USMDSC DENTAL HEALTH CARE FACILITY QUESTIONNAIRE

Please complete and return to USMDSC, 350 S. York Rd., Hatbor o, PA 19040
Attention: Sheryl L. Edwards

FACILITY NAME

ADDRESS
Zip
Facility is dental school dental hygiene school other clinic/affiliation
Please describe
CONTACT PERSON TITLE
Phone Number ext. FAX
E-mail Emergency No.
1 Total number available dental chairs/units
2. Total number available intra-oral radiograph units Model(s)
3. Number panoramic radiograph units Model(s)
4, Do you have automatic radiographic film processor(s)? __yes _ no
5. Do you have manual tank film processor(s)? __yes __ no
6. Instrument sterilization equipment on site (please check al that apply)
StatIM autoclave - Dry heat sterilization___
Chemiclave . Other
Steam autoclave
7. Do you have an auditorium on site or near your facility?  yes _no
If s0, number of seats
8. Do you have a cafeteria? yes no
Isit open to the public? yes no

OVER



0. What is your available seating in your reception/waiting area?

10. Does your facility have the capability to perform

Basic restorative care ___yes _no

Extractions ___yes ___no
11. Doyou havealarge parkingarea? _ yes ____ho
12.  Convenient to public transportation? _ yes ___no
13. Number of full time students part time students

14. Operating days and hours
Can facility be available for use on Saturday Sunday?

15.  Year round operation? yes no

16. Number and type of faculty
Dentists Hygienists

17. Nearest hospital

18. Do you have mobile dental units? yes no
If not, would you be interested in a mobile unit acquisition/operational program
with the government? yes no

It would be very helpful to have promotional information (brochures, pictures, etc.)
about your facility. If you have any questions you may direct them to
Sheryl Edwards- TEL/FAX 215-672-7485, E-MAIL info@usmdsc.com

Submitted by Title

Date
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