TRIMESTER 9 - OFFICE MANAGEMENT

DR. HILGARTNER

· Student debt nowadays can range anywhere from $40,000 - $150,000

· What would it cost us to open up our own office today in a 1,000 SF office in West County?

o
Office space (rent) = $1,500     

o
Building Insurance = 100

o
Utilities = 100

o
Phone/Service Fees = 100

o
Advertising = 200

o
Malpractice Insurance = 150

o
Equipment = 500

o
Marketing = 500

o
Supplies = 200

o
Miscellaneous = 200


A rough estimate of monthly expenses to open a new office would be around…$4,000 -$5,000 every month!!!

· When it comes to thinking about starting a practice, I must consider the following question…

· o
How do I set up an office that is conducive to growth?

· I can’t just set up anywhere.  My location, décor, setting, staff, office arrangement…etc all have to do w/ whether my practice will grow or not.

· Dr. H is “pro CA”.  He feels that a CA is worth the $ b/c I can’t do everything myself for very long.  I must also be aware of my patient’s perspectives.  If I’m doing everything myself and running ragged, they may think that I can’t afford any help…they are probably right!!  I can’t afford not to have a CA.

· We must remember that we are in the Service Industry when it comes to advertising and marketing.  We have to market and sell our service differently than companies/businesses that offer tangible goods.

o
When it comes to practice decisions, always try to think like a patient.  Understand how any decision would affect them coming back.  Remember to always pay attention to our patients’ expectations and perceptions.

Chiropractic Personality Profiles:

· These profiles range from 1 - 5, w/ 1 being very functional and almost allopathic and 5 being almost like chiropractic preachers of philosophy.

o
1 - Chiromeds 


These are a very small %.  Most belong to the National Association of Chiropractic Medicine.


Philosophy to these people is like voodoo while science is the main motivator.


This group believes everyone should have a medical degree and a residency in chiropractic.


Dr. H believes that these people are misdirected, stuck but honest.  His analogy for them is like “someone who really wanted to play football, but got a good offer to play baseball.”  These people usually get out of chiropractic early on.

o
2 - Chiropractic Physicians

This is a larger % than #1.  Philosophy isn’t all that important to this group


This group places an emphasis on clinical/basic sciences.  They believe that we should all have an undergrad degree in pre-med.


The art of chiropractic isn’t that important to these people either.  They always use terms such as…segmental dysfunction, manipulation, belief in immunizations.  They never use the terms…subluxation, innate, philosophy.

o
3 - Musculoskeletal Group

This is by far the largest group of chiros out there (50 - 60% of our profession)


They are non-allopathic but have an orthopedic background or perspective.  They are equally grounded in basic and clinical sciences


They tend to produce teachers that instruct at chiro schools


They are very “functionalist” by nature and see themselves as the “saviors of chiropractic”


These are the DC’s that the public is most accustomed to dealing/relating with.

o
4 - ChiropracTORS

Philosophy and Technique are quite significant to this group


They place more emphasis on chiropractic sciences and less emphasis on the basic sciences


This group tends to be more subluxation based, more structural in belief and they don’t use a lot of therapies in their practices

o
5 - Super Straight Chiropractors

Philosophy is the most important quality of chiropractic and they tend to carry this zeal into their personal lives too.


Examples of these types include Sid Williams (Life), Palmer, Strauss, Nikitow


These DC’s tend to write most of the philosophy texts we use in school.


Some of these DC’s specialize in adjusting only one or two vertebrae such as Toggle, Grostic, Atlas/Orthogonal, Basic, Pierce…

Now we are going to look at office/practice procedures that work for all of the 5 profiles

· Reggie Gold’s 3 Paradigms:

o
“Chiropractic Cures All Diseases”  


Some DC’s believe that the power that made the body heals the body.  This is an incomplete statement, b/c there are always limitations of matter.  The phrase should end w/ the word “sometimes”.

o
“Most People Get Better After Adjustments”


This paradigm is held by the majority of chiros.  If patients don’t get better, then maybe adjunctive therapies are needed.  We need to be strong in our diagnostic skills in order to make proper referrals if our patients do not get well.  


This paradigm is dependent on the presence of symptoms

o
“Non-Therapeutic Approach That Looks At A VSC As An Inhibition Of Optimal Function”  


This paradigm holds that people in general are better off w/o subluxations.  According to Reggie, this paradigm or belief makes the most sense, but by the terms of managed healthcare, this paradigm is not supported.

I fit into one of the 5 profiles and I believe one of these three paradigms…this means that I can practice w/in this profile and belief system and I will attract patients w/ similar beliefs and views.

· Practice Restraints:

1. My #1 PR (practice restraint) right now is being on a cash basis.  
o
I must be able to demand/expect payment at the time services are rendered and not feel bad about it.  Being a provider in the insurance game is the way to go in this day in chiropractic

o
Dr. H believes that being solely on a cash basis is “the kiss of death to new chiros” b/c it eliminates all potential patients who have insurance and want to use it.  If I am not on a cash basis, then I must be able to accept other forms of payment like credit card or insurance.

o
Dr. H wants us to utilize insurance, b/c it brings people in.  Managed care is actually dictating our potential patients.  The trend now is that people no longer feel that they should have to pay for healthcare.  Most people have insurance (which they pay for) and they want to use it.  People believe that since insurance premiums are so high that insurance companies should pay for their healthcare expenses.  
o
Now people are trying to pass the healthcare responsibility onto their employers.  They want their companies to pay for their healthcare and companies have a hard time paying for employee health benefits.  If they do offer benefits, they are usually so shitty that the employee is better off getting their own insurance.
o
We are at a point now where the thought of a National Health Plan has been considered.  If this takes place, everyone will have given up their healthcare decisions and placed the power to decide where to go, what is covered and for how much in the hands of the government.  This is very similar to the conditions in Canada.
o
Some gov’t officials have the opinion that a National Health Plan should be run similarly to the Medicare plan that is already in place.  This would really suck b/c our benefits would be drastically limited and our reimbursements as doctors will also be limited. 
· When on a cash basis, I will tend to treat the patient’s pocketbook instead of the patient.  I will develop a treatment plan based on what the patient can afford instead of what is best for the patient and getting them back to their best state of health.  This limits my practice and my patients’ health.
· There are 2 personality profiles that can make cash practices work…

Those who are extremely grounded in chiropractic and philosophy

Those who have the ability to effectively communicate the power of chiropractic
· There is an old saying that goes; “If it wasn’t for MasterCard, there would be no Christmas”
· We must remember that we are in a credit based society and we tend to spend more than we make on a year to year basis ($12,000 more).  So, if people are borrowing for what they don’t have, where is the extra cash to pay for your “Cash Only Chiropractic Care”?
· A cash practice generates poor referrals.  These practices usually operate by explaining to each patient how much money their personal treatment plan will cost.  If you sell a patient on a course of treatment for 6 months at $1,500, where will the money come from for them to refer their spouse or child?  If people agree to these types of arrangements, they usually cannot afford to refer their family members or even their friends!
2. Not performing a consultation, chiro exam and a final ROF before the first adjustment.

o
All practice mgt. groups recommend this procedure b/c patients don’t want to hang out in my office for 3 hours to get a workup done on them.  Their time is just as precious as ours.  

o
This is usually a 3-day process but Dr. H has it broken down into a 2-day schedule.  This type of process actually builds patient compliance in keeping their appointments and making their way to the actual treatment/adjustment.  Once the ROF and treatment plan are communicated, I will have a much better chance of getting a “yep” out of the patient instead of reasons why they can’t be compliant.  

o
In this 4 step process the patient is looking for something unique to chiropractic that they can’t get anywhere else (the chiro exam).  We need to get out of the allopathic mindset and grab hold of the passion that we entered this profession w/ early on!

3. No sound insurance credit procedures.

o
I need someone in my office that looks at Accounts Receivable daily to monitor what is owed and who has/hasn’t paid.  The insurance game is a catch 22.  it allows for those that I am a provider for to come in an receive care, but at the same time it causes my practice to check on each patient’s insurance credit (did their coverage run out, how many more visits do they have, do they cover this treatment…)

4. No pre-scheduling or case management procedures.

o
Most patients come in w/ a condition-based mindset.  Unless they have a “condition”, they don’t feel the need to see any type of doctor.  I need to educate each patient on the 3 phases of care and I also need to continue to build patient compliance by setting up a schedule to treat these patients as regularly as possible.  

o
Once I get my patients to the point where they know that “every Tuesday at 3:00 I have a checkup at my chiropractor”, then I have effectively educated them on the value of chiropractic to them.

5. No practice promotion or self promotion.

o
If I don’t market myself and my practice, who will?  I must set aside time and resources to do this.  If not, then I am at risk of starving.

6. Untrained staff.

o
Nothing looks more chaotic than people who don’t know what the hell is going on.  Always remember my patients’ perceptions and try to see my practice through my patients’ eyes.

7. No sustaining follow-up.

o
I must keep treatment plans on each patient and follow them.  If I am to build patient compliance, I have to practice what I preach.  Once a stated period of time goes by in their care, I need to re-evaluate and continue to educate each patient on the 3 phases of care and to try to move each patient from “condition-based care” to “wellness care”.

8. Office design and layout.

· For just starting out, a 1,000 SF office should suffice.  I don’t need anything too big or too fancy.  I need to also seriously consider hiring a CA as the practice starts rolling.
9. HMO’s/PPO’s and Insurance.

o
Again, insurance companies are a catch 22 as stated before but are more of a necessity than not.

o
Don’t you think it’s ironic that a “health insurance” company, one that by definition insures/ensures health of the person covered, won’t cover wellness or preventative care?

10. No ongoing office management or consulting after graduation.

· Dr. H is adamant about every one of us becoming familiar w/ some group of consulting firm to counsel us after graduation.  He believes that we will make more $$ w/ a firm than w/o one.

· Some groups out there include: Kats Mgt., Pinnacle, Parker Seminars… 

· Remember, when looking at a group, make sure there is some accountability on my part and the group’s part.  For example, a seminar group is only there for me during the seminar and a mgt. group keeps up w/ me and my progress and gives me timelines and schedules on when things need done…etc.

· Procedures for dealing w/ these 10 practice restraints:

· Take for example #2.  Visit 1 would consist of the consultation, exam, x-rays, other diagnostic procedures (CBC, UA…).  2ND visit would wrap up w/ ROF, treatment plan and 1ST adjustment.  Get patient compliance from that 1ST visit and everything else will be that much easier.  

· When patients enter my office, I must immediately categorize them into one of 3 categories:

Condition-based patients - 


Every patient is initially a condition-based patient.  They come in w/ some type of condition (backache, headache, sciatica, constipation…)


In these cases, most ortho and neuro tests are (-).  So, what “condition” do I treat?  Ask these patients if they have ever been examined for the VSC.  Give them a chiropractic exam (ROM, palpation, leg checks, thermography…).  This exam will be different than any other exam they have ever received and they will remember this and hopefully refer others.

Maintenance/Preventative Care - 


This category was initially built around the “condition” that they came in w/.  At this point, give the patient a choice…example “We have finished your initial treatment plan and you are feeling much better and have improved.  Now you have 2 choices; you can stop seeing me and wait until the “condition” returns, or you can move into what is called maintenance/preventative care to maintain what you have achieved and prevent further problems.”

1  Wellness Care - 


These are the patients that either show up at my office b/c they are in the area and need a “tune-up” or they may refer other patients to my office w/ no apparent condition.  These are the patients that we all want to have b/c we know that they truly understand the value of chiropractic in their lives.

· As I explain these 3 programs/categories of care to each patient, make them aware that they have a choice in which one they choose to be on. 

· A famous quote that was brought up in class that is handy in talking about the phases of care; 

o
“There are very few actual acute conditions, only acute flare-ups of chronic problems”

· When speaking to patients about the 3 phases of care and the different care programs in my practice, I must be able to effectively communicate about the value of their health and how chiropractic fits into their health/well-being.  Patients need to understand the value of their visits to my office in order to extinguish the “my insurance ran out or won’t cover that” statement.  When this comes up, here are some questions I can ask my patients…

o
Did you work out at the gym today…?   Did your insurance pay for your gym dues?

o
Did you buy new walking shoes today…?  Did your insurance pay for your new shoes?

o
Did you eat a healthy meal last night…?  Did your insurance pay for your food bill?

· I must make the point that insurance isn’t there for the patient’s benefit.  If it was, it would pay for wellness care instead of only condition-based care.  People make choices everyday that promote their health…they would never think of demanding their insurance to pay for all of their healthy choices, so why do they demand their insurance to pay for a “healthy choice visit” to my office once their coverage runs out?  Aren’t they worth $40?  Isn’t their health worth $40?  I would think so…this is where education comes in.

· When taking progress notes on patients, the CA and Dr. should know what type of care the patient has selected (relief, maintenance, or wellness).  This way, the office knows how to schedule the patients, how to talk to them and how to monitor their visits accordingly.

· Each patient must also fall into a payment category.  These are PI/Work Comp, Major Medical/Ins., and Cash.  These 3 payment categories need to be explained to the patients and specific paperwork needs to be filled out according to the category.  

o
Example...Mary, you were in a MVA so I will consider you as a PI/Work Comp patient.  As a PI/WC patient, this is how my office processes these types of cases (go into some explanation w/ the patient - have a written paragraph that the patient can read to get up to speed as to what to expect)

o
For all 3 payment categories, I need to have a procedure in place and a “patient version” so each patient knows what to expect w/ every visit.

· Dr. H suggests that we have a typed up “office rules and procedures” sheet so patients know what to expect and what is expected of them - get a copy of this from Dr. H or class EC.  Most important part of this form is the part entitled “future visits”

· As health care providers, our relationship is w/ our patients and NOT their insurance companies or employers…this is the case if I am a Non-Participating Provider.  If I am a Participating Provider, then I must play the game w/ the rules their insurance company plays by.

· Dr. H suggests that we become Non-Participating Providers for Medicare.  The reason is b/c MC will only pay for 12 visits/yr (1 visit/mo).  Anymore visits than 1/month means that I have to write off those visits if I’m Participating.  MC is setup this way to save $$.  The gov’t thinks that if they pay for 1 visit this month, and the patient dies before making another visit next month, then the gov’t saved $$.

· Dr. H makes the analogy of our practice being like a backyard whiffle ball game.  If I play in my backyard, then I get to make the rules.  These rules need to be conducive to letting other players play and not immediately discounting them.

1ST VISIT: 

· So what do I do w/ each NP as they enter my practice?  

o
Education begins w/ their phone call to my office.  Have a script ready for the CA to get all the pertinent info and excite the patient to schedule an appt.  Make sure whoever answers the phone has the ability of controlling the conversation.

o
Categorize the patient immediately (WC/PI, Major Med, Cash).  This gets the process going w/ proper paperwork ready for when the patient arrives.

· Give the rules of the office to the patient to read after filling out paperwork

· Let the patient see the choices of care that are offered in my office 
· Condition-Based  Maintenance/Preventative  Wellness
· Patients understand the condition-based care concept b/c it is very allopathic and that is what they are most comfortable w/.  It takes much more education to get patients to understand the other 2 phases and how they can “graduate” to those phases of care.
· Use analogies to get patients to understand the 3 phases…example, car/tire analogies, dental analogies…etc.
· Next, we will get into the processing of the patient…this consists of 

Consultation  Exam  ROF and 1ST adjustment  Lifetime Care

This is normally a 2-3 day process depending on the case
· After the patient has filled out paperwork, the CA will take them back to consult room and take a “pre-consultation”.  Let the patient know that the DC may not accept them as a patient yet.  Explain to the patient the procedures of taking a hx, exam, diagnostics…Once finished (2-3 minutes) the CA will take info to DC to read over and this also gives the patient time to acclimate to the new setting.  Then, the DC comes in to begin the consultation process.
· The consultation process is similar to a first date.  Everything has to go right if chemistry is to be built and the interest is there for the patient to return again.  First impressions are made in seconds, so make sure everything is as perfect as it can be.
· The DC should always do the consultation, exam, diagnostics and ROF.  This ensures that a trust or chemistry is built b/w the patient and doctor.  If chemistry isn’t there, the patient won’t be back!
· STEP 1 - Introduce myself  Call pt by name  handshake w/ eye contact (w/in 3 ft)

Do this w/ intent.  This lets the patient know that I truly care about them
· STEP 2 - Hold onto patient file and a pen during intro  Let pt know that I understand why they are in my office and give the pt the opportunity to tell me further about their c/c in detail.  A sample script may be something as simple as…
· “Mary, I noticed by your paperwork that you are here for headaches.  Is that correct?  I would like for you to explain to me in detail these headaches, starting with when they first started bothering you”
STEP 3 - Put patient file and pen down and ACTIVELY LISTEN!!!!!  

This shows the patient that I really want to know what is going on w/ them.  I will record some important info down occasionally, but this time is for the patient to get everything out in the open.

Patients have an expectation of doctors to listen to everything they tell them.  Patients can get more out of a consultation than the doctor sometimes.  The fact that they feel that the DC listened to them makes them feel better already.
STEP 4 - Once I feel that I have enough info, pick up my pen.  This lets the patient know that it is now my turn to talk.  Stop the patient from talking and now I can WOW them by summarizing everything they just told me.  Patients will be amazed that I actually listened and the chemistry continues to build.

After the summary, ask if there was anything that was missed or incorrect.  Then, have the CA come in to escort the patient into another room to watch a short chiro movie…this gives me the time needed to make notes of the consult and to get ready for the exam.
· Dr. H tells us to dig for chronicity in the consultation but try not to create it.  Most patients will visit our offices for chronic problems that just recently flared up.  When a patient comes in w/ a chronic condition, I need to educate them up front about how chronic conditions take much longer to treat and may never get 100% better.  By doing this up front, I am making sure that the patient doesn’t expect a quick fix.
Conditions that may come up during consultation:

· Confrontation/Power Struggle

o
Patients may try to play the game of wanting to be in control of the new patient procedure.  Some patients do this b/c they feel the need to be in control.  They interrupt, answer questions w/ more questions and they act like they have no accountability for their actions.

o
These people are most likely insecure about themselves and act this way to mask this fact.

o
Example of confrontation/how to handle it:


Pt - “Before we get started doc, I want you to know that I really don’t believe in chiropractors and I’m only here b/c my wife told me to.”


2 options to deal w/ this:


Duck it!  Dodge these kinds of statements by saying “I understand what you are saying, but let’s get back to your headache complaint.”  This will hopefully get the point across that I am here for them and I am in control and not them.


If patient keeps interrupting or making statements like this and chemistry is not being built, tell the patient the following; “I’m sorry, but I really don’t think that I can help you.  There are a lot of issues that you need to deal w/ before you can let me help you.  I recommend that you find another doctor for your complaints.  There is no charge for your visit today and I wish you the best.”  This will get the patient to make a quick decision.  Either they will shut the hell up let me continue w/ the consultation or they will take my advice and look for someone else.  Either way, I can not afford to spend a lot of time trying to coddle patients like this.  My time is valuable and I don’t need it taken up by people who probably won’t follow through w/ chiro care anyway.

· Perceived Value

· This is the most important factor during the consultation process, ROF, and every patient visit.  All of my patients need to believe or have the same perceived value in chiropractic care as I do in order to continue building compliance and chemistry.
· Most people want to know “What’s in it for me?”  They don’t need to be crammed full of the philosophy, science and art of chiropractic.  They need to know that chiropractic care can help them or not.  Find out why they are sitting in my consultation room.  The only way I know how to increase patients’ perceived value of chiropractic is to get an idea of what is most important to them during the consultation process and build that into every visit.  Example, if a patient enjoys gardening but hasn’t been able to b/c of LBP, build this into the ROF and every visit after that.  
· I need to evoke enthusiasm in my patients and I do this by understanding what is truly important to them and fitting chiropractic into the scenario.
During the consultation, have questions in mind that deal w/ the patient’s ADL.  People tend to talk a lot about what they like the most.  Give them the chance to talk and use this as ammo for building chemistry and perceived value.  Example;

“Is there anything that you have found recently in your job that you have a hard time doing now?”  

Yeah!  I’m a sales rep and I have to drive a lot but I haven’t been able to sit in my car for more than 10 minutes w/o my back killing me!

“Can you do your job w/o driving?”

No.  I need to drive to do my job!
· This is the perceived value.  This patient knows that he has to drive in order to keep his job and take care of his family.  I need to communicate that I can or can’t help him get back behind the wheel ASAP.  This will get the patient to say “Yep” to my recommendations and will be more likely to comply w/ treatment plan and care.
· By knowing how their c/c has affected their lives, I can use this info in my ROF to continue building compliance by letting the patient know that I understand what is most valuable to them.
· Patients don’t commonly seek healthcare b/c of pain.  They seek help b/c they have most likely exhausted all of their efforts to treat the problem themselves (OTC meds, supplies, herbs…etc)
· Now the consultation is finished.  Have a procedure in place to move the patient into the exam room to watch a short chiro video.  This gives me time to write down notes on the consultation and to prepare for the exam.
· Remember, during the consultation, I am trying to build human chemistry w/ the patient.  In the exam I am trying to build clinical chemistry w/ the patient.  I need to look, act and communicate professionally to let the patient know that I am competent at what I do.
· During this “chiro exam”, I need to do the standard ortho, neuro, reflex, sensory and motor tests.  I also need to do something different that the patient probably never had done before.  This could be thermography, sEMG, PA compression of full spine…This will WOW the patient again!
· Dr. H recommends that I have a CA in the room during the exam to write down findings for me as I perform the exam.  During this time, I need to speak in doctor terms and out loud so the patient can hear everything that I find…no secrets.  This also lightens the tension during the exam and the patient will feel that I am very competent in examining them.  During the exam, mention the VSC so the patient can hear about it and possibly ask questions.  
· When exam is finished, give a mini ROF to patient.  “Mary, based on what we’ve done so far, I think you may have a disc problem at L5.  I won’t know for sure yet until I take some films and have time to compile all of my findings.  Let’s take some films of your low back.”
· Take the patient to get x-rays done.  After this, take the patient back to the exam room and explain to them that they are done for the day.  Explain to the patient that I would like them back tomorrow to listen to my ROF and to find out if I will accept them as a patient or not, based on the findings.  At this point, the patient must understand that they may/may not be accepted as a patient is this is why no treatment was rendered today.  Give the patient some home care advice (ice, rest, heat, stretching…) and send them up w/ the CA to the front desk to schedule tomorrow’s appointment right away.  Have a block of time set aside (30-45min) for the ROF and 1ST adjustment.  Give the patient the available times and schedule accordingly.  If they need an excuse to miss work, have one ready.  Send the patient home.
2ND VISIT:

· This visit consists of the patient’s ROF.  I need to get prepared to really be effective in communicating to each patient during the ROF to solidify patient compliance to my recommendations.

· RULE - Always tell patients what they need to do chiropractically.

· Don’t cave in to patient statements/moaning about not wanting to come in for so many visits or complying w/ the treatment plan.  They aren’t qualified to tell me what is best for them.  I’m right and I have their best interest in mind.  Most patients want a doctor who can figure stuff out and who is confident in treatment of their conditions.

· ROF FORMAT - this can be worth millions over a lifetime of practice - get it right w/ every patient!
1. Dr. H suggests that patients watch a video on what they can expect during chiropractic treatment.  This is a great way to start the ROF process b/c it sets the patient in the right frame of mind to absorb what I’m about to tell them in the ROF.

2. Have patient’s x-rays up in the view box for them to look at during the video.  Patients love to look at their own x-rays - they are mesmerized by them.

3. Have a concise handwritten report summary worksheet (copy from Dr. H) for the patient to read while I go over their case.  This will appear that I spent time on them and really care about them and their condition.

4. After the video, I enter the room and grab the summary worksheet from the patient and cover all the following points…

· Can I help them?

· What’s wrong w/ me? (diagnosis)

· What’s the treatment going to consist of (how long and for what purpose)?

· What’s it all going to cost? Explain the procedures of their case whether it be PI, M. Med or cash.  Let patient know up front what they should expect to pay themselves.  This insures that questions can be answered up front and payment doesn’t become a factor down the road.


ROF ROOM DESIGN

· This should be a multi-purpose room w/ dimensions of 10x10 or 12x12.  This room should be utilized for exams, consultations, ROF and treatments.

· By having a multi-purpose room, I will save on rent space.  This room should be designed in a “station” format.  This means that there will be different stations in the room aiding me in explaining the ROF and giving a logical progression in understanding chiropractic w/ posters, models, x-rays, tv/vcr, and charts.   Have this drawn out as a model for yourself for the future and as a template for the midterm project.

· ROF PROCEDURE:

o
CA walks into the room when the patient is almost finished watching the video and hand the patient the ROF summary worksheet.  “Mary, Doctor Steve has a worksheet that he would like for you to read and he will go over it w/ you shortly.” The CA should also point out any special instructions such as spending some time on the phases of degeneration.

o
I come in the room next.  I greet the patient and take the worksheet from them.  Ask patient if they enjoyed the video and if they had time to preview the worksheet.  Take any questions at this time.  Answer the 4 questions above…Can I help, what’s wrong…


“Mary, I think I can help you w/ what you came in w/ the other day.”


Go over the patient’s films w/ diagnosis and areas of special interest.  At this time, explain the 3 phases of degeneration and correlate this w/ the charts on degeneration.  Explain what phase they are in and what the treatment and outcomes are likely to be.

o
Turn off view boxes and move to the spine model and the Neuropatholator interactive nerve/anatomy unit.  Show them on the spine model what they look like and correlate that to subluxation/nerve irritation on the Neuropatholator.

o
Finish w/ a statement such as “Can you make the commitment of time we spoke about to receive chiropractic care over the next few months to get you back on track?”  Explain relief, maintenance and wellness care again to the patient and have them choose which type of care they can commit to.  After an answer is given, make a note in the patient’s file as to what type of care they will be one.

· Analogies to use during ROF to help patient understand the importance of wellness care:  
Dental analogies – Do you go to a dentist and expect straight teeth in 2 weeks?  
Say things such as “the window of opportunity has passed by” for phases of 
degeneration when patients want to get back to a youthful spine



Say “I don’t doubt that” for most every excuse/reason a patient may come up w/

o
Now, explain to the patient that they will receive their first adjustment.  Explain the adjustment and what to expect (popping, cracking, slight discomfort…).  The key to the 1ST adjustment is to get in and adjust them.  If I linger around and drag this out with multiple therapies and so forth, the patient will expect this much time devoted to them each visit.  1-2 minutes on the first adjustment is about the longest I want to spend at this time.  Explain what the patient can expect from subsequent visits and send them up front to be scheduled by the CA according to the type of care they want and release them for the day.

· Summary of the ROF:

o
Know what category each patient is in (PI/Work Comp, Maj. Med, and Cash).  Let the patients know generally how each category works and have the CA deal w/ specifics.

o
Take 15-20 minutes to review each case.  Look at patient films, write out the worksheet and be prepared to answer questions and have analogies ready to help the patient get the message.

o
Use terms that help the patient understand what is going on w/ them (VSC, adjustment, innate...).  Make sure the office staff also uses these words too.  This lets the patient know that everyone is on the same page and knows what to do about it.

o
Make sure patients know what spinal levels are involved in their case and have them repeat them back to me.

o
Make sure patients know what phase of degeneration they are in and the consequences of it.  Most patients understand that if they are hypertensive or have high cholesterol, they expect to be on meds and expect to make frequent trips to the doctor for checkups.  Chiropractors must also create this sense of urgency so patients know that b/c they have subluxations and degeneration, they will need to have periodic visits to the chiropractor for these conditions.  This builds patients for life.

o
Give patients an educated guess as to how old their spines look based on their films.  This gets patients thinking about how serious spinal degeneration is and how important spinal health should be.  Say something like “Mary, if I saw these films before every meeting you, I would guess that these were x-rays of an 80 year old.”  I can also make analogies about aging such as explaining how our hair, skin, eyes and ears change as we age.  Tell patients that our spines also change w/ age and there are things they can do to help slow this process…w/ chiropractic of course!

o
A good script for this would be “If we all live long enough, our spine and joints will experience the normal aging process.  In your case, certain areas of your spine are aging properly, but other areas are aging much more quickly.  This may or may not be something that I can fix.  It’s impossible to unboil a hard boiled egg, but I think I can retard this process.”

o
Don’t make a mountain out of a mole hill and don’t make a mole hill into a mountain.  If there is something seriously wrong w/ a patient let them know but don’t take a simple problem like a sprain/strain and try to get the patient to buy into lifetime care for it.

o
Dig into personal lives.  Activities of daily living, jobs, hobbies and lifestyles all paint a picture as to where patients place their priorities and values.  If patients give me shit about paying $40 for an adjustment and I know that they go out every weekend to drink and play golf (this is where they place their highest value = social events) bring up this fact and say that if they would cut back on this activity a little, then they would have plenty to visit me and do something healthy for themselves.  Let patients know that what I charge for and adjustment is nowhere near enough for what they are getting.  This goes for managed care plans too.

o
Finally, finish ROF w/ the 1ST adjustment.  Make it quick and then describe the treatment plan for that patient.  Bring in the CA to escort the patient to the front desk and schedule the next appointment.  Transfer authority to the CA and OM (office mgr.) to deal w/ scheduling and insurance issues.  This way, the patient knows that if they have questions about these topics, they know who to ask and they won’t be asking me all the time.

· So, the procedure for a new patient is Consult/Exam  ROF  1ST adjustment  Treatment Plan.  So what do I do for an acute patient?

o
Dr. H suggests that we do some in-house therapy to decrease the patient’s pain.  But, until the ROF, don’t go right to adjusting w/o proper consultation and exam b/c the patient won’t see the value in the adjustment.  They will more than likely get better and won’t have any reason to continue w/ care.  Get a good Hx/Consult first.

o
Then, if I have the space, take the patient to a room apply some therapy and explain to them that I need time to take films, process them and analyze them.  Let the patient know that I want to help them but I also need to do some exams first.

o
Send them home w/ instructions on heat/ice therapies, posture, and stretching advice.  If they are really acute, do a mini exam, mini report, a quick film read, then get them on therapy for a while and then give them a “test adjustment”.

o
The key w/ acute patients is an understanding heart.  Our attitude and actions must be professional along w/ communicating to the patient that I am doing my best to take care of them.  

o
If I need to adjust on the 1ST visit, put it into my ROF that it is a test treatment for diagnostic purposes and not so much for therapeutic purposes.  This will let the patient know that this is a test and not what they will be receiving every visit.

· CATEGORY TREATMENTS:

1. PERSONAL INJURY - If I get into PI work, I need to be a provider and play the insurance game.

o
Most PI’s dealt w/ in practice are whiplash related.  Others are from slips/falls product liability claims and so forth.  For now, MVA’s will be considered in detail.

o
I need to know if the state I’m practicing in is a “NO-FAULT” or a “FAULT” state when it comes to MVA’s.  Fault (Non-No Fault) states allow people to sue the person(s) who are at fault in the accident.  No-Fault states don’t allow these lawsuits until a threshold of care has been met.  This needs to be considered b/c it determines my mode of care.

o
Here’s the scenario for a personal injury claim…


Pete runs into Charlie in a Non-No Fault state (Missouri).  The next day, Charlie walks into my office.  He fills out paperwork and goes through the NP process.  Charlie’s fees add up to about $800.  How do I collect this money?  Will Charlie be willing to pay me cash?  Heck no!!! He will more than likely want to have somebody else pay for it like Pete or Pete’s insurance and so forth. 


First, I need to see what insurance Charlie has to know what his options are.


Charlie’s insurance coverage is as follows:


Auto - State Farm


Major Medical - BCBS


Spouse - GHP

o
The rule I need to remember when dealing w/ PI cases is…Always bill MedPay and Major Medical at the same time if available.  This is the greatest likelihood of me getting reimbursed quickly.

o
MedPay is an elective option of coverage purchased through auto insurance company.  MedPay covers any medical expenses, up to your specified limit, incurred in an accident.  This is the only time you can use MedPay.  Your auto insurance rates do not go up if you send in a MedPay claim b/c it has nothing to do w/ fault.  MedPay coverage is based on contract and not on fault.  It is also payable per accident.

o
MedPay coverage typically pays 100% of what’s considered U/C and R/N.  

o
At this point in time, I am not obligated to take Charlie on as a new patient.  My only obligation is to let Charlie know how my office deals w/ cases like these and how much my services will be.

So let’s take the $800 bill that Charlie racked up in my office after his accident.  How is he going to pay for it?  

· How to file a claim if Charlie has MedPay coverage


Call the 800 number on the back of Charlie’s auto insurance card and ask for a claim #.  Verify that he has MedPay coverage and get the coverage limit.  Ask the auto insurance company where I can send Charlie’s $800 bill and mail it out to them.


Next, I will bill Charlie’s Major Medical Insurance (BCBS) for $800 as well.  This is not double billing!  I am simply billing the amount to both insurances in order to get paid as soon as possible.  BCBS will more than likely cut the $800 bill anyway, so my best chance of getting all $800 is to bill MedPay and BCBS.


Now, 4-6 weeks later I hope to get $800 from Charlie’s MedPay and $800 from BCBS.  In this amount of time, I will have seen Charlie many times and his bill will now be much higher than the original $800.  If I collect more than $800 from both MedPay and BCBS, then I must apply the extra to Charlie’s bill that he ran up since the initial billing.


Charlie also has the option of using his wife’s GHP insurance if his BCBS or MedPay coverage runs out.  This would be done through a COB (coordination of benefits) if GHP has any chiropractic coverage that he can pull from.


Now, after Charlie is released by me, I will send a bill for the full amount of Charlie’s expenses to Pete’s auto insurance company USAA.  This bill is for Charlie’s liability claim against Pete for slamming into him.  This total bill will be negotiated by Pete’s and Charlie’s lawyers to agree to a settlement amount. 


So, after releasing Charlie, my office will have billed Charlie’s MedPay, BCBS, wife’s GHP through a COB and USAA for the liability claim. 

o
What if Charlie doesn’t have MedPay coverage?


Well, the rule is to bill MedPay and Maj. Med if available.  Since MedPay isn’t available, I have to bill BCBS for $800.  I expect to have this amount cut by BCBS or any insurance provider b/c of deductibles, co-pays and other insurance games.


I have some choices now to determine how to handle Charlie’s case.  


I can bill BCBS and his wife’s GHP carrier through a COB until the coverage is exhausted and stop treating him


I can bill BCBS and his wife’s GHP carrier through a COB until the coverage is exhausted and continue treating him and have Charlie pay cash for remaining visits


I can do all of the above and continue treating Charlie until I release him and them send the total bill to USAA for the liability claim 


Or I can refuse to take Charlie on as a new patient and refer him to someone else.


All of these options are legitimate and I need to choose the option that I am most comfortable with.  If I want to continue treatment and I am happy w/ waiting a couple of months for payment, then do it.

o
What if Charlie has an HMO w/ no chiropractic coverage?


Here I have 2 choices.  (1) I can try his wife’s GHP carrier for coverage.  If no chiropractic coverage, it is useless.  If there is coverage, use GHP now as the Major Medical provider.  (2) Explain to Charlie that he should have purchased MedPay and put the entire bill in Charlie’s hands.  It is ultimately up to him to pay for my services b/c he didn’t plan appropriately by having the correct insurance.


If I build chemistry w/ Charlie and I want to take him on as a new patient, I can choose to extend Charlie “chiro credit” over the next 6-8 weeks of care and then I can send the entire amount to Pete’s USAA insurance carrier for the liability claim.  This process may take another 3-6 months after Charlie is released from my care!  Again, if I’m ok w/ waiting for my money (if I ever get any from this case), then extend the credit and wait.  In MO, this is called a lien on liability.  This is a law that is supposed to guarantee payment to the treating doctor for services rendered once a settlement is reached.  The only problem is that most liability settlements are given directly to the person who suffered from the accident (in this case, Charlie) and the likelihood of Charlie coming back to my office w/ my portion of the settlement is very low.  Now I have to go after Charlie in small claims court for my portion of the settlement, again taking a long time.

o
Now Pete comes into my office seeking treatment.  I take him through the same procedures as I did w/ Charlie and Pete’s bill is also $800.  Now Pete needs to know what his options are for paying me the $800.


Pete’s coverage is as follows:


Auto - USAA


Major Medical - UHC


Spouse - Aetna


Rule #1 - Always bill MedPay and Major Medical if available.


If I am a network provider for UHC, I can’t charge Pete personally for more than what UHC will cover.  Pete’s bill is $800 and UHC decides to only pay for $50.  I have to take the $50 and write off the other $750!  I can’t charge Pete the $750 b/c I’m contracted w/ UHC to accept reimbursement on their terms.


If I am an out of network provider, then I can charge Pete his deductible amount and I will bill the remainder to UHC.


Let’s say that Pete’s deductible is $300.  Of the $800 bill, I will bill Pete $300 for his deductible amount and then I will send the $500 remainder to UHC.  Now, UHC operates on a % basis.  In Pete’s case, UHC will pay for 70% of expenses after the deductible is met.  So Pete is now responsible for the other 30% of what UHC won’t cover.  In summary:


Pete is responsible for his $300 deductible PLUS 30% of the remaining bill.


UHC is responsible for 70% of total bill once Pete’s $300 deductible is met.


So after this billing nightmare, Pete will be responsible for $450 and UHC will pick up the other $350…what’s the point in having this insurance if you have to pay over half the amount?  This sucks!


For the amount that Pete owes me, I can put him on a payment plan or either demand the total up front in cash or on credit card.   

We went over the midterm project today, which covers our 2 floor plans that need to be drawn up.  One will be a typical 1,200 SF plan and the other will be an atypical 900 SF plan…the dimensions are as follows.

· Typical - this is your average box shaped office

o
30x40 = 1,200 SF

o
Draw and label rooms and then flip the poster board over to list each room and the furnishings needed for the rooms and a cost for each room

o
Add up the total of all the rooms for a total figure.

o
Add another $25,000 for leasehold improvements (build out).  This is the $$$ needed to partition the office space into my designated rooms, wiring, plumbing, painting, ceiling tiles…add this to the total from the back of the poster board.

· Atypical - this is shaped more like a mobile home

o
15x60 = 900 SF

o
This is more difficult to plan out but these spaces are available and much cheaper than the typical office space above.

o
Do everything w/ this plan as in the above plan

When it comes to planning my office space, I need to be able to evaluate my office capacity.  The intent of this is to allow me to find ways to maximize my potential for maximum volume, utilization, and profit while keeping minimum overhead.  This way I will know how to make my office space work for me.

Rent is increasing more and more and it is imperative that I, as a new grad w/ tons of debt, keep my expenses very low.  The formula for figuring annual lease amount for office space is the following:

· Price per SF x Square Footage = Annual Lease Amount
· Ex. $24 x 1,000 = $24,000 in lease payments per year…on a monthly basis, this would be around $2,000/month.

Capacity Evaluation:

· Category 1 - office space

o
3 zones of my floor plan that I need to focus on

· Zone 1 - Reception Area, CA Office, Billing Office, Files, Hallways, Storage…

· Zone 2 - Treatment area and exam rooms

· Zone 3 - X-ray, Dark Room, Bathroom, other offices…

o
Dr. H suggests that I make my adjusting rooms no larger than 8x10.  These are only used for adjusting and I need to focus on keeping these rooms empty…promotes patient flow.

o
Dr. H suggests that I hire 1 CA for every 100-150 visits per week.  Availability is key to my success.  I need to be available for my patients initially (1ST 3 yrs).  A phone extension that rings in my home is a great way to monitor calls to my office.

o
In my floor plan I only need 1 adjusting room b/c I’m the only doctor in the office.  Rule of thumb is 1 adjusting room per Doctor. 

o
If I plan to use PT devices, don’t use them in the adjusting room!  Have an area set aside for this (PT bay).  This should be close to the CA office so she/he can be close to monitor what’s going on.  A 12x12 area is large enough for 3 therapy tables and equipment.  Dr. H suggests that I only use unattended PT modalities to cut down on time.  Quit gowning patients too, b/c this takes too much time up as well

o
Zone 1 space is non-income space.  I need to minimize these spaces so I’m not paying for needless space that won’t help me generate more income.

· Category 2 - Scheduling

o
Dr. H suggests I use a block scheduling format as a time capacity concept (10-15 min patient visits).  This takes a lot of communication b/w me and my CA.  I need to decide the “prime hours” that I will be in the office and block patients into this time, one right after the other w/ little (no) down time b/w.  This insures that the office appears busy.

o
The majority of my time should be spent marketing my practice initially.  This block scheduling will help to free up parts of each day to do this.  Dr. H suggests that I spend at least $1,000/month in marketing endeavors for the 1ST 3 years to build my practice.

· Category 3 - Paperwork

o
This needs drastic improvement once I get out of school.  The way I am expected to take notes here won’t cut it in real life.

· Soap Notes - stay away from computerized notes…looked upon unfavorably. 

Dr. H uses a “checklist” system that I need to get a copy of

Route Slip (Travel Card)


This is a piece of paper that is given to each patient at the end of their visit to take up front as they pay.  It lists all the services they received that day, much like our travel sheets in clinic.

· Don’t use super bills b/c they cost too much money.  Make my own and make copies of the original for each patient.  Save them for about a year for each patient. 

· E-billing - works well and is faster/cheaper than postage.  Dr. H uses “MD online”


MD online costs about $50/month and .38/claim

· CA checklist - great for accountability


Piece of paper containing a list of things the CA is responsible for completing w/ each patient.  This insures that all the proper paperwork is filled out correctly and in a timely manner.  This works like the ROF worksheet…it is a cheat sheet so we don’t forget anything.

Back to Personal Injury…

· Now, Shastidy is a passenger in Charlie’s car when it was hit.  She comes in and racks up an $800 bill.  Her coverage includes 

· Auto - American Family

· Health - Cigna

· Spouse - Health Link

· How do I bill for a patient that was a passenger in the car that was hit?

· Always bill Major Medical (Cigna) and Med Pay (American Family) if available.

· There are state statutes for billing Med Pay if a person isn’t in their own car.  

· In this example, Shastidy may or may not be able to use her Med Pay b/c she wasn’t driving her car.  So, I will bill Charlie’s Med Pay for Shastidy as well as billing her Cigna Insurance.

· During this example, Shastidy was covered by Charlie’s Med Pay up to his limit of $2,000, but what if her bill ended up being much more than that?  Once her bill reaches the MAL (max. allowable limit) of Charlie’s Med Pay, a letter will be sent to the Chiro stating this.  The doc must then copy the letter along w/ Shastidy’s file and send this info to Shastidy’s auto carrier (Amer. Family) for Med Pay.  This is called…Stacking of Coverage. 

· I could also go to her spouse’s Health Link coverage once the Med Pay and Cigna coverage runs out.

· So, who is responsible for Shastidy’s chiro care?  Shastidy!  Depending upon state law, Charlie and Pete are responsible for Shastidy’s expenses as well.  If you are in an accident in someone else’s car, the driver of the car is usually responsible for all passengers.  

· In these cases, most PI patients retain a lawyer to guarantee a settlement from all available sources.

· Shastidy can also submit a liability claim to Pete’s auto insurance carrier (USAA)

· The game that insurance companies play is if they wait longer to pay the doctor, they find that the total bill will be lower b/c most doctors release patients ahead of schedule in order to receive that liability money sooner.

· Usually, the state that the accident occurred in is the state law that determines the legalities of the accident.  For example, if a person from MO gets in an accident in CO, then Colorado state statutes will determine who gets billed, who is liable and so forth.  

· To be up on the latest, call my State Board, Insurance Commissioner in my state, a PI lawyer in my area or another DC who routinely works w/ PI to learn about my specific state statutes and procedures regarding PI.

· Points to remember…

· Med Pay is always billed to the driver of the car and it can also be utilized to cover any passengers in the car.  Once exhausted, the passengers’ Med Pay can be billed for services not covered by driver’s Med Pay in a process called “Stacking”.

· As a doctor, I want to collect as much as possible from my billed services.  I should have my PI patients retain a lawyer in order to guarantee the maximal reimbursement.

· Example…a patient comes in from an MVA…Here’s a sample script.

· “You were in an MVA and the person who hit you is insured by State Farm correct?  Before I accept you as a patient, you must retain representation b/c State Farm has more $ than God, and they could fight this PI case forever.  Here are the names of 3 lawyers that I’ve worked w/ in the past.  You choose whomever you like and then we will begin treatment.  If you choose not to retain a lawyer, then I suggest that you seek another Doctor to take over this case.”

· Remember, I have no obligation to take everyone who walks in my office!

· What’s the procedure for dealing w/ a passenger in Pete’s car during the accident?

· Same as above.  I would bill Pete’s Med Pay and the passenger’s Maj. Med. Insurance.  If Pete’s Med Pay isn’t sufficient to cover the passenger’s bill, then I can send the remainder of the bill to the patient’s Med Pay (if available) in the process called “Stacking”.  

· If Pete doesn’t have Med Pay, then I will send a letter to the passenger’s Auto Carrier explaining that the driver didn’t have Med Pay coverage and I am billing the passenger’s Med Pay instead.

· If all of these options aren’t available, then I can decide to treat or not treat the passenger on credit and send all info and total bill to Pete’s Liability Coverage on his Auto Policy and wait for reimbursement.

· Some terms I need to know when dealing w/ PI cases…


Subrogation

· This is a clause only found in Maj. Med policies.  This allows insurance carriers to demand any $$ back that they paid for treatment if the policy holder received a settlement on a liability claim.

· Can only subrogate a liability claim


Excess Coverage Status

· This is usually seen in Non-No Fault States (fault states)
· Major Medical and Med Pay carriers want one of them to pay any excess amounts above the coverage limits in a PI situation.
· This is determined by state statutes and whether or not I am in a Fault State.

Uninsured Motorist Coverage (UIMC)
· This is coverage available on auto policies that can act as a form of Liability coverage.  For example, Pete runs into Charlie and Charlie comes to see me and I find out that Charlie has no Med Pay and no Maj. Medical.  Also, Pete drove off (hit and run).  Charlie’s only options are…
· See someone else who is OK w/ granting “credit” for care
· Make Charlie pay cash for my services
· Save all receipts from my office and file a liability claim against his own Uninsured Motorist Coverage for compensation

Underinsured Motorist Coverage (UDMC)
· Pete runs into Charlie and hurts Charlie really bad.  Pete’s liability coverage is limited to $100,000.  Charlie takes Pete to court and is offered a settlement in the amount of $500,000.  Charlie can get the $100,000 from Pete’s liability coverage but where does the other $400,000 come from?

· If Charlie has Underinsured Motorist Coverage, he can obtain the $400,000 from his UDMC policy through his auto carrier.  If Charlie didn’t have UDMC, then it is up to Charlie to chase Pete around and try to get the $400,000 himself.

· Basically, UDMC is there to pay the difference b/w any settlement or judgment and a low limit liability claim.  In this case, Charlie was awarded $500,000 in a settlement but Pete’s liability coverage was only for $100,000.  If Pete’s liability coverage was limited to $500,000, then Charlie would have received all his monies from Pete’s liability policy. 

No Fault Scenario:

Pete runs into Charlie in a No Fault state. 

· If Charlie comes into my office, I can only go to Charlie’s Med Pay for reimbursement.  In a No Fault state, Med Pay is known as “PIP” insurance (Personal Injury Protection)

· No Fault states have a “Threshold Amount” explained in state statutes that explains the $$$ amount that Charlie’s health care bill must reach before he can sue Pete.

· Example…Pete runs into Charlie in a NF state w/ a threshold amount of $1,000 and Charlie’s bill only comes to $999.  Charlie cannot sue Pete for a liability claim b/c his bill didn’t reach the threshold limit.

· Insurance rates never decrease when a non-no fault state becomes a no fault state.

· If I was serious about running a PI practice, I would do so in a Fault State.  If I wanted to run a PI practice in a NF state, pick a state w/ a low threshold limit…better chance of getting reimbursed from PIP and a liability settlement (more $$$ for me).

· In a NF state, laws require every driver to have PIP (Med Pay) coverage.

· Remember, a patient can only file a liability claim once the threshold limit is reached.

WORKER’S COMPENSATION – 

· This negates any other health insurance coverage and it pays 100% of what is determined to be U&C and R&N.

· This is insurance that is available for employers/businesses to purchase to cover their employees in case of on the job accidents.

· Pays for health care and disability for an injured employee while on the job

· It’s a policy that is regulated by state statutes.  States mandate that employers must purchase this coverage once they meet a specific # of employees.  In MO, any employer that has 5 or more employees must carry Work Comp insurance.

· State statutes also determine where and if chiropractic fits into these claims.

· Some states allow the injured employee to choose their own doctor for care and the employer covers the cost

· Some states give the employer the right to choose a doctor for their employees.  This would be the “company doctor” - everyone sees this person if they are injured

· Sometimes insurance companies choose the doctor that the employer must send the employees to.

· The things to remember in work comp cases are:

· Employers want a Dr who is “employer friendly” and who sees things from the employer’s point of view - get the employee back to work ASAP

· Employees want a Dr who is “employee friendly and who sees things from the employee’s point of view - get disability and time off of work

· Insurance companies want a Dr who is “insurance company friendly” and sees things from their point of view - no impairment rating and minimal cost

· If an employee gives the right to choose a Dr to their employer, the employee has literally given their rights over to the insurance company.  Employers are pushed by insurance carriers to send employees to specific Drs in order to keep rates down and to maintain coverage.  Work Comp is never in the best interest of the employee.

· As a Dr I need to be clinically correct, not employer friendly, employee friendly or insurance company friendly.  I need to do what is in the best interest of the patient in front of me at the time.

· In MO, as a Work Comp Dr, I need to send the employee back to the employer w/ an “Authorization to Treat” form to get signed by the supervisor.  This form must accompany my WC Claim.  

· In MO, most of these employees are yanked from care after 10 visits or another predetermined length of time.  If, by this time, the employer or insurance carrier decides that they don’t want to pay any more for this employee’s care, they will send me a letter stating that (in other bogus terms).

· The best states to practice WC in are those states that allow employees to choose their own Dr.  The employee may also have a liability claim against their employer if they were driving or on the job outside of the job site.  

· NIFI - national insurance fraud institute.  This organization sells its services to WC insurance companies and they send out personnel posing as injured patients to local Dr offices.  During the office visit, the “patient” will bring up the fact that they injured themselves while at work but that he/she has no WC coverage.  This “patient” wants to know if I would go along w/ the idea of “faking a car accident” or fudging the paperwork in order to use his/her Maj. Med insurance.  

· If I say yes, I would have committed insurance fraud and possibly mail fraud if the claim was sent through the mail (2 yrs in jail).  I will also lose my license. 

· I need to tell the patient that I will not agree to this fraudulent act and the patient will all of a sudden get up and shake my hand and will shut off his hidden tape recorder and will cut me a check for the exam and any other tests that were performed.

· This organization wants to know how honest I am as a Dr.  If I agree to the fraud, the “patient” will allow me to go through w/ my exam and billing.  Next thing I know, federal agents will come by to take me to jail.

· Remember, WC negates all other insurance.  I cannot bill Med Pay or Maj. Med for a WC case.  This can only be allowed if an employee is in a car accident while on the job.  The employee may have a liability claim against the person that hit them and then the use of Med Pay is feasible. 

MAJOR MEDICAL – Traditional Health Insurance and Managed Care (HMO/PPO)

· With traditional health plans, people get to purchase the coverage they want with the deductible they want and purchase it directly from the insurance company.  Typically, traditional plans are (80/20) plans w/ no caps on coverage.  Premiums and doctor fees for these types of plans have increased over the years and that is why managed care came about to try and lower health care fees/costs

· Managed care is divided into "in-network" and "out of network" providers.  These labels determine who the patient can go to, how much the visit will cost...etc.

· Open enrollment means that certain plans have positions available in their plan for doctors who want to join their plan under their rules of contract.

· Closed Plans mean just that.  No new doctors are allowed in the plan.  Insurance companies like to limit the number of doctors in their plans to those docs who will settle for the lowest possible fee schedules.

· To become a provider, I must fill out an application for the plan I want to be part of.  These apps are usually pretty lengthy and I need to fill them out w/ the mindset of a #2 practitioner...that is who these insurance companies want on their provider list.  Use buzzwords like "identity based", "segmental dysfunction", say that you only take small films (series) - no full spines, and mention that you will use many modalities and only keep patients around for a limited number of visits ("condition based care")

· Even by joining shitty plans initially, I am still building a practice and will gain some patients from these plans.  The rule in insurance is that most patients will be in a different plan in a year or so anyway, so by being a provider for a shitty plan for a few years is not a bad idea to get the patients in at the beginning.

· The largest probability in screwing up my life is by becoming a network provider in many plans.  By participating, I will be giving up most of my chiropractic beliefs and bending to the limits of insurance companies in terms of reimbursement, patient care, treatment plans and so forth.  Managed care treatment plans are not geared toward the patient's best interest, but are geared toward saving money.

· Basically, health insurance has nothing to do w/ "health" but has alot to do w/ categorizing people and limiting the amount of care that providers can offer.

· When I am giving my ROF, I need to know what each patient’s coverage is, if I participate in the plan or not, what co-pays are…etc in order to work that into the message.  Here is a sample script.

· “Mary, your treatment plan will consist of 3 visits per week for 3 months (36 visits) and this is how much this care will cost.  I see that you have BCBS and my CA verified that you have coverage for chiropractic care, but it will only cover 20 visits.  This is a great down payment towards the 36 visits that you need, so you will be responsible for the remaining 16 visits along w/ your co-pay of $10 every visit.”

· After giving the patient the ROF and making him/her aware of how their insurance plays into their treatment, I need to know if the patient is willing to comply w/ this treatment plan.  If patient doesn’t want to comply w/ the plan, then give them option B…sample script…

· “Well Mary, if you don’t feel that this is what you want to do, I can move you into Plan B.  This plan is going to be a short-term, relief-based care plan.  It won’t fix the problem that you have, but it will at least help you feel better for a short while.  Is this something that you would want to try?”

· In cases like these, see the patient for relief care only and if they complain about not feeling better or not getting their problem fixed, reiterate to them the fact that they decided to take the relief plan instead of corrective plan.

· Major Medical claims are billed and the insurance carrier usually only pays a % for services rendered.  When I bill the patient for the remainder of the services, what options do they have for payment?

· Pay as they go w/ each visit

· Pay at the end of the week – not recommended (patient usually cancels appt at the end of the week to get out of paying)

· Pre-pay total amount or a % of the total amount each week, month, etc…– offer a % off for patients who are willing to pre-pay, b/c it makes it a little easier for them and I get most of my $$$ up front in cash!

· Major Medical Summary:

· Good – 

· Promise of new patients by being a provider in their network

· Potential for protecting my patient base 

· Promise of quicker reimbursement even though I agree to a reduced reimbursement amount

· Bad – 

· People pay for insurance premiums and want to use that insurance and don’t feel that they should have to pay for services

· People don’t even want to pay for the premiums either

· Reduction in my reimbursement (usually 20-50% reduction)

· Limits amount of care and types of services allowed

· Potential for selling out and destroying my chiropractic spirit

CASH – People who fall into this category pay full amt for services at time of service or they prepay

· This doesn’t have to be an “all or nothing” deal.  I can extend credit to whomever I want and I can also demand cash at time of service from others as well.

· The key to a successful cash practice is getting the patients to prepay.  By clearing this hurdle, patients will be more likely to comply w/ their treatment plans, keep their appointments and see better results b/c they have already paid for their care up front.  This is also very good for me b/c there is less hassle in the billing department and I will have liquid cash up front to work w/ (low accts. receivable)

· “Mary, this is your treatment plan and it will cost you $4,500.  I will offer you the option of pre-payment in the amount of only $2,500.  What would you like to do?”

· By offering a pre-payment discount, this makes it more affordable for the patient.  Also, any discount for pre-payment that I would offer is no different than the amount that insurance companies would normally cut my bill anyways!
· The only problem w/ this scenario is that I have to give this patient $4,500 worth of care by law.  So after receiving the $2,500 from the patient up front, I will still be treating this patient for NOTHING for up to 8 months down the road (or however long it takes to reach $4,500). 
· After a while, docs on this type of practice will get tired of seeing patients for nothing and will begin giving substandard care (assembly line).  Docs will let patients “ride the tables” (lots of PT and little adjusting – anything to rack up the bill).  
· Moral of the story is that cash practices work, but the best mix is 70% insurance and 30% cash.     
LEASES – I missed part of this class, so you may need to fill in the blanks

· I will deal w/ leases for office space and possibly equipment.  What do I look for in a lease and what terms do I want in a lease to cover my assets?

· Death Clause – 

· This addition to any lease concerning office space can give a beneficiary of the deceased who is contracted in the lease a 30, 60 or 90 day period of time to deal w/ figuring out how to find another tenant to take over the lease or to pay the remainder of the lease after a grieving period

· Parking Considerations – Biggest concern of lessees

· These are most important if leasing office space in a strip mall or a professional building w/ multiple doctors/professionals and limited parking space.

· Count up # of parking spaces in parking lot and add up the # of employees and staff I have and the staff of the neighboring offices in the strip mall to get an idea of how many spaces are already taken up by employees and professionals.  The remaining spaces are the only ones available for patients and clients of the strip mall.  

· Don’t rent space that doesn’t have ample parking.  Try to arrange something w/ the landlord for a designated # of parking spaces…work it into the lease payment.

· Visibility – 
· Write an option into my lease to give me the ability to build/erect signage to promote my office.  Look into sign taxes, building codes and limits before building any fixed signage
· Maintenance/Taxes/Insurances – 
· On a triple net lease, make sure my % of maintenance fees and taxes are determined based on the square footage I’m renting.  Most landlords will figure in the taxes/maintenance fees of the entire office building over the tenants that lease space from him.  Example, if the taxes and fees of the office building are $5,000 and there are 5 tenants who lease equal space, then on a triple net lease, each tenant will pay $1,000 in taxes and fees on top of their lease payment.
· Now if the other 4 tenants leave, I should have a clause in my lease to not be responsible for the other $4,000 in taxes/fees.
· High Users – 
· In most leases, utilities are often figured in and split amongst the tenants.  If so, I need to add a clause to my lease to guard against “high users”.  These are people who rent space and use the majority or a high amount of the utilities (water, electric…)
· If one of the tenants is lighting store and keeps multiple lights on constantly, I shouldn’t have to pay for a portion of their electric bill.  Another example may include an aquarium store that goes through hundreds of gallons of water a day.  I shouldn’t have to pay for their high usage.
· I should try to get the landlord to split utilities in order for each tenant to pay for what only they use.
· Restrictive Clauses – 
· I can also ask the landlord to restrict the tenants who he leases space to and who may set up shop next to me.
· The last thing I need is an adult video store to open up next door to me…bad for business! 
Buying or leasing equipment…what’s best for me?

· Most of us will lease b/c we have no $$ and we can make lease payments easier than we can get a loan for an outright purchase of equipment.

· Leases are always more expensive but it is more feasible at 1ST for most new docs.  

· There are 3 options available for equipment leases:

· 3,4,5 year lease terms are available - at the end of the term, I can give the equipment back (or)

· At the end of the term, I can buy the equipment for 10% of original price (or)

· While the lease is being drawn up, tell the leasing company that I will buy the equipment at the end of the lease term but not for 10%.  I can buy the equipment for $1 if I wanted to b/c that 10% thing that lease companies throw into the agreement is total gravy to them.

· I can continue to lease the equipment for a term of 1 lease payment/year for so many more years

·  W/ leases, I can give the equipment back at any time if I get into financial difficulty.  I will just be out the $$$ I paid toward the equipment.  This way, leases are safe b/c I won’t have any credit problems when later on down the road I want to get a loan or buy equipment.

· The downside of leasing equipment comes into play w/ warranties.  Once the warranty expires, I will be responsible for any repairs or maintenance needed through the remainder of the lease.  

· The upside is that all lease payments are tax deductible.  If I buy equipment, I can write off depreciation expenses on my taxes over a long period of time.

· When agreeing to lease terms, I must consider the Lease Factor…this is negotiable.  The lease factor is the figure that leasing companies use to determine my lease payment.  If I know the lease factor, I can figure out my own lease payment – NEED TO KNOW FOR EXAM

· LEASE FACTOR (x) PRICE OF EQUIPMENT = MONTHLY LEASE PAYMENT

· Example: If I want to lease a $12,000 table for 36 months w/ a lease factor of .37, what will my monthly payment be?  $12,000 times .37 = $444/month
· At this rate of $444 for 36 months, I will be paying $15,984 for a $12,000 table!  
· Now at the end of this term if I agree to the 10% buyout of the original cost ($1,200 + $15,984) I will pay $17,184 for the $12,000 table.
· So, leases are always more expensive than purchasing.  The key is to get the lease payment down to as low as possible by negotiating the Lease Factor.
NEW PATIENT ACQUISITION: 

· When I graduate and find a location, I have to get myself known ASAP (marketing).  If I don’t have the $$$ necessary to heavily market to my area, then maybe I should work w/ or for someone initially.
· What does it take to acquire NP?  There are many factors involved such as time, location, personality, brand, motivation…etc.  Motivation is the biggest factor.  
· My NP load is directly proportional to my motivation and effort

· Most consulting groups will agree that the more people I know, the higher the probability of gaining NP.  I need to go to where I want to go upon graduation.  There is no benefit for me to stay around here for a while if I really want to setup shop in Colorado…get my ass to CO and start the marketing and networking process ASAP.
· Dr. H suggests that it takes anywhere from 500 – 2,000 patients to flow through my practice to get it to the point of a “referral” practice.  This can take anywhere from 3-5 years to accomplish.  A referral practice takes less effort on my part in terms of marketing and it is also cost effective for me as well.  A referral practice is what Dr. H calls a “bird dog practice”…train my patients to “fetch” patients for me.
· Ideal patient base for a new doctor is about 500 NP in the first year.  Most stats say that it takes about 5-7 years to acquire 500 NP.  This is less than 100 NP per year or 8 NP per month.  This won’t be enough for me to grow my practice, but it is a place to start.
· The best way to reach 500 NP quickly is to market and advertise according to my personality
· These 500 NP are my bird dogs.  If I can’t get to 500 NP in the first year, the next best thing is to meet 500 new people by introducing myself to as many people as possible and following up w/ them.  The more people I know and the more people know of me, the higher the chance of me reaching my NP goals.
· How do I meet 500 new people in as short of time as possible?  There is a format and script below for doing just that.  There are 2 different types of scripts…one for businesses and one for residential.
· Business/Commercial – 
· Start w/ an area of 3-5 miles from my office and pick the best time of day to meet the local business owners
· I will need to type up a one page “brag sheet” on myself and my new practice and some of my credentials.  Go to the local newspaper and meet the people in charge there and get info on advertising in their paper w/ a health column.  Then, ask them if they could run my brag sheet as a “news item” or “news ad”, which are usually done for free.  
· When the paper and my ad comes out, cut out my ad and go to Kinko’s and make a ton of copies (500-1,000) on odd shaped colored paper.  
· Now I am ready to introduce myself to the local businesses.
· Remember, this is just an introduction and a meet n greet…no exams or other stuff.

· Here’s the procedure for introducing myself to local businesses…
· Walk into a business and ask if the owner is there.  If he/she is, ask if I could speak to them for 5 minutes.  If he/she isn’t there, ask for a better time to meet w/ them.
· “Hello!  I’m Dr. _______.  I’m a new chiropractor in town.  I’m not from the area, so I am trying to meet as many people as possible to let them know that I just opened up my practice nearby.  Here is a copy of an ad that I ran in the local paper, maybe you’ve seen it.  It tells a little bit about who we are and what we do at ___________.  I would like to leave this ad w/ you and I would like to offer my services to you and your staff/employees if you ever need them.  Again, I’m new in practice and I have plenty of time for NP.”  
· At this point, my introduction is finished.  I now need to get to know them for a brief instance.  Get their name and what they do and ask for something from them, such as a menu, business card, product, price list…and that is the extent of it.  Always finish w/ a “thank you for your time” and be off to the next business.
· Before I go to the next business, write down the person’s name that I spoke w/ and the company name in a notebook.  At the end of the day, run by an office supply store (get to know them too) and get some blank thank you cards.  Handwrite a note to every owner/person I met that day and throw in a business card and mail these notes out.  People love getting cards in the mail.  Sample TY note below…
· “Joe, I wanted to thank you for meeting w/ me the other day.  I appreciate you taking time out of your busy schedule to make me feel welcome in the community!” 
· Now everyone I meet and send TY cards to will also be put on a mailing list in my office.  For the next few months, I will send these people pamphlets, newsletters, health topics and so forth to try to spark some interest in my practice.
· Always keep my notepad w/ names, addresses and business names handy (glove box).  That way, if I go into a business for lunch, for services or whatever, I can talk to people and call them by their names and build that chemistry.
· There will be times when there could be confrontations and I need to know how to handle them.  Here’s a sample…
· “Nice to meet you doc, but I already have a chiropractor.”
· My reply may be “Oh, I’ve heard of him/her and I’m glad that you are benefiting from chiropractic care.  If he/she is ever unavailable, feel free to give me a call so I can cover your needs in the meantime.”
· Never ever bad mouth another doctor in front people.  This makes me look bad and this will spread like wild fire.
· Residential Introductions – again, the main goal is to introduce myself, not sell anything!
· Door to door in a neighborhood w/ the same format as Commercial/Business
·  “Hello, I’m Dr.____ and I just opened up a new chiropractic office at (address).  I’m not from this area so I’m canvassing the area in order to introduce myself to as many people as possible.  Here is a flyer (ad) that you may have seen in the local paper.  My staff and I are proud of this ad and I would like to leave it w/ you.  If you ever need our services, you can reach met at this #.  I’m new in practice and have plenty of time for NP.  Thank you for your time today!
· Remember these common sense points when going door to door in a residential neighborhood
· Never go inside
· Don’t sell anything, don’t do exams, don’t offer free anything!  Just introduce myself
· Don’t walk on their lawn
· Don’t ever talk bad about other doctors
· Another route I could take in trying to meet as many people as possible is “mass mailings”.  Most of these end up in the trash, but a good return on this investment is a 1-2% response rate.
· When it comes to marketing myself and my practice, there isn’t just one good thing that I could do to produce all the patients I need.  I need to do everything possible to get my name and my practice known.  When I’m not busy in my office, I should be marketing!
· Here are some other suggestions in how to acquire NP…
· Mailing Lists – 
· As explained before, every person I meet should be kept in a notebook for future reference.  I should also put all of these contacts on a mailing list and periodically send them chiropractic information
· These lists should be updated every year to weed out those who never respond.
· Mailers have a much more profound effect when the person receiving them knows me or has heard of me.  
· Mailing lists are a long-term marketing commitment, so don’t discount people in a few months if they don’t respond…some may never respond.
· Fundraisers – 
· Get together w/ local groups (civic and political) and help w/ fundraising efforts.  This is a form of indirect marketing for my practice.  People will see my name on the fundraising pamphlets and will see me actively participating and people will remember these efforts.  
· I can start by going to the campaign headquarters and asking how I could help in their efforts.
· I could also help out in times of local trouble, deaths, cancer walks…etc. 
· Best source of NP are my present patients – 
· I should focus a great deal of attn on marketing to the patients I currently have.  Get to know them and their families and friends and constantly ask for referrals and why I haven’t seen their kids or spouse or best friend in my office yet.
· Initially, pick extroverted patients and market to them for referrals.  This is my best shot at actually getting a referral.  If I pick someone who is shy and introverted, my chances of this person opening their mouth and offering info about their chiropractor are very low.  
· Satisfaction is the key to patient referrals.  Pick past patients whom I’ve helped and market to them as well.
· These present and past patients will be targeted for reminders for referrals.  Get them on my mailing list as well to keep this spark in their minds.  
· So, the 3 groups of people that I can market to for sources of NP are…
· Present patients
· Past patients
· Other people – mailers, door to door,…etc.
· Since my present patients are the best source for NP, I need to spend time w/ them to teach them about the importance and value of life-long chiro care for themselves, friends and family.  How do I capitalize on my present patients for referrals at next to no cost to me?  
· MANDATORY NEW PATIENT ORIENTATIONS 
· Fit this into the normal ROF process…explained below.
· NP comes in for initial visit.  See the patient the next day for ROF and go through this process.  During the ROF, tell the patient that there is a mandatory NP orientation that will wrap up part 2 of their ROF.  At this point, explain the time/date of the orientation and what to expect (bring spouse or friend).
· When patient comes back in for next visit, don’t emphasize their C/C (it’s subjective anyway).  Rather, talk to them about ADL and how their day is going.  If patient starts talking about their C/C, re-route them by saying “I don’t doubt that”.  Also reinforce the need for the orientation.
· I can go online or read texts on how to design and present an effective orientation.  The goals of this orientation class are…
· “Tonight I want to speak to you about chiropractic, your spine, how we get sick and how we get well.  The purpose of this orientation is to emphasize the importance of life-long chiropractic care for you and your families.”
· I need to know my audience and their complaints and backgrounds and tie all that into the orientation.  I can even ask patients to tell the others in the room about their specific problems and how chiro has helped.
· Points to remember when giving orientation class:
· Have old x-rays or teaching films to put up as props
· Best place to hold orientation is in the exam room w/ all the charts, posters, models, props…etc
· Tie in the fact that dentists promote life-long care for their patients and how our spines and nervous systems are much more valuable and important and should be treated w/ the same approach.
· Make an analogy of the VSC to going away on vacation and not having anyone to water your plants.  Over time the plants begin to wilt b/c they aren’t receiving the vital water that they need.  When we return, we see the plants are wilted and browning.  First thing we do is give them some water and w/in a few days, they are back to normal again…VSC works the same way w/ out entire body!
· Use a rubber band analogy on your finger to demonstrate the VSC
· Try to get a large light bulb and a dimmer switch to show increased/decreased nerve supply
· Get a large piece of underground cable w/ thousands of tiny wires inside and make the analogy of that cable to our cord and our nerves
· Give the Christopher Reeves story to help touch on the point of structure/function and the importance of a proper functioning nervous system w/o any interference
· These lectures build incredible chemistry b/w me and my patients and also amongst my patients.  This will help to build patient compliance better than anything else.
· At the end of the exam put the plug out there for referrals of family and friends.  Make an offer for everyone who showed up for the orientation to bring their spouse, kids, or a friend in for a complimentary exam to check their spines…key is to date this offer for no longer than a couple weeks.  Here’s a sample closing script…
· “Now our time is just about up.  I want to finish tonight’s orientation w/ an offer for all of you.  You all have the opportunity to refer your spouse, your children or a close friend to the office for a free consultation and examination of their spines for VSC.  This is absolutely free and no out of pocket expense for you or them.  This is my gift to you for attending tonight’s orientation.  Are there any questions you would like to ask me before we finish?”
· Every so often a patient will fight me about attending the mandatory orientation.  How do I handle this?  Well, I can either tell them that this is part of my office procedure and that I can release them from care if they don’t want to comply.  Or I can just make a note in their file and when they begin asking questions and feeling like they aren’t getting better, go back in the notes and explain that all of their questions could have been answered in the orientation class that they decided wasn’t important and didn’t attend.
· The best way to make these orientations mandatory is to give the patient their ROF and once the CA takes over and brings the patient up front to schedule their next appointment, have the CA make the appointment for the orientation class as well on a separate colored piece of paper w/ the following info…
· “This is a reminder for (patient name) that the spinal orientation class is scheduled for (date and time).  This is a mandatory orientation class for all new patients and failure to attend will result in immediate dismissal as a patient from this office.  All records can be made available for patients to take to another doctor of their choice.”
· People want their doctors to be experts.  People who lecture (or give orientation classes) are assumed to be experts.  By giving these orientation classes, I am lecturing and I will be perceived as an expert by my patients.  These lectures also build excellent chemistry and patient compliance too.
· I need to schedule these orientation classes w/in a week of NP care.  During this period of time, most patients won’t question a new doctor, but if they get to know me and get the vibe that these lectures aren’t that important, then I will have a harder time w/ compliance and attendance.
· I should also try to speak at local organizations and clubs to gain more promotion of my practice
ADVERTISING:

· The marketing and advertising efforts of a “Service-Based” business are different than the efforts of a company that provides goods to the public.  The difference is in the format of the ads.

· 3 types of ads that work well for Chiropractors:

· Image Advertising

· These are ads that display my name to the public for recognition purposes and to build my image in the community.  These ads help to support my other advertisements.

· Examples of this type of advertising include sponsoring/volunteering for events, helping to raise money for local charities…
· Educational Advertising

· This is how I advertise the benefits of Chiropractic for common ailments.  These ads include flyers, posters, newspaper ads and health columns explaining how Chiropractic can be useful for “low back pain, headaches, sciatica, scoliosis, pregnancy…”
· Most docs do this type of advertisement in their own offices by offering pamphlets, posters, models…etc.

· Call to Action Advertising

· This type of advertisement is geared towards peaking people’s interests in Chiropractic by offering a service or event (w/ a cut off date)

· Examples…free x-rays for all NP in the next month, free thermography screenings, free consultation and exam for immediate family members following the orientation class…

· Car dealers do this type of advertising all the time.  These would include “4Th of July Sale, President’s Day Sale, Tax Refund Day…”

· The worst thing I could do when it comes to advertising is to mix all three types into one ad.  This becomes very confusing to the patients and is done quite often.

· Spinal Screenings are also a common way to advertise for next to no expense.  The problem w/ these screenings is the image that is perceived by the people walking by.  If I setup a little booth at a mall or someplace similar, I may only appeal to a small % of people who are “just looking around”.  

· Think about it.  Would you want to choose a doctor to treat you that you met in booth at a mall?  Most people avoid mall booths.  The perception has to be right.  

· Spinal Screenings are useful but should be done in a different environment, like at a community event dealing w/ health such as a Cancer Walk, a bike ride, marathons, sporting events…I’ve even seen new docs setup a space at a town fair and demo his new thermography unit and gave out scans/printouts to anyone who was interested.  Most new docs will do these and most old docs won’t b/c they don’t have to.

· Best place to do these screenings is at a Health Fair or other health related event.  Spinal screenings are about as productive in producing NP as mailers.  A 1-5% return is considered “successful”.  

· We do need to promote ourselves and market our practices ourselves b/c Chiropractors don’t have anyone else pimping for us.  You’ll never see an MD doing screenings b/c he/she doesn’t have to.  They have TV ads, pharmaceutical reps and countless other avenues out pimping for them.  We don’t have that luxury…yet.  

· We spoke a little about a DC/MD clinic and what the advantages/disadvantages would be to that.  The main purpose of this arrangement is to circumvent the crummy insurance laws that are out there.  The problems come in w/ the following scenarios…

· All NP must first see the MD before the DC can do anything

· Chiropractic becomes a “by prescription only” adjunctive therapy like e-stim and ultrasound

· The DC can only bill for services under the MD’s provider # if the MD is in the office or if the MD performed the coded procedures

· Many MD/DC clinics have had legal and personal issues ruin the arrangement.  There is a lot of scrutiny by the government on these types of arrangements so if this is what some of you want to get into, be very certain that everything is legit before opening up…Dr. H read some articles about DC’s getting caught in the middle of some tax and fraud issues and are now sitting in prison.

FORMS OF CHIROPRACTIC PRACTICE:

· We will talk about Solo practice, Associate positions and Independent Contractors

· ASSOCIATE – 

· An associate is basically an employee of the other doctor.

· The associate has all the benefits of the other employees of the office like the CA and OM

· The IRS will require certain actions by the employer, such as…

· Employer must withhold income taxes and pay them to the IRS every pay period or every quarter.

· Employer must withhold all SSI, Medicare, State and Local taxes as well

· As an employee, I am responsible for the rules set forth by my employer such as work hours, office procedures, my job description and responsibilities…

· Disadvantages of being an Associate:
· Associates cost the employer $$$.  I am considered a new DC w/ zero practice experience and I also need coaching along the way
· Lengthy contractual agreements affecting what I can/can’t do during and after my employment w/ this doctor
· Can become a crutch for a new DC.  An associate may get used to just being an employee and may have no real incentive to be productive 
· Vicarious Liability comes into play.   The employer may be held liable for the associate’s actions
· Advantages of being an Associate:
· Guaranteed monthly income for the associate right out of school and no out of pocket expenses
· Guaranteed guidance by the hiring doc to coach me along the way in Chiropractic business
· I may find an Associate position from docs who are ready to retire, want to cut back on their hours, are burned out or want more personal time.  It is common to find Associate positions in a multi-doctor office.
· INDEPENDENT CONTRACTOR –  

· An IC is a doc who rents space in an established office from another doc for the use of space, equipment and staff.
· An IC is not an employee of the doc they are renting space from…he is a tenant w/ a contract
· Disadvantages of being an IC:
· The stimulus may not be there for the IC to really hustle like a solo doc would.  The only expense an IC has is to pay “rent” to the DC who is letting him use his space, equipment and staff
· Youth can be a disadvantage b/c patients relate age w/ experience
· Advantages of being an IC:
· An IC has immediate use of space, equipment and staff along w/ the atmosphere of a busy office to take advantage of
· IC doesn’t have any startup fees to worry about like a solo doc would
· Overhead floats every month depending on what the IC brings in.  This is usually a 50/50 deal…The IC will take 50% of what he makes and he will pay the other DC 50% to cover the expense of rent, use of equipment and staff.
· The IRS determines if an arrangement/contract fits their criteria of an IC or an Associate.  The IRS wants to get as much $$ from taxes as possible, so they will find a way to do so.  To be a true IC, I must comply w/ the majority of the following determinations set forth by the IRS…
· Sufficient lack of control over the IC by the Dr
· The IC has their own established trade or profession
· No supervising the IC by the Dr.
· No right to fire an IC b/c he/she isn’t an employee
· No fixed or set hours
· Each IC has his/her own personal file containing business cards, stationary, training, certifications, hours of operation…
· IC has his/her own independent Federal Tax ID#, Medicare Provider #, Insurance Provider # for billing purposes
· Dr doesn’t provide or offer any benefits to the IC
· IC is responsible for obtaining and paying for all licensing fees, seminars, training…etc
· IC will receive no training or direction from Dr he/she is renting space from
· IC must provide his/her own services personally – can’t see other doc’s patients w/o an agreement drawn up
· IC is not paid by doc he/she is renting space from based upon hours worked
· IC must lack any investment interest in the facility he/she works in
· IC must be able to make a profit and also suffer a loss
· IC can work at any facility or office he/she chooses whenever he/she chooses
· IC can relocate wherever he/she wants to – no restrictive clauses
· IC must do his/her own marketing
· IC can’t claim attachment to the facility in which he/she works
· Dr. H says that a 65% collection rate is average for a new doc in his/her 1ST year of practice
· This concludes the entire semester of Office Management…hopefully these notes will be of great benefit to you all, not just for your grade but for future reference as well…Good Luck - STEVE
--STEVE’S NOTES--
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