
CONFIDENTIAL - USMDSC Dentist Questionnaire 
 
 
NAME  ____________________________________ D.D.S. ___ D.M.D. ___ (check one) 
 
OFFICE ADDRESS  _______________________________________________________ 
          
CITY ____________________________ STATE  _____ ZIP  ____________ 
 
SOCIAL SECURITY NUMBER  __________________  U. S. CITIZEN? ___(yes) ___(no) 
 
TELEPHONE  ______________________ (office)    ____________________(residence) 
 
FAX  _____________________________     E-MAIL  ____________________________ 
 
DENTAL SCHOOL  ______________________________ YEAR GRADUATED  ______ 
 
TYPE OF PRACTICE    GENERAL_________ SPECIALTY  ______________ (specify) 
 
NUMBER OF YEARS IN PRACTICE  _________ 
 
STATE(S) LICENSURE  __________________    LICENSE NUMBER  _______________ 
 
PROFESSIONAL LIABILITY INSURANCE CARRIER  __________________________ 
POLICY NUMBER  _______________________   EXPIRATION DATE ______________ 
 
MILITARY EXPERIENCE  (please specify)  _____________________________________ 
 
PROFESSIONAL  AFFILIATIONS  ___________________________________________ 
 
OFFICE CAPABILITY: NUMBER OF CHAIRS       ______ 
    NUMBER OF CLINICAL STAFF    ______ 
    PANORAMIC RADIOGRAPH UNIT ___ yes  ___ no 
    NUMBER OF OFFICE LOCATIONS       _________ 
    

 
________________________________________ 

      Signature   Date 
 
 

PLEASE INCLUDE PHOTOCOPIES OF YOUR STATE DENTAL LICENSE, THE 
COVER SHEET FOR YOUR PROFESSIONAL LIABILITY INSURANCE 
POLICY, AND INCLUDE A RECENT PHOTOGRAPH OF YOURSELF OR A 
COPY OF YOUR DRIVER’S LICENSE. ALL INFORMATION AND 
DOCUMENTATION WILL BE HELD IN STRICT CONFIDENCE. 

 
(Please complete other side) 



1. If you are a member of any provider group, special care plan or similar network, please 
list. 

 
 
 
 
 
 
 
 
 
 

 
2. Please provide names/addresses of local publications that could print news  

releases about you. 
 
 
 
 
 
 
 
 
 
Please submit this questionnaire in confidence to:   

               John F. Brent, D.M.D.
      President - USMDSC 

350 S. York Road Unit 2
       Hatboro, PA 19040 

 
Should you have questions please contact Dr. Brent by phone at 215-672- 6890,
FAX: 215-672-8356 or e-mail jbrent@usmdsc.com. 
 
 
 
 
 
--------------------------------FOR OFFICIAL USE ONLY------------------------- 
 
Received  _____________________________________ 
Verification ___________________________________ 
Processor  _____________________________________ 
 

7-30-02 
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