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Reviewed syllabus.  No notes.
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Dianna’s notes

Costs to set up an office.

1000 square feet –


Rent


$500


Equipment

$750  ($30,000 initial purchase – making payments on it)


Utilities

$150


Supplies

$200


Postage

$100


Office Insurance
$50


Malpractice

$100


CA – part-time


Miscellaneous
$100


Marketing

$400 for the first year

$4000 - $5000 to live on.

Practice insurance – join a consulting firm.
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Categories – 5 personality profiles – repeat of Tri 1 information.  The other category – energy people.  It exists in chiropractic but really isn’t a chiropractic practice.  They don’t do anything that is close to chiropractic.  They are looking for a non-allopathic profession and are looking for a way to bill under chiropractic insurance codes.  They accept the chiropractic philosophy and would like to have chiropractors include them in the philosophy.  There are seminars, etc., that add validity to what they do, but it still isn’t actually chiropractic.

Art of chiropractic is not a concern – it is valuable for those who want to be chiropractors but it probably isn’t found in the Category 6 people.  

Most of our profession has concluded that there are different personality profiles and we are the ones that make it up.  Those that we get along with share our same profile or fairly close to it. 

There are colleges that are one way or the other – Sherman is a “Straight” college; National is much more “Medipractor”; Logan is more in the middle therefore it produces more of the middle of the road chiropractors.

Article – Dr. Reggie Gold – Dynamic Chiropractic July 10, 2000 – “The Third Paradigm” – Reggie is a #5 – very straight, traditional chiropractor.  Look up a few of his articles – he is an icon in this profession – chiroreggi@aol.com.  He is like BJ Palmer.  His wife is Irene Gold.  Get this article – Dr. H. will refer to it throughout the trimester.

Paradigm #1 – Chiropractic cures all disease.  BJ and DD promoted this.

Paradigm #2 – Some sick people get better with adjustment, some require medical intervention.  Most chiropractors are of this paradigm.  Depends on diagnosis – good information in the article.

Paradigm #3 – No disease treatment at all – non-therapeutic at all.  Every subluxation causes some sort of nerve interference = change in structure = change in function.  Therefore, the absence of subluxations is beneficial.

Paradigm #1 and #2 are about backache; Paradigm #3 is about health.

Recommendation from last week – everyone should become a member of a chiropractic management firm.  We need to learn a lot and we have to learn as we grow.

Practice Restraints – things that are not conducive to practice growth (you are either doing them or not be doing them).  

1. Being a cash practice only – cash basis.  Expecting/demanding payment at the time of visit from the patient.  This is also the best scenario any of us could practice in.  It is harder to make it work and there is less income.  The first 5-7 years. Dr. H was a cash practice because there was no insurance coverage in the state when he opened.   Patients expected to pay cash then, but not now.  There is no rule that you have to be all or nothing.  The alternative is the insurance game.  PI won’t ever pay out of their pocket.  The rest of the insurance usually includes a co-payment (usually 20%-50%) which would be cash.  The insurance companies want to get to the 50-50 ratio for anything out of the hospital.  They do this with the deductibles, their allowed charges vs. the billed charges, etc.  (Billing – last trimester)  
We don’t know how to do it and he can’t teach us in a classroom.  Why would the patient come to you?  We are handcuffing ourselves by doing cash only.  We need the first 500 people to learn how to do it.  He will show us a way to do it before the trimester is over but it won’t be easy.

People spend their money on their necessities (food, clothing, shelter – mortgages, credit cards) – Dr. bills hit the list somewhere between #10 and #13.  If patients have insurance coverage that covers chiropractic care, go out of your way to make it work in your practice if it is worth it.  If not, trash it and put them on a cash basis.  (Medicare is one of those that you probably want to trash – in most areas they only get 12 visits per year – not worth it)

The average family (4.25) last year was in debt $12000 on their credit.  They spend $1000 more per month than they earn.  

Those who have a cash practice – the patients have a different perceived value of what the Dr. can do FOR them rather than TO them.  That brings them up on the bills list.  Explain to them what they can expect in the future – it changes their priorities.  The Yuppy group has the least amount of available cash – the older people (65 y/o and up) have the most available cash (everything is paid for, the kids are gone, 
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Practice Restraints –


Cash basis – down side for the DC is the lack of experience to do it; the fact that patients have insurance and want to use it and they will go to someone who will accept their insurance rather than pay you out of pocket.  


How can I make it as easy as possible for my patients to come into my office and taking my advice, getting well, and making referrals?  This is what we should ask ourselves.  If that means making the patient’s insurance coverage work in our practice, then do it.  You don’t have to be all cash or all insurance.


**We live in a credit society.  The average family is spending about $1000 more each month than they earn.  


Practices on a cash basis have a greater tendency to treat the patient’s pocketbook rather than their back.  We will be more lenient on the fees and the care than they would be if you were utilizing their trade.  People who are on cash have a lower fee entry and structure, typically have to see 30-35% more people each day than they would have to do if they accepted insurance.


The average goodhearted DC will look at the patient’s wallet and not what the patient needs.  This is usually UNDERTREATMENT.  


The best two scenarios are complete chiropractic insurance – comparable to medical insurance – or NO coverage whatsoever.  None is better than a little bit of coverage.  They come into the practice expecting to have to pay cash.  In the 80’s the insurance companies paid for everything.  The insurance companies paid 80% of the bill as long as it was usually and customary and reasonable and necessary.  In the late 80’s and early 90’s the HMO thing started happening.  This changed the percentages, deductibles increased, maximum visits were set, etc.  People now want only what their insurance will cover.  Most people now also don’t have coverage that will pay for their chiropractic treatment.


**Poor for referrals.  If you lay out the treatment plan for someone and it costs $2600, they will be willing to do that for themselves.  Most families don’t have that kind of cash lying around so they say that when they are done their wife/sister/daughter will come in.  Most of the time that won’t happen.  Those of us who are philosophically grounded and can effectively communicate the need for chiropractic will be able to pull it off.  You need to own it.  They know whether you know what you are talking about or not.  


**People today more than ever before, feel that if they have insurance coverage you should accept it.  

Office Management

1-16-04

PRACTICE RESTRAINTS

1. Cash practice – a greater tendency to treat their pocketbook and not their back.  Don’t do this – they wouldn’t be lenient on you if you needed their services.  You need to see 30-35% more patients to receive the same amount of cash.  It is poor for referrals.  If works for people that are philosophically grounded and can communicate chiropractic.

2. Not performing a consult, exam (chiropractic) and final report (report of findings) – this ROF shows a 90% increase in compliance.  The Marlowe procedure – Consult/Exam/Report/First adjustment/End Condition based care and move to lifelong care.  Make it organized and do one thing at a time.  They should not be accepted without looking at the findings.  See them the next day.

3. No sound insurance procedure – don’t off credit without going to collection.

4. No pre-scheduling – tell them the day and the time for the next 12 weeks – give them a small yearly calendar and put one on the back of the daily notes (SOAP) – you will get 80-90% increase in compliance.  If they go home, they won’t call to reschedule because they will get too busy, etc., they won’t get well and it will be a negative experience.

5. No sustained procedure for continued care.

6. No self or practice promotions.

7. Untrained staff – should have a 2 hour orientation.

8. Office design

9. HMO/PPO and managed health care

10. On-going management consulting activity.
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Practice Restraints

10. No on going consultant group relationship.  We should be able to call those we have developed a relationship with because things change so often and there is no way we can learn everything in the first year we are with them.

The failure of businesses doesn’t have anything to do with whether you can adjust or not – it has to do with marketing, business sense, etc.

The first ten weeks of our business, eliminate one of these ten things each week and we will be successful.

CONSULTATION EXAM AND FINAL REPORT

There has to be a procedure to follow – change it as you learn.

Categorize all new patients – three different types –


1.  Condition based – they have a condition they want you to treat


2.  Preventative and Maintenance care


3.  Wellness care – 

99% of new patients when we start our practice will be #1s.  As you educate your patients and develop a relationship, you will get #3s.  #2’s are related to #1s – it’s their treatment plan.  

We will address the #1s mainly.  The goal is to get the #1s to #2s and get all the family of #1’s in as #3s.

At one time, there was only #1s and #2s because wellness care was in #2.  The difference between #2 and #3 – maintenance care is to maintain the correction for the condition they originally came in with.  Preventative care they can relate back to their condition.  (Mrs. Jones – sciatic R leg, L5 instability, leg deficiency, some can be corrected some can’t – can help symptoms – still have a residual problem – preventative maintenance care for L5 to keep it from degenerating further or as quickly).  Wellness care – “I can take care of the entire spine, even those without complaint; adjust accordingly based on findings; for the purpose of keeping the spine normal so physiological and biological functions can continue.”  This is a new paradigm for people.  Best example, Mrs. Jones comes in with an old injury that you address and help her with and she wants maintenance care to continue to feel good, then you talk to her about the rest of her family – 3 kids – wellness care – bring the kids in for preventative care (they think allopathically).  We educate the patient and they will bring in their family – “Let’s check them periodically so they don’t get the degeneration like you have.”  You can also address how to help the family members stay well.

Categorize patients – from the “front desk” perspective.  CA will probably want to do what you do as far as education to the patient.  They need to be congruent with you.  They need to be organized.  To do this we need “Procedures”

Assemble files for new patients –

1. Personal Injury/Workers Compensation – most of the paperwork is the same – the paperwork you need, want and what is required by the state.  If you don’t need it as you go through it, take it out and refile it.

2. Major medical/Health Insurance – different paperwork (i.e. not on-the-job injury report, accident questionnaire, etc.) – put in what you will need, want, required by law to have

3. Cash patients – there is no personal injury, workers compensation or health insurance.  The paperwork is from a “front desk” perspective.  Few papers in here by comparison.

4. Possibility of this group – Medicare – sometimes considered a #2 – a whole different set of paperwork.  Bound by federal law – there are things in there that aren’t in any other file due to the federal requirements.

5. HMO/PPO participation – if you have a large volume of these patients you may want to have another set for them (Dr. H says in his practice it would have to be 20% or better) – only do this if there is real specific paperwork necessary and you do a large volume of these patients.

Color coding for each of the group – in his office they put stickers on the manilla file - it reminds each person of their responsibility for that particular type of case.  

First categorize the patient and then implement the procedure for that type of patient.  The categorizing is usually done on the phone.

Over the next few weeks:

Consultation – Exam – Final Report – First Adjustment – Release from Condition Care – Transfer to Life Care

In the consultation you let them know all this – what you plan on doing, what you feel you can help them with, educate them for shift to maintenance/wellness care.

There are many short-coming of a condition based practice – that is where we are but that isn’t where we started – He wants the patients to think the way he thinks.  The closer they are to our way of thinking, the closer relationship we have with them.  (Friends, spouses, etc.)

How do we adapt this to our practice?  Don’t change this procedure that we are being taught this semester.  It will work – it is an art.  Building a successful practice is a science and an art based on a philosophical construct.  We can change the technique of making it work in our practice.
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The Third Paradigm – by Reggie Gold – good reading

Categorize patients from a front desk perspective – insurance, worker’s compensation, PI, cash, Medicare, etc.

Consultation -> Chiro Exam -> ROF -> 1st Adjustment -> Care following Treatment Plan – good for Preventative/Maintenance/Wellness Care

Most patients will come in with conditions.  Follow the above format – it has been proven successful.

A pre-consultation – done by the CA – Why

1. To categorize the patient (can be done on the phone)

2. Explains how their category works in your office.  Review their reason for being there – then in 1-2 sentences describe how this is done in our office – “Let me tell you how health insurance works in our office” – end of conversation – takes 1-2 minutes.

Dr. does the consultation – NOT an intern or the CA – it’s more personal and it will build the practice.

CONSULTATION


Building a practice is a science and an art.  It takes time to perfect.  Art is the ability – science is to know when (i.e. when to be confrontational with the patient)


Metaphor – Baseball/wiffle ball game.  If it happens at your house, you get to make the rules.  You have to make them semi-conducive to practice building.  They also have to be conducive to people saying yes.

History and consultation gets you to the differential diagnosis.  One thing more important than that is CHEMISTRY – you need people chemistry with the patient.  The relationship goes nowhere if you don’t develop that – there’s an art and a science to developing this chemistry.  It’s simple to do – we just let it unfold most of the time.

Metaphor – Personal Relationship


Consultation = Courtship/Dating


Exam = Engagement


Report of Findings = Wedding

Consult – intention is to get information and allow the chemistry to occur.

1. How the office is set up

2. What do you look like?  Act like?  How do you present yourself?

BEFORE the pre-consultation will set the stage – a presentation of who you are.  The patient needs to think “This is a good place” – the receptionist and CA get them in this mood.


CA and receptionist – happy grounded, personal life crap is not brought into the office (mom dies, kids are sick -–these are different – not a daily thing).  Tone on the phone is important.  You can teach someone how to do a job but you can’t teach them the happiness and joy of life.

CA – categorizes the patient on the phone


NP form – filled out by the CA without the patient knowing – done in a conversation style not a questionnaire style.



Name, address, phone number, who referred them, what the problem is (OPPQRST), have they been anywhere else for treatment – if so were films/lab tests done – can you bring them in with you so the Dr. can look at them; insurance “I’ll verify it for your,” “when you come in I’ll review that with you”, “I can give you a choice – Monday or Wed – OK Mon.  Morning or afternoon?  OK afternoon – 3 or 3:30 – OK your appointment is for Monday afternoon at 3 pm.  Could you come in about 20 minutes early to fill out the paperwork?  Get the office, home and cell numbers in case something changes.

CA – use the patient’s name before the patient says anything – using deductive reasoning you can determine that this person is probably your 3 pm patient.  “You must be Mary Smith.  The Dr. has been expecting you.”  Stand up to greet them.  “Mary I have some paperwork for you to fill out.  Have a seat in the waiting room.  I’ll be right out with it.”

“Read this please – it’s our office procedures and explains how things are done here in our office.”  CA breifly explains what they are about to read.  When they bring it back up to the desk, tell them how long it will be before the Dr. sees the patient.

Back to dating – on the first date with a new person.  Say they are due to meet you at 7 pm and doesn’t show up until 7:30 – how do you feel?  You ask questions like – Are they dependable, etc.  At this stage of the game we don’t know what we can get away with.

We don’t know the boundaries with the patient and they don’t know them with us.  We need to establish them.

If they are continually late, the CA talks with them and says “We’ll just schedule you a little later – it throws the Dr.’s schedule off.”  In Dr. Hillgartner’s office, if you are late regularly he makes you wait until he can get you in.  Others that are on time are seen first.
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Consultation/Exam/Final Report


Review last week’s notes – a lot of the consultation can be done on the phone.  Have a list of questions for them to ask in a conversation-like form.  Office staff greets the patient as they come in and introduces how the office works.  Have a “New Patient Explanation” that they read in addition to what the CA tells them.  They should do this before they fill out their confidential information.  You then repeat the general information in the first couple of visits to reinforce everything.


Get a copy of what he has in his office – his is lamented so he doesn’t have to make lots of copies.  They read it first. 
In this explanation – tell them that you are in charge – “If I can accept you for treatment” – you have a choice in accepting them just as much as they have a choice in coming to you.


Business Policies of the Office – again, get his copy and work it up for your office.  Relationship is with the patient, not the insurance company, unless you are a provider of the insurance company – then your relationship is with the insurance company.


These 2 items lay it out so they know what to expect.

Pre-consultation – CA has categorized the patient and they are waiting to see you now.

Consultation – done in a consultation room – not an exam room or a treatment room.  Nothing to do with treatment.  

Consultation


Exam

ROF  1st Visit --( rest of the relationship 

   Dating/Courtship

Engagement
    Marriage( rest of the relationship

If you do everything on the first visit, your patient retention will go down.  This process will increase your odds to 95-100% for repeat business.  

HOW TO WIN MORE THAN YOU ARE LOSING!!!!!!

When your new patients don’t come back, you may never know why.  If you are grounded in the Consultation/Exam/ROF you will be OK.  Don’t sabotage yourself by doing something different than the PROCESS – it may be that they didn’t come back because you look like their Dad. 

Two critical parts of the Consultation – one is you and one is the office.


Conducive to building the chemistry – this should be done on the first visit.  It is a science and an art.  They should come out of the consultation thinking the you are a “Good Guy/Gal” – a good Dr. – I like the Dr. – I like the way I was treated – I like the interest they showed in me.  There is a science to it.


You only get one shot at a first impression – it is a lasting impression.  There has to be some chemistry for there to be a second visit – kinda like a second date.  It has to be there or it won’t happen.  There is a chance that it can be salvaged, but it is easier to do on the first visit.
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You only get one shot at a first impression.  How the office is set up, how you appear and how you handle yourself in the consultation.

Spend time on waiting room, front desk, CA and consultation (also is your private office) – put together the smallest office possible and still be functional.

Waiting Room – furnishings – type of chairs, lamps, tables, flooring, decorative items, window treatments, walls (painting and art) – bring in someone you trust that is a lay person to make sure you haven’t made the waiting area sterile.  Seat 5-6 people maximum.  No plastic in the waiting room.  Steel and chrome – wood – NO PLASTIC

Front desk person/CA – a manifestation of who you are.  The patient will look at and talk to the person – the patient will judge you by the front desk person – this is subconscious but nonetheless it is there – it is important.


Consultation room – Needs a desk (a symbol of the image of who is in charge) – this isn’t to separate you from the patient – it’s to establish who is in charge.  A couple of chairs in front of the desk.  Your chair.  Should not be the “blood and guts” room – no charts – a room to talk – you haven’t accepted the patient yet.  Don’t do a mini-lay lecture at this time.  Personal library, diplomas, certifications, framed on wall – all these would be good to have in the consultation room.  Lighting (no fluorescent), window treatments, wall treatments, needs to be soothing.  This is also your office.

YOU – Malloy – Dress for Success – Health Care providers have to understand that they need to present a certain image – we are selling services – don’t downplay the dress code – you need to look like successful upper executives.  Don’t wear scrubs – it confuses the patient – it makes a different statement.  If the statement is congruent with who you are, then you are in.  Make the statement that you care – keep the office clean, keep yourself clean – it shows respect for the other person.  Malloy suggests to stay away from jeans and cowboy boots and gaudy green jewelry – stuff you would wear in Tucson – in the SW that may be OK but not in most other places.

Look at your practice profile – hire those that will fit with that profile.

What is your script?  Put it in your words – make it yours not his – have an opening and a closing for each section (consultation, exam, ROF) – it gives you a sense of beginning and ending and able to move to the next step.  Fill it in with facts relating to the patient particularly.  

Developing an art and a science for the consultation – how you do it – the KEY to do a good consultation and developing Dr/patient chemistry is to become a good listener.  This is an art and a science.  Most men are terrible listeners.  (80% bad – 20% good)  Women are usually good (80% good, 20% bad).

“We need to talk” – the four worst words a man can hear.  It really means “You need to listen” – it seems to take forever – about two hours.  

Three rules to becoming a good listener

1. Don’t write and take notes during the consultation – give them your undivided attention – you need a pen – it’s like a magic wand – start the consultation with a question (How can I help you?) – take your pen and lay it down on a pad in front of you – the patient gets the que that they are to talk and you are listening.  When they stop talking you ask the OPPQRST questions, one at a time.  To get them to be quiet, pick up the pen – they get the point that you are done – this is when you close the consultation – “Let me see if I understand what you are saying – summarize in 30-45 seconds”
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Discussion on Consultation – 

Office should be conducive to developing the chemistry between you and the patient, develop a rapport with the patient, doing this during the history gathering.  You need to present yourself professionally also.

The script – become a good listener – there is a science and an art to this – YOU (for the art) put your pen down and listen – you will have to write it down in a few minutes so pay attention – you have to repeat it back in summary to the patient – this brings the consultation to an end.  The patient knows then that you listened and heard what they had to say.  The majority of our patients we could get well without a history or an exam (if someone else already checked them out and you were comfortable that you weren’t going to hurt them) – all you do is adjust the way you would normally adjust and they will get better.  

They will tell you that something is getting better and they hadn’t even told you about it in the initial visit.  In the process of the adjustment it has gotten better and you didn’t know about it.  

In a California survey – 90% of chiropractic patients reported an improvement in ailments other than what they came into the office for!!!!!  We should be milking this for all it’s worth.  Ask the patient – did you do anything different than just the chiropractic adjustment?  This makes them think – if they haven’t then it gently drives home the fact that chiropractic works.

SO you don’t really need to know their complaint to be successful – HE DOESN’T advocate doing this – take the history, do the exam, TALK with them, LISTEN to them.  This is what builds the practice.

Developing this chemistry in a patient – three or four important steps when you meet someone:

1. Begin consultation by using the patient’s name CORRECTLY

2. Introduce yourself

3. Touch them – eye contact

4. Get into their SPACE (physical space)

Our personal space is about a 3-foot circle around us – about an arms length.  When we get into someone else’s space, there is some chemistry that occurs – most of the time it is good but it can be bad.  For the good chemistry to occur, you need to invade that space.  There are social conditions in which this is acceptable and some where it isn’t.  When you meet that new person, make sure your 3-foot circle overlaps their 3-foot circle a LOT.  There’s a good deal of good chemistry that has the potential to occur.

5. The patient’s referral (who referred them to your office) – when you see Betty tell her I said thank you – when I see him I will thank him also.  (Yellow Pages – “we’re happy you found us”)

THEN SIT DOWN – don’t stay in their space for very long.  Go around and sit at your desk to take the history.  You are trying to establish an authority at this stage of the process.

Take out your pen, ask them what the problem is that they came to see you today.  How can I help you?  Put your pen down and LISTEN.  Bring them back to the present problem.  This is where you would do a ROS if you chose to do that instead of a focused history.  Then PICK UP your pen – “I think I have it.”  Summarize – “Did I leave anything out?  Is there anything else you want to tell me?”  Then you tell them what you are going to do in your office today.  Write it up – THIS IS THE END OF THE CONSULTATION

Two important things here – LEARN TO DIG FOR CHRONICITY (do not make a mound out of a molehill, but don’t ignore it either), you MUST look for and identify perceived value.  This is the difference between a great practice and a mediocre practice.  You have to find out what floats this patient’s boat – why do they WANT (not need) chiropractic care – what’s in it for the patient?  Some patients won’t broadcast what that need is.

They come in and haven’t been able to play golf for the last three weeks.  Their attitude is that if the drugs had worked they wouldn’t be here in your office.  How do make the connection between chiropractic and gold?  When you make that, you have fulfilled their perceived value.  “If I fix this 5th lumbar, you should be able to play gold next weekend.”

Life insurance is a good example of perceived value.

Digging for chronicity – Jim Parker – Parker Chiropractic College.  Parker Seminars.  He taught chiropractic office management seminars to the masses.  Sid Williams was also very successful doing seminars.

“There are no acute conditions – there are only acute flair ups of chronic conditions.”  James Parker

Dig for chronicity – when Mrs. Jones comes in with her chief complaint (most recent episode) – go through that then go back – “when was the very first time you felt this” – as the symptoms similar?  Try to make a parallel with things that have happened in the past with where they are now.  (i.e. they’ve had back pain every five years or so since a skiing accident 30 years ago).  Keep digging and asking questions.  DJD – began 20 some years ago – not something that has happened in the last 3 months – this let’s them know that you can’t fix it in a week.

Dr. Dennis Perman – part of Masters Circle - discussion on perceived value.  Chiropractic Products – December 1999 – Perceived Value.  He has worked with Tony Robbins.  Lots of good background.  READ THIS ARTICLE.

Tell them that they don’t want to let their HMO/PPO determine their state of health or their health care.

Dr. Bruce Lipton – March 2003, Dynamic Chiropractor.  Article – 

Two models of health care that we have to learn – which one has the greatest emphasis been put on since we started our education here? 
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Consultation conclusion – after you are finished with the consultation, repeat it back to the patient.  During the consultation be a good listener, repeat it back to the patient – this will impress them very much.  Don’t write while you are listening to them.  

Office, front desk, rapport, etc. is all good.  This will make a good impression on them – creates good chemistry.

EXAM ROOM – what do you want to do in your office for this?  Fit this technique into the type of practice you want to have.  Move the patient from the consultation room to an exam room and watch a new patient introductory video (Backtalk Systems is a good one – 5-8 minutes).  Find one you like.  OR before you do your consultation have them watch the video.  Dr. H likes to do it after – his philosophy is that he personally wants to talk to the Dr first.

Memorize script for opening (previous notes)

Closing of consultation – Pick up pen and repeat back to patient.  Is their anything you would like to add.  Then tell them you are going to move them to an exam room to examine C/C.  Let them know that they will watch a video that will answer a lot of their questions (some don’t even know they have questions).  If they have had a past chiropractic experience, you can forego the video – Dr. H feels that everyone need to see the video because they haven’t been treated by him so they don’t know what type of chiropractic he does.  Ask questions about what type of chiropractic was used.

Bring the CA back to the office, put the patient into the exam room.  Tell the patient that you will see them after the video.  You can write up your notes at this time or you can see another patient.  

Must establish a perceived value during the consultation – how is the C/C affecting their lives, jobs, ADLs, etc.  “Let’s look at three areas of your life regarding the C/C – tell me what you usually do at home that you aren’t able to do right now because you hurt or are afraid it will hurt.  (Address this in the final report).  Are you at home working, working outside the home, retired?  When you are at work, tell me what activities that you have not been doing because this bothers you?  (Computer – can you do it?  Yes/No – if no then they get the idea that chiropractic will help them be able to go to work).  Address this in the ROF.  How about in your social/recreational life?  Tell me what you like to do.  Workout – can you do that now?  No – Is that a big deal?  Can we get you off that for a few days until we get you back into shape?  Address this in the final report.  

Establish chemistry, did for chronicity, establish perceived value, move them to the exam room.  WE ARE DONE WITH THE CONSULTATION.
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EXAM – first visit – we have done everything up to this point and the rationale behind those things.  The patient is now out of the consultation room and into the exam room.  This is where you get down to the charts and anatomy.  This is the “war” room.  This is where we do the work.

How to set it up – make it congruent with who you are in your chiropractic persona.  Activator person will have activator stuff on the wall – but what else do we want the patient to get out of this?  Make sure your exam room identifies what you want to teach them.  Laminated charts and teaching aids.  This is also where you will do the final report – everything you need is there.  

Get an examination table you are comfortable working on.  This room will also be used as an adjusting room so keep that in mind when you are buying the table. 

Have the patient watch a “new patient” video – Back Talk Systems by Bill Esteb – make sure it is congruent with what you do in your office.  When they are done with the video, the CA will go in and turn it off.  Gives them instruction on clothing – female patients gown up and in his office men strip the shirt off.  

Chemistry we want in this exam is the “good doctor” chemistry – not the “good guy/gal” stuff from the consultation.  

The key to the science and art of the exam is to perform a “talking” exam – talk your way through the exam – out loud – NO WRITING – bring in a scribe (CA, friend, etc.) – this is a low keyed informal talk.  This is you chit-chatting your way through the exam.  You talk to the CA and the patient will listen because they know you are talking about them.  You get to use your Dr. language.  This impresses the patient.  IT IS IMPORTANT that they hear what you are doing – it will only take about 10 minutes if you have someone to scribe it for you.  

Make sure it sound like a conversation – should not sound like a presentation – it should be like the patient is eavesdropping on the conversation.  You create a phenomenal CA when you do this – they get to see what you are really doing in the office.  The CA will reinforce what you are doing – they become an apostle/disciple of what you are doing.  They make you look good – they saw you perform and they will tell everyone – they won’t have any problem asking the patient to pay the bill.

After the exam – summarize in less than 30 seconds.  Anything longer than that is a Report of Findings.  Keep it short and sweet.  The biggest mistake you can make is jump to a conclusion on a diagnosis on the first visit.

BIGGIE – you have got instill in this meeting with the patient that you have not accepted this patient yet.  This is vital to your LIFE.  

HMOs have produced the patient mentality that THEY should accept you – you are a provider for Blue Cross/Blue Shield and they feel that you work for them – they get to dictate to you what their health care will be, when it will happen and pay when and if they want.  

To change this you have to establish that YOU are in charge and haven’t accepted them yet.  When the patient says “What do you think I’ve got?” – you have to let them know that you don’t know, that’s why you are examining them and x-raying them.  Give them some possibilities, but tell them that you want to know more about them before you accept them as a patient.  Take your own x-rays.  

Bring the patient back to the exam room – tell them you are done with them.  (If you do blood work or a UA, this is the time to do it.)  Tell them what you want them to do at home.  You need to come back an see me in the next day or two.  Let them know that they will be watching another video when they come back – about xrays and the office – and BEFORE I accept you as a patient I will review with you your films, what I think is wrong with you, what I think I can do for you, what your responsibility is in this process, how much it will cost, etc.  This is the ROF – I will make some commitments to you and you will need to make some commitments to me.  Matter has limitation – so as the Dr. you need to know where those limitations are.  
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Article – Time Factor – ICA Journal – Fall/Winter 2003 - Do We Have A Chiropractic Model?

Exam – an effective one so you can explain to the patient what is wrong with them.  

FINAL REPORT

Done in an exam room.  It should be the same final report protocol all the time.  You change the words and the script depending on the patient.  When you go through the protocol, you will have effectively communicated chiropractic to your patient.  

What teaching aids do I need to effectively communicate chiropractic to my patients?  This may take several hours over several days.  As you continue to grow (after school) that routine will be refined.  

Communicating vs. EFFECTIVELY communicating chiropractic – Did they GET it?  Use metaphors, analogies and teaching aids.  We will have many opportunities to do this.  They still won’t get the help – for whatever reason.

PROCEDURE

1. Start Final Report with a video – gets the patient “in the mood” – it gets the patient on the same page you are.  The video sets the tone.  They see what you are going to talk about.  BackTalk systems is pretty good.  Look around and see what is available.  The CA can take the child if necessary.  

2. They are going to read a written report that you are going to give them.  It should be handwritten.  That makes it more sensitive – helps with the chemistry.  You can call it a worksheet.  

3.  When you come in you take it from them and read it back to them.

ALL these need to be congruent.

Exam room should be 10X10 up to 12X12.  Put the door in one of the corners so you can use all four walls for various space.  One long wall should have a counter top (storage is OK underneath).  View box should be on this wall.  Flat exam table should be in the middle.  Small desk in the corner with TV on it.  This is where they watch the video.  A chair for the desk and one for the patient – patient watches the video and reads the written report.  Then they move to the table facing the view box with the films on it.  Get a BIG TV – makes it more important.  (Probably 19 – 25 inch).  Laminated charts are on the same wall as the view box (laminated so you can write on it with a grease pencil).  Phase I-III

Subluxation and Degeneration for the cervical and lumbar spine.

Concept Therapies in San Antonio TX – Fleet Spine – Chrome Spine – very Diversified and Gonstead friendly – each vertebra moves in whatever direction you need to so you can show them what is going on with them.
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Final Report – Video sets the stage and mood for the information following – it tells them it is important – should be congruent with the way you practice.

Written report – a handwritten worksheet that will help keep you focused.  The patient gets a copy of it and then any other information you want to give them.  

Take it back from them and read it again to them – this is the third time they get the info that it’s important.  Use visual aids as needed.  

Have a CA checklist for the first and second visits – the CA can go through and check them off as they are done.  This can go even into the third visit.  It should be clipped to the front of the file until it is accomplished and initialed.  

Handout – best time is the first visit – a “Brag sheet” on the doctor – “ABOUT YOUR DOCTOR” – tell them about you, your hobbies, your academics, your mission statement, etc.  Should be impressive.  

We begin our final report at the end of the first visit by telling the patient that they will get it the next time.  This is the second time they have heard it – the first time is in the waiting room when they fill out the paper work.  

“Mary, I’m done with you today.  I will review your xrays and your file.  If you have something I can take care of I will accept you as a patient, if not we will find someone who can help you.  When I see you next time I will go over what we can do for you, etc.”

Next visit – video – 8 minutes – hands the patient a HANDWRITTEN report – given to the patient by the CA.  The type of care is on the back of it.  CA turns on the xrays on the view box.  Use it as a teaching tool.  Go around the room and communicate what is at each “station” in your room.  Then go through their options – UNDERSTAND THEIR POWER OF CHOICE.  Learn to become a presentor – view yourself in the final report as an objective and uninvolved party.

This helps deal with the rejection factor – if you present it from the point of view of whether they want it or not – you went in with the attitude of finding out what they wanted to do – THEY have the choice.

COPY of a report he suggests we use –

Examinations Findings and Recommendations for Care – from BackTalk systems.  This is the written report – similar to what we have in clinic for ROF.  Significant findings – the underlying cause of the patient’s chief complaint/problem.  Put it in their verbage.  You can add information for your benefit – PI pelvis R, C1 L, etc.

Recommendations for care – give them options at different phases of care – relief care and correction care, then the maintenance care treatment plan.  Home care recommendations – what you want the patient to do.  Re-evaluation date.  

Another option is the two-pager – he uses both of them – he has recently gone to the one-sided form.  

PATIENT EVALUATION WORKSHEET – Name/Date


You are being accepted as a chiropractic patient because our examinations show evidence of a structural spinal/pelvic disorder.  This is interfering with normal spinal and neurological functioning and is the underlying cause of your problem.  Chiropractic treatments must be given to restore normal positioning and movement of your spine and correct the neurological and soft tissue involvement.  Our past experiences with similar patients with similar problems is the best guide in determining recommendations for treatment.


How you will respond to treatment depends primarily on your vitality.  Of course, your age, duration and severity of the condition.  Delay in seeking proper care and any past injuries, accidents or surgeries will have their affect.  We recommend that plans be made to proceed with the average treatment plan required in conditions similar to yours.


Out first objective is to give you relief from your pain or discomfort.  Sometimes relief is possible early in the treatment period.  However, depending on the nature, severity and duration of the condition, relief and stabilization may occur in the middle or end phase of the treatment period.  It is impossible to predict exactly to which response phase a patient will respond.


Do not mistake relief for correction and discontinue care when symptoms disappear.  Keep in mind you must receive sufficient treatments to correct/stabilize the underlying cause and permit nerves, muscles and ligament to be restored and rehabed to their maximum capability.  Otherwise the original condition……….there was more but I didn’t get it – it was a two-sided form – have questions/answers that relate to their conditions – pathophysiology, underlying cause of the patient’s problem, activities to be avoided (take stuff away from them – perceived value), consequences of neglecting primary condition, consequences of neglecting secondary condition, special difficulties faced in stabilization/correction of spinal condition, treatment recommendation – treatment/therapy, treatment plan/schedule, insurance/fees/patient expenses –


Your insurance company ________ will cover approximately _____% of your care, depending on policy restriction.  Your estimated personal expense is______.
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Two examples of written worksheet – one-sided from BackTalk Systems – so you have a format to follow – take it back from the patient – follow through the xrays and the charts in your room.  The other was two-sided – something he made up in the office.

Treatment plan – fill it in – recommended care – don’t go into great detail on the written report – just write down what you are going to do – i.e. spinal adjustments to upper and lower cervical, segmental traction.  Then write in that you will discuss it in detail with them.  

You need to be concerned about what you need to cover – 


Here’s what I’ve done to you and this is what I found (done very quickly) – tests indicate you don’t have proper articulation in your cervical spine.  These  are my recommendations for your care and what I see as your options.  (Choice is a tremendous power for the patient)


Patient wants to know:


Can you help them?  What wrong with me (diagnosis)?  How long will this take?  How much will it cost me?


This needs to be combined into what you need to cover.  If you do it in this order, it is very thorough and covers everything that needs to be done.  


Here’s what I’ve done and I think I can help you.  These tests indicate… and the diagnosis for this is….then put it in layman’s terms.  My recommendation to you is this…..(pinched nerve is a totally acceptable way of explaining it even if it may not necessarily be totally academically correct).  The upper two bones in your neck are so screwed up you feel like your head is falling off.  OR The lower two bones in your back are so screwed up it feels like your leg is going to die.  OR You have a problem with the 5th done between your shoulder blades that you feel like you rib it going to pop out.  If your neighbor or co-worker asks you what I said, what will you tell them?  (Have them repeat the diagnosis until they get it).  How long is it going to take – be honest ALWAYS – approach the patient with “Mary, I think I can help you, …..My recommendations are that we do…. based on what you have and my past experiences with similar patients with similar problems, this is where we are going to start.  Treatment plan with type and frequency – IT’S NOT ETCHED IN GRANITE – IT CAN BE CHANGED.

Give the typical final report in a manner that a typical high school student could understand.  However, the greater the education level, bring it down a notch especially if they think they are academically higher than you.  They don’t get it from the chiropractic point of view – they have been allopathically inundated.

Those that come to you for RELIEF care – it will take about 8-10 weeks 3-4 times per week with CORRECT chiropractic care.  Due to HMO/PPO crap it is no longer beneficial to any of us to get better at chiropractic care – referrals based on reputation aren’t a priority anymore (if you aren’t in the plan, they want to go to the Dr in their pal).  Getting good at what you do means little to the insurance companies – you get 20 visits, $750/year and that’s it.  

Patient’s feel they should not pay for their health care, in general.  Eventually they will listen to you – they will eventually come in and get maintenance care – the window of opportunity is moving away.  They try to play the blame game – they are progressing to the next stage and they try to tell you that you didn’t get it last time.  Matter has its limitation.  “My insurance doesn’t pay for it.”  But there are a lot of things in this world that insurance doesn’t pay for but you do it anyway.  (i.e. eat, exercise, etc.)  Come to it from that point of view – DON’T LET THE INSURANCE COMPANY DICTATE WHETHER YOU ARE GOING TO BE SICK NEXT YEAR OR NOT.  Everyone who works can afford $40 a month for care – it’s a matter of priorities.  They have to pay for their health care premium and then their office visit.  They spend over $40 at McDonald’s, Hardee’s, etc., so quit eating there and get better.  (You can offer to pay for it for them if they promise to come in – if they take you up on it you can say you were just kidding).

Don’t let the insurance company determine what you are going to be like in a year if you don’t get this fixed.  

Relief Care/Corrective Care/Maintenance Care – Keep them on Relief Care until they decide to go through the “program” – they want maintenance care but they only have a crappy spine to maintain – do they really want that?  Life-long care is the maintenance care.  When they come in and are still hurting – you acknowledge that they should be – they are still in the “relief care” stage.  “I don’t doubt that” is a tremendously powerful statement – “How have you been functioning” is different that “How are you feeling” – “feeling” will get you a list of symptoms – “functioning” will tell you whether their ADLs are improving.  

Allopathically – “Relief is just a swallow away” – this isn’t the way that chiropractic works.

Go through each part of the written report – tell them not to interrupt you – Give them a take-home Back Talk Systems file – tell them that they can read it and ask any questions later.  Tell them not to interrupt you or you will lose your train of thought.

The shorter the final report the better.  
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Final report – 


Video – sets the mood/pace – visual to the patient; written report should be hand written - Information for the patient and a guide for the Dr. who gives an oral report from the written report.  Then the patient gets a copy of the written report.

Three paradigms of care –


Condition based care – people come in to you for a condition

Maintenance/Prevention – sometimes you can’t get them from the condition based care (matter has it’s limitations)


Wellness Care – 

Three – four areas to cover to answer the patient’s questions – anticipate the questions


Mary, here’s what I have examined you for…..tell her what you did


Here’s what I have found – normal and abnormal – good heart, SJD 

The recommendations of care and their options (power of choice for the patient)

Patient’s questions – What’s wrong with me?  Can you help me?  How long will it take?  How much will it cost? – You have to know #1 to be able to answer the rest.  

Tape your final reports and play them back to yourself – critique it.  This will help you become very good at them.

SCRIPT


Read through it – this is what we did, what we found and what our recommendations are.


Take it away from them – “I want to review your exam with you.  You’ve watched the video and read through the report.  You don’t have to memorize anything because I will put all this information in this folder for you.  Hang on to your questions until the end and I will answer anything that I haven’t covered during the report.”


C/C – here’s what we tested, here’s what we found (show it on the x-ray – emphasize that they saw it on the video).  Here’s the good news – you are only in Phase I (get a phase chart for the wall).  Go over the recommendations of care.  (Answer their normal questions) – I think I can help you (a lot, some, not all, can’t help) – based on my past experiences with similar patients with similar conditions.  


My recommendations for care goes through phases.  I will let you choose what kind of care you want based on what you expect from me.


Relief care – get you out of pain and discomfort as quickly as possible.  This will take 10-20 visits – we will monitor as we go.  If no change – you will be referred out.  Most of my patients respond well during this time period.  (Tell them what this will cost – what insurance will pay)


The we go to the stabilization/corrective care – 1X/wk for 6 months – insurance will/will not pay for this - most insurance companies are geared toward relief care, not stabilization/corrective care.  You are in Phase I and I can prevent you from going into Phase II so you can do (whatever they can’t do right now)


Then you should go on to maintenance/prevention care – 1x/month to 1x/3 months.  If you choose not to do this, then it will probably come back and we will start over at the relief care stage.


At each stage have an idea how much it will cost them (know what the insurance pays/doesn’t pay at each stage of the care process)

If they want relief care – when the pain goes away, you leave.  You come back when the pain comes back.  It will not keep them from going into Phase II.  Explain that the amount of correction will be limited.  At some point in time relief care won’t work.  If they go through the corrective stage, then they have something worth maintaining.  

They will be back sooner with less aggravation – when they show up and complain say “I don’t doubt that”

At the end of the final report – turn it over to the CA – tell them what it is you and the patient have decided to do for care – PT, appointments, etc. – they will do the scheduling, help with insurance, put them on the diathermy, etc.  This is a transfer of authority.  It is important for the patient to know that  this has happened.
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Memorize the FINAL REPORT information BEFORE you get into practice.  It will help prevent you from rejection and also from the possibility of not covering alternatives.  Wouldn’t you like to know this information if you were the patient?

Present to the patient what YOU think they need and THEN offer them alternatives.  

Memorize the stages of care – RELIEF, STABILIZATION/CORRECTION, PREVENTATIVE/MAINTENANCE, WELLNESS.  They have to graduate from one stage to move on to the next.  Some will only do relief care, dismiss them and they will come back when they get hurt.  You can tell them you think they should be on maintenance care, but it is ultimately their choice.  Ask them what they want out of the treatment plan?  What is it that they expect?  What is it that they want from you?  You can modify their treatment but tell them that they will probably be back in a couple of weeks with the same problem.  It could even be worse – they may end up having to do the allopathic route and it may end up causing them more problems.  Make sure you put things back on them – it is their decision – let them know that chiropractic works, but they have to be willing to do what you tell them to do.  They have to have an active part in their health care and recovery.  “Based on my past experiences with similar patients with similar problems…..”

“Your normal” and “I don’t doubt that” are good feedback to the patient – it let’s them know that they have hope and others have gone through this.  

You need third party information – i.e. thermography, other tests – for input into their treatment plan.

CAPACITY – evaluating your practice for capacity


When you open up a practice – keep it to this paradigm



800-1000 square feet would be the max – it’s cheaper



Small space that will work but conducive to growth. 

Minimal space, minimal staff (1 CA) – two doctors minimum in the practice – independent contractors – they will pay the overhead (or a portion of it) – in his office they paid 135% of the overhead – more than one doctor though – they were happy because they took home more money than they would have in their own office.


Look at the following areas every 3-6 months –



PRACTICE EVALUATION



Look at the volume of patients – daily/weekly/monthly



Look at the income



Look at the overhead



Look at your staff – do you need to change anything

Look at the types of service you offer – like adding a therapy, diagnostic tool, etc.

Look at your collection ratio based on types –


Personal injury


Workers Compensation


Major Medical –regular


Major Medical – HMO


Medicare


Cash

This helps you figure out what area you want to focus your market

(Medicare in an underserved area – you can get up to 38 visit per year where others only get one visit per month)
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Minimum overhead, minimum staff, maximum profit.

You only need 800 square feet.  Office space layout for an office.  There should be three zones.  (Can be thirds) The front – waiting room and receptionist.  Middle zone is the best place for the adjustment, treatment, exam and PT rooms.  Third zone is the storage, xray, Dr. office, bathroom – rooms that you don’t use very much.  

The less the CA has to move the better – it works well in a small office – can’t be done as well with a bigger office.  

Office staff – you need one CA for 2-3 Doctors.  There is about 3000 chiropractors graduating each year – plan for that in the future – have room for them in your office.  There aren’t as many retiring either – wherever we go in the next 10 years there will be 5-6 more in the same area.  Keep the overhead to a minimum – it will help you not have to worry about money during more competition times.  Make sure each day (especially if you have more than one CA) they have a written list of what their responsibilities for the day are.

1. Treatment rooms – you only need one.  You can have two if you have two doctors – but you only need one.  Make it as big as possible – not overwhelming though.  Saves money – you only have to furnish one.  The key is to KEEP IT EMPTY.  

2. He says that some of us need to can our techniques.  They aren’t conducive to practice growth.  Don’t spend hours with new patients.  There is a blue collar mentality and a white collar mentality – blue collar is usually that you are paid for what you are doing – white collar is what you are doing FOR them (not to them).  If he had a technique that required 25-30 minutes with a patient he would can it.  There are other techniques that work quicker.  One adjusting table and one technique that works quickly – or you give up the right to complain.  Use these when nothing else has worked – you still give up the right to complain.  When you only have one adjusting room, you move quicker.  Do the math.  It takes up to S4000-5000 a month to operate the office.  40-60% of your services will be what you collect the first year.  Cash is even worse – the patients want special arrangmenets.  How can we see 6-8 patients an hour?   

3. If you do therapies, (our generation is very much into muscle stimulation – he doesn’t understand why we need so many of them).  Try to do therapies that are conducive to spinal corrections and doesn’t need to be attended.  Don’t do therapy in the adjusting room.  Incorporate into the practice an open therapy bay.  You can have many therapies available and have curtains in between them but make sure it is unattended.  It’s a chance for a little public relations to go one – it is a practice building.  

4. Gowns – he would quit gowning his patients – it took him four years to do this.  He had two dressing rooms to feed into his treatment room but someone always took 20 minutes to get dressed.  Any new patient, re-exam or when the patient really wants to have a gown.  If your technique requires gowning – fine, then do it.  Put in some dressing rooms – not in the adjustment rooms.  They don’t have to be too big.  This will still screw up the flow to a degree.  
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Capacity evaluation – get rig of the gowns and change your technique if you can’t get the patients in and out.

We want minimum everything (space, staff, etc.) for maximum everything (patients, income).

Floor plan – one treatment room per doctor.  No dressing or therapy in the treatment room.  All therapies should be unattended.  

Open bay – office without walls – is probably OK for a wellness practice.  Most people want privacy.  Dressing rooms – if you need them – should be very small.

Waiting room space – doesn’t have to be big – should comfortably seat 6-7 people maximum.  Rectangular rather than square.

Wasted space – waiting rooms, storage areas, hallways, bathrooms, break rooms, private office (should double up as a consultation room), adjusting room (should double as the final report room).  

Block scheduling – schedule patients in blocks of time.  Does your office look like a cemetery?  There is a certain perception that the patients see.  Pick a time – say 8:00 – schedule as many people as possible from 8:00 to 9:00 – don’t spread them out until 12:00.  Start at each end of the block – 8:00 to 9:00 – 11:00 to 12:00 – the time from 9:00 to 11:00 is your creative time – do your paperwork, develop xrays – staff meetings – canvas the neighborhood.  Do 10-15 patients at a time.  By doing the block scheduling, you look busy.  

Schedule a new patient when others are coming in – it makes you look good.  It is conducive to people developing the chemistry between them and you.  

As you get busier, set up a time in the morning and the afternoon to be able to do a new patient, a final report or an exam.  Highlight it in the schedule so you know that the time is taken for a new patient and another doctor can’t schedule another new patient at that same time.  

Paperwork – UGH!!!!  In Dr. Roy’s opinion, we take our bad habits of paperwork with us when we leave here.  The amount of paperwork we have to do here at the school is so much more than what we need in real life.  Particularly SOAP notes – this is a medical term – get rid of it!!!!

When we get out of school we have several problems – first of all we aren’t validated yet – the self-worth, self-assurance – that process occurs as we practice.  (Medical students come out with that already intact – the medical worshiping of the Dr).  It is something that we all have to work through.  TIP – time in practice; TIC – time in chiropractic.  

AS we get this we will get away from all the paperwork – SOAP – how do we function in a society that wants to pay less for providing more.  

Dr. H’s SOAP notes are on hard cardboard/paper – his is a checklist.  The back is available for any additional space needed to expound on the visit.

He has “route slips” – the file stays in the cabinet.  The card is filed alphabetically separately.  Be honest, be ethical, be moral, be legal.  

Electronic billing – most insurance companies will eventually require this.  MD ONLINE – 37cents a claim and a monthly fee.  It helps expedite any problems that may come up – it tells you why each file was rejected, the list of the ones that were submitted, etc.  

Route slip – don’t buy the carbon copy route slips – all services provided in the office are listed on there – patient’s name and date – Dr. circles what he did and the code corresponds to the one in the computer.  They are entered into the computer, checked off, and kept for a year.  They should balance with the daily number of patients that you have seen.

He has “route slips” for 
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New Topic

Let’s look at getting paid.  Different categories.  Insurance, cash, others.

Three parts of the lecture – 

Personal injury and workers compensation

Major medical

Cash

Personal Injury and Work Comp – Category I


Work comp is a type of PI – each state has it’s own regulations regarding work comp.

Personal Injury – MVA is the usual scenario.  


Are you practicing in a “No Fault” state?


If not, then you are practicing in a “Fault” state?  Aka non-no fault state


US is about 50-50.  

Non-no fault state – more paperwork, etc.


Missouri – non-no fault state – if you are sitting at a red light and I run into you and it’s my fault.  (No fault – legally there is no fault)


Each state has different rules and regulations – get to know what your state regulations are.


Our class scenario – Monica hits Cathy – Cathy comes into the office – I’ve been in a car accident, my car is totaled, rear-ended at 60 mph.


Contributory negligence – tail-lights not working on the car, we’ll come back to that later.  


Can’t correlate the amount of damage to the car to the seriousness of the patient’s injuries.  

Cathy – has car insurance through State Farm, health insurance Blue Cross/Blue Shield, married husband’s insurance is Aetna.  All three are possibilities of where we can get paid.

Monica – car insurance through Progressive, health insurance United Health Care, married husband’s insurance is Prudential.

Cathy comes into the office – take history, do exam, ortho, neuro, chiropractic exam.  Headaches, loss of equilibrium, midback ROM restriction, all kinds of things.  X-rays – full spine films, cervical series, thoracic series (AP, lat), lumbar series (AP, lat).  Her first visit – films $600-$700+, examination $100-$150+.  

Responsibilities to patient (moral, ethically, etc.) and to self – What do I personally need to do chiropractic on Cathy?  Malpractice, communication, etc.

CA comes to you to get direction on what to do with it.  The average fee in a cash practice is $100 or less.  They lose a lot of money.  If at all possible, if the patient has insurance that pays for chiropractic care, then try to figure out how to implement that in your practice.  

Cathy has lots of coverage – you would be crazy not to accept insurance.  Monica has good insurance too.  We have 6 companies to possibly get paid from.  The patients sign a paper stating that they are ultimately responsible for the bill.  This needs to be communicated to the patient very well.  

Legally – Cathy is responsible to you.  

Bill is sent to – Progressive first (Monica is responsible for the accident – Monica is financially responsible to Cathy).  This is why we buy car insurance – so we can cover the responsibility to anyone we hit.  99% of the time in a non-no fault state like Missouri, the bills will be filed until Cathy is released from care.  It could be a long time – they want you to release her sooner.  They can show statistically that when they hold your bills for release, they spend less money on the patient.  From the insurance company’s point of view, they save money.  The dilemma is that the patient should get the care they need.  

Two criteria – UC/RN – usual and customary and reasonable and necessary.   

Progressive is responsible – they should pay as you go but they usually don’t.  It could take a long time to get paid.

You can also go to the patient’s auto insurance – you are looking for medical pay insurance coverage – referred to as “med-pay” – typically it is sold in blocks of $2500 (most have $5000 or less – some have none).  It is a “health insurance” policy tagged on to the auto policy.  The insurance company pays rather than the patient having to pay.  She can only use the med-pay if she is in a car accident.  Med-pay coverage is based on contract no on fault.  100% payable of usual and customary and reasonable and necessary, but only up to the amount of the patient’s coverage.  They usually pay as you go, but even they are getting picky about that.

Cathy’s major medical – 70/30, with a $300 deductible.  When possible bill both the med-pay and the major medical at the same time.  Blue Cross Blue Shield – deducts the $300 and the 70% of the $750.  You bill both insurance companies for your weekly visits.  As you start weaning the patient off care, you will still be getting paid.  Eventually it evens out and you get paid for everything you have done.  The fee that you can charge for services is much greater than the average patient is able or willing to pay for in cash.  

$3000 in charges - $3000 from State Farm, $1800 from Blue Cross – you have to give Cathy the overpayment in a check.  The insurance companies are going to work their hardest to cut down your charges and visits.

Two insurance companies = one payment – by the time they cut the bills, etc., it balances out.  The big print giveth and the little print taketh away.  

Excessive coverage law – which company is considered primary?  The other should then pay the balance.  Some states have voted this down because the insurance companies don’t lower the premiums.

Med-pay – on contract so the premium can’t go up because you used it.

Insurance companies that are contract can’t raise your rates if you use it but people are fearful that their rates will be raised.  Insurance agents will tell you that it will raise your rates – this is a LIE – they are taught to do it.  

In Dr. Roy’s office – billing the husband’s insurance – called co-insurance – if it has verbage that it will pay – it only applies to major medical.  So if BC/BS pays 70%, you send a copy of the EOB to the husband’s insurance company and they should pay the balance.  

If she doesn’t have med-pay or BC/BS is very limited, billing the husband’s insurance will help you get paid.  It takes a lot of paperwork.  Patient can send in a copy of the EOB and a form letter to the secondary insurance.  

ALWAYS bill med-pay and major medical at the same time when the patient has the coverage.

PIP – personal injury protection – same as med-pay but in a no fault state.
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Cathy and Monica – our two accident victims – Monica hits Cathy – 


Monica has Progressive, United Health Care and Prudential; Cathy has State Farm, Blue Cross/Blue Shield and Aetna.


FIRST – bill State Farm ONLY if she has med-pay, otherwise bill BC/BS.  Then bill Aetna – this may cover any additional charges that the other two don’t.  It is OK to be overpaid – you just have to refund the overage to the patient – that’s who it belongs to.  


When the case is settled (in or out of court) the Progressive will also pay for all of Cathy’s bill.  If the attorney calls you and wants to know your bill, if you have done things properly it should be zero – they like that because all the money then goes to Cathy.

Med-pay is based on contract – not on fault.

The state the accident occurs in determines whether it is fault/no-fault.  State statutes make the determination as to who gets paid and how much (reasonable and necessary).  

Sometimes the neighboring states will allow you to be treated under the other state’s statutes (i.e. the accident happens in Illinois but can be treated under Missouri laws – usually this is only if the other state agrees to do it also – a type of reciprocity)

Subrogation – a clause that will be found in YOUR major medical policy (Cathy – BC/BS) – state statutes determine that – in layman’s terms it means that the major medical insurance company wants their money back that they have paid out – this comes from the liability settlement (in this case from Progressive – Monica’s insurance company – she doesn’t have to go after Monica legally) – this is NOT med-pay.  The major medical insurance company will send a lien to Progressive.  This is kinda rare – about one time per year.  

Excessive coverage – this is governed by state statute – it has to be in the policy verbage – right now in Missouri this is a dead issue - med-pay and major medical battle it out as to who pays what – they don’t want to pay more than 100% of the bill – this keeps the Dr from having to refund money to the patient.  

Some states are non-no-fault (like Missouri) and also have excess coverage statutes.  Check out the state you are going to for the statutes.

If she doesn’t have BC/BS, you send to State Farm and then spousal insurance – Aetna.  

If she doesn’t have ANY major medical where do you go from there?  State Farm only.  

If she doesn’t have ANY insurance then she pays cash (as you go) or you wait for a liability assignment from Progressive.  

You set the boundaries – it is your Wiffle Ball game – they may have the attitude that they don’t have to pay for it and they won’t (HMO mentality) – handle this in the first visit.

The reason DCs fail more often than MDs is they have a place to fail and we don’t – they can go into academia, lab work, public health, hospitals, etc.  We don’t have that outlet, so we have to be able to talk with our patients (they don’t).  We also have to be clinically competent.  We are private entrepreneurs.   If you aren’t cut out for it, you won’t make it – that is the down side.  None of the chiropractic colleges have entrance requirements regarding the personality for private practice – that’s because we are tuition driven.  

Work on our people skills – that is what will make or break us.

OK back to the accident – Cathy now has all her insurance but Monica doesn’t have Progressive.  We bill Med-pay and Major Medical.  If Cathy chooses to, she can go to court and sue Monica – it ends up garnishing her wages.  Monica is responsible to Cathy.  This gets old after a while – they keep moving and it is hard to get your money.

Cathy may also have bought “uninsured motorist” coverage – this protects us when someone else hits us that isn’t insured.  You end up suing your own insurance company – this also can not raise your rates.
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Monica runs into Cathy.  Cathy has State Farm, BC/BS, Aetna; Monica Progressive, UHC and Prudential.

What do you do if one of the insurances is missing?  KNOW THIS FOR THE TEST – review last week’s notes.

Now Monica comes in to see us – do the consultation, etc., do the exam, now you have a$750 bill for services rendered.  

Cash for Monica isn’t an option.  Bill med-pay and major medical first – in this case that is Progressive and UHC.  (If they have it and what state statutes dictate).  Progressive for med-pay and UHC at the same time (chiropractic benefits are real bad - $44 per visit except first visit which is $60 – in this case you would end up writing off $690 unless she has med-pay).  The med-pay can review the bill and adjust as they deem fit.  80% of the time you will get what you send in for the med-pay.  If you can bill at least 2 insurance companies, you can usually get the bill paid.  Then we can bill Prudential (if they have co-insurance on the spouse’s insurance).  We can’t go anywhere else from here – no settlement, can’t bill anything of Cathy’s.

What happens is Monica has no med-pay?  Go to UHC next – minimal coverage – so then we go to cash.  

Patient has Progressive but no major medical (in a PPO without chiropractic coverage) – maybe on to the spousal coverage – they become the major rather than co-insurance.  Call and ask for explanation of benefits – is there DC coverage?  Is there a deductible?  What is your reimbursement so we know what to charge her each day?

Relief Care -> Stabilization -> Correction -> Maintenance Care or Relief Care -> out of the system and then you come back when you hurt.

Lost all the rest – will try to pick it up from someone.

Sara is a passenger in Cathy’s car – bill CATHY’S medpay and her major medical.  If Cathy doesn’t have medpay, bill Sara’s medpay and then her major medical.  “Stacking” – is Cathy’s medpay doesn’t cover the total, then you can bill the balance to Sara’s medpay.  (Coverage is per person per accident).  For example, $2000 from Cathy’s and $2000 from Sara’s – when you get a letter from Cathy’s insurance company that the benefits have been exhausted, then you can bill Sara’s.

If Alex is in Monica’s car, you bill Monica’s medpay, Alex’s major medical.  If Monica doesn’t have medpay, then send it to Alex’s medpay and major medical.  Stacking applies here also.  

I missed some stuff here – sorry – the computer didn’t have enough coffee this morning!!!!!
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We went through other scenarios – passengers in each of the cars – stacking med-pay claims.  Subrogation is a clause that is found in your major medical policy (10% of the time).  It states that if you are involved in a personal injury and you receive a liability settlement and the major medical company has paid any money for your bills, they want their money back when you get the money.  It doesn’t usually apply to med-pay.

Many times there isn’t a subrogation clause in the major medical insurance.  Many times they will send you a subrogation form AFTER the accident.  DON’T SIGN IT – if it isn’t in the original policy, you don’t have to sign it.  

For the final – start eliminating coverages and figure out where you would go to bill next.  Go through each person (both drivers and both passengers – a total of twelve insurance companies) – this is how you will be able to determine stuff on the final.

Uninsured motorist coverage – the person that hit you was uninsured.  Monica runs into Cathy – Monica doesn’t have insurance – she is entitled to a settlement from Monica – hard to do if Monica doesn’t have any insurance or a job.  If Cathy goes to court and gets a favorable settlement, HER insurance will cover her and give her the settlement – doesn’t raise the rates.  Not to be confused with UNDERINSURED motorist coverage.  Say Cathy gets a $1 million settlement, Monica only has $100,000 coverage on her policy.  If Cathy has an underinsured policy (say $200,000), then Cathy will end up with a total of $300,000.

NO FAULT STATE

Monica runs into Cathy – there is only one coverage to bill.  Cathy is responsible for Cathy, Monica is responsible for Monica.  Insurance coverage is mandatory in these states.  Cathy cannot sue Monica.  However, if/and/but in every no fault state there is a threshold – it is a specific amount of money that Cathy’s bills has to reach before Cathy can sue Monica for any money.  Say the threshold is $1,000.  She now has the legal right to pursue a liability suit against Monica.  The threshold will help determine whether you get referrals from the legal profession in those states.

In a no-fault state, med-pay is called PIP – personal injury protection.  For passengers, it is usually their own insurance, but sometimes it is the insurance of the person driving.  Check out the state statutes when you get to where you are going to practice.

WORK COMP

This is still part of Category One.  It is an insurance policy which an employer buys to cover his/her employees if they need health care for an on the job injury.

It deals with the number of employees you have – in Missouri he thinks it is 7.  These rates go up every year.  Sometimes they have a “company” doctor – this has great potential for being very bogus.  

Three possibilities for state statutes for injured employees:

1. They allow they patient to chose the treating doctor for reimbursement

2. Some allow the employer to chose the treating doctor for reimbursement

3. Some allow the insurance company the treating for reimbursement

Once you give the employer the right, you have basically turned the decision over to the insurance company – they can dictate to the employers with threat of raising their rates, etc.  

In the states that the employee can chose the patient can chose whoever they want and the insurance company has to pay the bill.

The key is to get an MD that will prescribe chiropractic care.

Most states is 100% NOPE – No out-of-pocket expense.  When all is said and done – you get about 50% of you bill.  You have to write off the balance – you can’t send it to the patient.  

MVA – a patient whose job is on the road – they are involved in an accident.  It is still a Work Comp claim but she also has a right to the med-pay benefits from her auto insurance.  State statutes determine how that coordinates with the two companies.  The employer will argue that they don’t have to give you the med-pay information.  

What about multi-car accidents?  What about having an accident while under care for a previous accidnet?
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Discussion on CASH – Most of the seminars and consulting firms that deal with cash practices don’t really deal with that.  They actually deal with a philosophical construct – this construct develops a philosophy, which develops an understanding in your patients about the value of chiropractic, which will naturally relate back to a cash practice.  The idea is to get us to get the idea that chiropractic care is a lifetime thing and they teach us how to relate that to the patients which will eventually lead to cash because the insurance companies aren’t going to pay for this.

Those of us who won’t make it will be due to running out of money, not because we aren’t good adjusters.

Once you get them through their crisis, cash isn’t usually an issue – sometimes the insurance companies will cover 12-20 visits a year – then again, once a month isn’t usually a problem for patients to pay cash for either.  

Condition-based – may or may not have insurance coverage – the key to cash practice for condition-based care (bulging disc, headaches, etc.) is to have prepayment with a huge discount (10% seems to be the standard - he thinks you can do it without a discount – practice management seminars are more like 30-50%).  Pay-as-you-go patients will stop coming when the pain is gone – they are allopathically oriented.  When you have them pre-pay, they have a better idea as to what chiropractic can do for them, they refer more, etc.  Dr. H gives them a 10% discount for any of their out-of-pocket expenses that they prepay.

Danger of a cash practice with a drastic prepayment discount is that it will affect you and how you feel about your fee structure.  

When you go through the treatment plan, show them what it will cost, let them know that they can prepay with X amount of discount.  Not everyone can do this or will want to do this.  A lot will want to pay as they go.  Some Docs will bill the insurance companies for the full amount of care, with the reimbursement going to the patient, so the patient may end up only paying a small amount for their care.  Check the state statutes to make sure you aren’t in violation of any laws.  (For example - $3500 care billed to the insurance companies, $1900 prepayment from patient – any reimbursement goes to the patient so the patient ends up paying much less for $3500 of care)

Insurance companies want the same deal – he had a rubber stamp that said on the claims that the patient may or may not be receiving a cash prepayment discount and the insurance company has the same option but has to be under the same terms – no insurance company will take you up on it.

Options – pay balance every week, make three payments (divided by 3), or pay up front with a 10% discount.  Patients who want to pay daily probably have no intention of completing the treatment plan.  Confront the patient about this and tell them you can save them some money and put them into relief care instead.  Relief care is the patient’s call as to when they want to come in.  

If you really want to do cash only join a management group.  It will really help you.  It is more based in the medical model – do this for 30 days and we will see where we are.  
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Triple Net Lease – Make sure you know this.

Things that should be in your lease contract – leases are typically written for the landlord.  State statutes dictate what can or can’t be put in it.  

The most important part is the first right of refusal or acceptance.  The right to continue or terminate your lease.  For example, you want to rent your building for 3 years – starting in January 2005 – goes through December 2007.  $15.00 square foot for rent, $2.00 for utilities and $2.00 for taxes and insurance (not sure about these) - $19.00 a square foot.  At the end of three years, January 2008, these are your choices – stay or move (or buy the building).  Suppose you want to stay – new terms – needs to be handled in January 2005 – don’t wait until January 2008.  You agree to terms in January 2005, BUT you want it for the SAME terms as the first 3 years.  DO NOT leave this option as an open-end lease – they could raise your rent tremendously ($19 - $29) – you want to know what the maximum damage is going to be that next three years.  The landlord is going to whine about it.  YOU whine back - $20,000 for building out, PPO, HMO, etc.  The average landlord is willing to work things out – there may be SOME increase but GET IT IN writing.  You need to know what the worst case scenario is going to be.

CRITICAL – is you are going to move from this location you have to give XXX amount of notice to the landlord.  Some are 6 months, some are two years.  KNOW what this is.  Put the monkey on the landlord’s back to notify you when that time comes and ask you if you are going to continue your lease.  Tell the landlord that you are considering staying, however, you will let them know by Oct 1 because you are looking for some cheaper space.

To re-sign the lease, it should be a face-to-face meeting.  Wheel and deal – tell them you want it for the original $19 – that you are looking at some cheaper space.  If they will do it you will guarantee them the next 3 years.  Here’s the deal – you want the next three years (2011-2013) but you want it for XX amount of rent – again know what the worst case scenario is.

An OPEN END lease means that they can charge you whatever when it comes time to re-sign the lease or they can tell you that it isn’t available for rent anymore.

You can increase the time frame of the lease to 5 or 7 years.  If you want to move before the lease is out, you are still required to pay the payment until it is leased again.  

BUILDOUT/Leashold improvements  – sometimes the landlord will help with the build-out – the square foot charge will be much more.  Sometimes the landlord will do the entire build-out and loan you the money.  Some big offices have a “build-out” fund to do this with.  Make sure it is in the contract as to who is paying for what.

Sublease/sublet – the reason you want it in the contract is if you decide you want to move, you don’t want to have to continue paying for the space while you are paying for your new space.  You are still responsible for the lease even if you sublease it to someone else so if the person you sublease to doesn’t pay, you still have to.  If you want other doctors in your office you need the right to do this.  Dr. H talked about an article where an MD had other docs working in his office and the landlord sued him because he didn’t have the right to become the other docs landlord.  Some landlords will charge if there are any other docs NOT EMPLOYED by you.

Right to vacate as is – it costs about half of what it cost to put it up to take it down.  You don’t want to have to do this.  There are standards that have to be met.  Taking Personal property (up to view boxes, counter tops and cabinets, plus desks etc., xray stuff) is acceptable.

Death clause – most state statutes have this in there.  In most states your rent will be due for the month you die and the next month or two.  (usually  6 weeks to 90 days).  YOU WANT a clause in there that allows your immediate family to continue to rent the space with a 30 day notice clause.  This allows your family to do something with your practice, patients and the equipment.  You don’t want the landlord to have the right to lease that space until your family has the opportunity to sell the practice rather.  If the landlord has the right to re-lease the space, your family loses out on the sale of your practice.

If you want to take over for someone who has died, talk with the beneficiary to see if you can buy the practice, the equipment, the goodwill from the beneficiary (a letter from the beneficiary to all the old Dr’s patients, also a letter from the new Dr – this builds goodwill – do a free consultation and a mini-exam)

Visibility – can you put up a sign – check this out before you lease the place – check zoning requirements – may have restrictions on size, etc.

Parking – make sure there is enough parking.  See if there is designated parking in the parking lot for your patients.

Maintenance – check to see that (part 2 of your triple net – taxes and insurance – part 3 of your triple net) your part is based on YOUR square footage – not the occupied space of the building (if there are 5 offices – you pay 1/5 regardless of how many offices the landlord has rented).

The average chiropractor moves three times in the first 3 years of practice – ACA published this about 15 years ago.  They start as an independent contractor, then they move to their own office and then they move again.  They are trying to find where the office feels right.  

Equipment – Buying and Leasing 


Most will lease because we have no money to buy.  You will have to go to the bank and you will have to get a loan if you want to buy it.  Leasing is easier – no down payment (buying – they want 10-20% down – this is cheaper in the long run).  Sometimes leasing requires that you make your last payment and your first payment (this is the extent of the down payment if any).  The problem is that the interest rate is higher than it would be if you were to buy.  

There is a monthly payment for the lease time – i.e. $150/month (interest and principal) for 36 months – three options available

1. Return it at the end of the lease term

2. You can buy it – usually for 10% of the original cost – DON’T DO THIS – it is way too much money (lease payments + interest rate + 10% = lots of money)

3. You can continue to lease the equipment for one lease payment per year for 3 more years

(Some lease companies have figured out that most people don’t want to pay the 10% so they will charge more throughout the lease and then sell it to you for $1.00 at the end of the lease)

Most suppliers have an in-house leasing company to help with this

Regardless of whether you lease or buy, you deduct the whole thing – it just depends on when you can deduct it.  CPAs like to put the equipment on a 7-10 year depreciation schedule (less money – shorter term) if it is bought – you can deduct the interest you paid throughout the year and 1/7 of the original cost for the next 7 years – it is paid off the first 3 years so you get 4 years deduction without having to pay anything out.  If you lease then the entire lease payments are completely tax deductible.  

Maintenance on leased equipment – this is the responsibility of the leasee not the leasor – the leasor may fix it but they will charge you.  The leasor will require that you have their equipment insured in the event of fire, etc.

NEW PATIENTS – How to get them – the life-blood of your practice


Not enough new patients is the #1 reason that Drs close their practice.  Practice management companies focus on this.  Most of us will not put this as a top priority but it needs to be – we already know what we need to know to be a good doctor – if you don’t have an ongoing daily marketing plan you will be in trouble.  You can’t just set back and wait for them to come to you.  

Time – energy – money – you have to even these out to be able to get this to happen.  We should put at least $500 a month toward new patient acquisition – monthly promotions, advertisements, mailings, etc.

Three sources of new patients

1. Best source is present patients – they are the best source of referrals – ask them for the referrals

2. Past patients – those who chose relief care – the chemistry is not as strong as with the wellness care patients

3. Others – every one else you have ever seen, talked with, etc.  Newspapers, yellow pages, etc., will help get these and this is where we get our first patients from.  

As the practice grows, we will ask our patients for referrals.

As we start out, we have to prime the pump.  We need 500 patients to do a referral business.  
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Patient Acquisition


Present patients


Past patients – relief care

Why will patients come to see YOU rather than the doc down the street.  Key to building a referral practice you need 500 new patients before you have a semi-referral type practice.  You have to spend money marketing the business – involves time, energy, money (most of us try to cheat in the $$ department) – these should be balanced.  So how do you get the 500 new patients???  Patients that you are taking care of (present and past) are analogous to bird-dogs – a good bird-dog is one that is genetic predisposed to wanting to do it, then you train them – polish them. Most patients want to refer, you just have to train them how.  A good bird-dog innately knows where to go, then they point them out, then they know how to retrieve.  A good patient will actually bring new patients in physically – “My friend Mary wants to watch what you do” – others will say that they were sent in by their friend Mary.  

You just don’t wake up one morning and this happens – you have to go through the process of finding the good ones that will do this for you.  Mailers, requests (verbal and non-verbal) really work.  The stats on waiting for the first 500 to come in – if you look at the amount of chiropractors’ new patients, 0-7 years in practice is really nothing compared to those practicing in the 7-15 year range.  The first 7 years new patients – 1-8 new patients a month; 7-15 years went up to 20+.  

The second best option is (when you don’t have any patients yet) – you need to meet 500 people when you first open your office – you meet one-on-one, shake their hand, talk to them for 20 seconds – all consulting firms use this strategy.  Choose not to have the “first 5 years starvation period” – you have to kick it in gear.  Physically have to meet 500 people in the first 30 days where you go.  Less than 10% of us will do this – the nature of the beast is to NOT do this – it makes you feel like a “prostitute” – the argument is “I shouldn’t have to do this – medical doctors don’t have to do this” – the reason is that they have everyone else pimping for them!!!  

To get in to the community – go door-to-door – 1 mile radius, start at your office and move out.  Do it in 2 groups of people – business/commercial and residential.  Our intent is to meet people so they will know who you are so you can build a practice so you can help others with chiropractic – be honest with it.  Lots of people will be impressed that you – as a Doctor – came to meet them individually.  Mailers aren’t nearly as good as one-on-one.

The SURVEY – a one-page typed autobiography – brag sheet – have it printed in the local newspaper.  90% of the time they will do this for free.  Wait 2-3 weeks and run it again.  Then cut it out with the title of the newspaper – get it printed up as your handout.  You can also use things from the other associations, but it will be better if it comes from you.  Be dressed for the occasion.  Pick a time – tell them who you are, where you are and what you are doing – door-to-door.  

Pass up the Wal-Marts, Home Depots, etc.  Do the small businesses.  SCRIPT – 9 am.  Hi – is the owner here?  Yes – I am Dr. ???  I am canvassing the neighborhood introducing myself.  If you ever have the need for chiropractic, you or anyone in your family or your office, I’m right down the street.  Then ask them about THEMSELVES – do you have a menu?  (try to take something with you) – tell them you will be back.  You leave your advertisement, thanks, it was nice meeting you.

DON’T do any of the stuff you would do in the office in their place of business (i.e. spinal screenings, free exams, etc.)  When you get out, write down who you talked to, the name of the business, address etc.  

Go to the next place – talk with whoever is there – the manager, etc.  Go through the script, ask when the owner will be in, get their name and the owner’s name.  Go back to the office and HAND WRITE a letter – thank you for taking time out of your schedule to meet me, making me feel welcome, etc., sign it DR…., NO FREE STUFF.

Keep the little book in your glove compartment.  Every time some new business opens, go meet them, welcome them, leave them a card and then go back to the office and write them a letter.  

You can go through the newspaper and send congratulations to anyone in the newspaper that has done something good, had an anniversary, etc.  

When you need to do your errands at lunch, look in your book and go in to a business that you have already contacted – connect – say hi, eat, thank them, leave – NOT a SALE PITCH – keep doing this until they know who you are.  
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Community Survey – introduce yourself to 500 people one-on-one – it works better.  

If you are going to do newspaper ads- do the small papers – people won’t come more than two miles in a metro area.

Re-visit the places you contact.  New places that are opening – visit them.  Do this stuff when you are on your lunch hour.  Take them something that relates to their specific problem.  

All this is the commercial stuff – the businesses around your office.  Add their name to your mailing list.

Most people are not real serious about opening a practice – it will come – but it hasn’t happened yet.

Those who fail in chiropractic business – it is because they don’t have new patients.

Professionals – call the Drs etc., in the area – make an appointment to drop off the sheet and meet the Dr.

RESIDENTIAL – 

Door-to-door, house-to-house.  Take your handout door to door and introduce yourself – no individual follow-up – do a mass mailing in the general area.  Dress professionally and put your name on your jacket – that way people will know you are legitimate.  Do your little script – introduce yourself, tell them where you are, that you are new in town, here’s the article in the paper, if I can ever do anything for you chiropractically, call me – the number is on the sheet.

Some of this will be short term and some of this will be long term.  

Don’t cut across the lawns, take mace with you for the dogs, use your Innate Intelligence – follow your gut – if it doesn’t look safe, don’t go there.

No personal follow-up notes necessary.  

Acknowledge that you may have gotten them at a bad time – tell them you want about 10 seconds – they will appreciate it – speed it up.

If they say they don’t believe in chiropractic – let it go – leave them with the sheet – you aren’t here to save the world.

If they invite you in – DON’T DO IT – boundary training, legal ramifications – don’t do an exam, invite them to the office, offer to mail them a booklet on the most common questions asked.

ADVERTISING

You get new patients from your old patients – this only works if you educate them.  

Spinal orientation class – mandatory – Dr. Sid Williams – this is imperative to their education – teaches the patient to do a lay lecture (??) – Dr. H calls this patient orientation – teaches why people need to get lifetime care, what conditions should they bring in their family.  Done within the first 2 weeks – done in a group.  Do a 45 minute lecture – components of vertebral subluxation – why people get adjusted when they no longer have symptoms.  You are the expert – even if they disagree – the point is for them to hear you live – building the chemistry – they will come to you if they ever need a DC.  

Dr. H doesn’t know how you can get them to understand that they need to bring in their family without the lay lecture.  At the end of the final report (second visit – first adjustment) – CA makes the next appointment BEFORE they do anything else – Dr. tells them during the final report that they are scheduled for the next lecture, the CA reinforces that – they get a form (something bright) stating when they are to come in – let them know they are to bring their spouse, child, etc.  In BOLD – MANDATORY APPOINTMENT – ALL NEW PATIENTS ARE REQUIRED TO ATTEND – FAILURE TO ATTEND THIS CLASS WILL RESULT IN IMMEDIATE DISMISSAL FROM CARE – may have to be in practice a little while to really own this.  

This will get 90% of them in to the lecture – the others you either reschedule or 

Release them from care.

When the patient comes in the next day, soften the blow a little – “the CA should have made the appointment for you next…..” – let them know that it is really important, the spouse needs to be here to hear this and understand, you want to cover things that you don’t have time to do in a normal visit.

Office Management
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Lease factor - .035, .037 etc.  Will change sometimes daily in the business – once you get it, you are locked in to whatever the lease factor for that day was.  For example, $25,000 for equipment x .035 (lease factor) = your monthly payment.  Then multiply the payment times the # of months of the lease = total amount you will pay.  There is a typical 10% buyout – Dr. H says not to do this – it is 10% of the original cost.  Add that to the other total and that will be what you end up paying for the whole thing.  After all is said and done – you can possibly buy it out for $1.00 – don’t tell them that up front – they will increase the lease factor.  Many times they will require that you send in the last month’s payment and the first month’s payment and that is all the down payment you will need.  Deductions are about the same.

THAT WILL BE ON THE EXAM

NEW PATIENT – 

Mandatory lay lecture – within the first 10 visits – orientation class, chiropractic class, whatever you want to call it – schedule it back in the final report.  (Know the order of things down in the final report – video, written report, review of written report (relief care vs. maintenance care), Part 1 is done there – tell them that Part 2 will be done next week – that is the orientation.  

Bring your spouse so they can understand what the Dr. is doing for you.  We have a limited number of spaces so let me know tomorrow.  If you don’t come to the final report, Dr. H refuses to treat them, sends them to someone else.  

You can just give them a 15 minute lecture if ABSOLUTLEY necessary.  Dr. H gives them a second chance to attend it.

Confrontational tolerance – two choices –


“I make it mandatory – If you can’t come, I just release people – your xrays and records will be available to send to whatever Dr. you choose.”


OR


“You’ve given up the right to ask me questions.”

Once you are done with the class, make an offer to the group – We’re done, time is up, thank you for being here.  Here is an offer to you – spouse, kids – schedule in the next two weeks – no out-of-pocket expense per person.  We’ll talk about this in the next visit.

Start the final report orientation – start on time.  Dr. H takes off his watch off – there’s nothing to buy.  I want you to learn how your spine works – how people get sick.  I want you and your family to get chiropractic care the rest of your life.  I’m going to explain why that is important to you this evening.  I want to teach you how chiropractic works.  Flips charts, no slide shows (they are too impersonal), blackboards, etc.  

Use the dental model – prevention – vs. the medical model of treating the symptoms.

The transition that has to take place is to get the person from back pain orientation to the nervous system controlling everything and keep them from getting sick.

 ADVERTISING

Different types will work for different types of people and practices.

3 methods available – perception of the public regarding selling services vs. selling goods.  They are marketed differently.  

1. Image advertising – create a favorable image to the public – professional sign, office, location, (don’t open an office in a “dead” shopping center).  Sponsorship of a local sports team/field etc.  Get the name out there – on the top of calendars.

2. Educational advertising – mailers, flyers, lectures, articles in the newspaper.  Educate people about a topic relating to chiropractic.

3. Call to action advertising – patient appreciation days, health fairs, “get-well” weeks, free consultations, etc. – done with a cut-off date in mind.  (We do this at the end of the lay lecture)

Try not to mix them – one should be a major theme – it confuses the person and dilutes the message. 

Selling goods is different – if your ad is a little “cheesy” it probably is more like selling goods than services.  The less print the better.  “Put your message out there and shut up.”

ASSOCIATE VS INDEPENDENT CONTRACTOR

Associate – typically is an employee.  You are working for someone else.  

Independent contractor – solo practitioner who is renting/sharing space in a chiropractic office.

People are calling themselves independent contractors when they are actually an associate.

IRS cares about which one it is.

Associate – hours are determined by the boss, salary is determined by the boss, responsibilities are determined by the boss.  There is a contract that outlines this.

Independent contractor – Dr. H is the landlord, doesn’t do any of the taxes, etc., out of the paycheck.  There is a rental agreement, staff will help out, file insurance, equipment, CA, etc., for a set amount of money.  The big deal is that you are held accountable for your taxes, unemployment taxes, etc.

CRITERIA for an Independent Contractor

1. As an independent contractor there is a sufficient lack of control over you.

2. You have to establish an independent trade as an independent contractor – you have to set yourself up as “Jones Chiropractic” at the Ballwin Chiropractic Clinic.  Separate tax number.

3. No supervision by the “landlord” or the Dr. that owns the office.

4. No fixed or set hours.  Work when and how long you want.

5. Independent contractor is responsible for paying any outside labor, other tools and equipment

6. Has there own separate stationary, advertisement, business trade, tax ID number, etc.  (Take your files when you go)

7. Provides own health insurance and liability coverage

8. No training or direction from the employer

9. Can work in different locations – hospital, alternative health care, etc.

10. Can not have a major investment in the facility – that’s a partnership.

11. Not paid on the basis of their time worked – paid based on collections.

12. Must be able to make a profit or suffer a loss – there has to be a minimal amount of money you have to pay each month.  ($500 a month rent OR a % of what you make – whichever is more)

13. Work at any other facility

14. Advertise and promote your own practice

15. Cannot claim attachment to the facility – your letter head, stationary, billings, ads, has to be independent of “Ballwin Chiropractic”

“Linda’s Notes” by Linda Hite – These notes are not guaranteed to be complete or without errors – they are meant to be a supplement to help you study.


