
DEAL DOCTORS CLINIC 

PATIENT INTAKE SHEET 

                                                                       Date Submitted: 

PATIENT INFORMATION 

Patients Name: E-Mail Address: 

Address: City: State: Zip: 

Phone Number: (          ) Deal Name: 

Request Deal Doctor Appointment: City: Spring/Fall: Year: 
 

PATIENT VITAL SIGNS 

Type of Business: Business Age:                  Years Current Owner:                Years 

Age of Owner:                                     Years Reason For Sale: 

Number of Employees: FT            PT Management Team: Will Stay? Competency Level: 

 Current Year Prior Year 2 Years Ago 

Annual Gross $ $ $ 

Annual Taxable Income    

Annual Adjusted Net – Amt.    

Annual Adjusted Net - % % % % 

Reporting Basis    

Report Type (Audit, Review, Compilation)    

Federal Tax Returns Provided    

Federal Tax Returns Match Internal P&Ls    

Price & Terms: All Cash $ Seller Carry Price: $ % Carry: %Term:             Mo. 

Inventory (at Cost): Typical on Hand: $ Included in Price: $  Obsolete?: 

Hard Assets: Book Value $ FMV: $ Condition: 

Debt Total: $ Paid Off at Closing: $ Assumable: $ 

Space Lease: Monthly Rent: $ Owned By Related Party? FMV? Current Term:      Mo. 

Options to Renew: #        for          Mo. Assumable? Other: 

Equipment Leases: Monthly Amount: $ Fully-Amortized? Pmts. Left: Assumable? 

Factor Rating Factor Rating 

Growth Potential                   (0=Low, 4=High)  Amount of Risk                 (0=Small, 4=High)  

Location                               (0=Poor, 4=Great)  Ease of Replication      (0=Difficult, 4=Easy)  

Level of Competition          (0=None, 4=High)  Marketability/Demand      (0=Low, 4=High)  

Profit Trend            (0=Decrease, 4=Increase)  Industry Growth (0=Decrease, 4=Increase)  
 

SYMPTOMS (What is the problem?) 
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Patient Name: 

 
Date Submitted: 

PATIENT HISTORY (Synopsis of Deal) 

 

 

 

 

 

 

 

 

 

 

 

 

PROGNOSIS (What will happen if not treated?) 

 

 

 

 

 

HOME REMEDIES ATTEMPTED 

Remedy: 

 

Results: 

 

 

 

Remedy: 

 

Results: 

 

 

 

Remedy: 

 

Results: 

 

 

 
 

Please submit the completed form to cabb@cabb.org by Friday, April 8th. 
 

Please attach additional explanation if necessary 

OFFICE USE ONLY 

Date Received: Date Reviewed: By: 

Date Appointment Set: Notice Sent to Patient: 
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