALCOVE _____________:

SINK __________ CABINETS __________ MIRROR ________________OTHER _______________________________

DOCTOR’S PRIVATE OFFICE:

DESK SIZE ______ # OF CHAIRS ________ BATHROOM _____________SHOWER ____________

OTHER _______________________________________________________________________________________

MECH. ROOM:

INSIDE SUITE _______________________ OUTSIDE SUITE ______________________________

EQUIPMENT LOCATION: (IN OR OUT OF SUITE, LOCATION IN SUITE)

HEATING-AIR ____ WATER HEATER ______ COMPRESSOR ___________VACUUM PUMP _______

WASHER & DRYER ___________________ NITROGEN _________________________________

MISCELLANEOUS

PRIVATE ENTRANCE:  DOCTOR _________________STAFF ___________________

ENTRANCE EACH DAY:  FRONT DOOR ______________REAR DOOR _______________

EXIT EACH DAY:  FRONT DOOR ______________REAR DOOR _______________

OTHER: _______________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________
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