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Office MGMT (midterm)

Ultimate procedures & protocols for office mgmt, by dr. Tim Gay
Doctors who fail in practice:
1. they are not grounded in chiropractic

2. they give the worst ROF and “final reports” to their patients

a. their report is merely presented as another aspirin or pain therapy
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2 Chiropractic paradigms/constructs: allopathic vs non-allopathic
-mechanistic vs innate-based models of chiropractic
-mechanistic-based model of chiropractic

-sciences and clinical outcomes

-diagnosis dictates treatment


-stresses evidence-based protocols


-subjective complaints are significant data for determining treatment protocols


-mechanistic, reductionistic


-condition-based care is the core of this model


-wellness is a clinical goal rather than a treatment phase

-innate-based model of chiropractic


-vitalistic, holistic construct


-subluxation-based


-goal is maintenance and preventative care

16 reasons that cause NEW practices to fail (pp 17-50):


1. Choosing to operate an ALL-cash practice



-People expect somebody else to pay for their health care (today in America)



-“somebody else” includes:  insurance companies, government, employer




-originated from “worker’s benefits”



-People also expect somebody else to pay for their health insurance premium



-Cash practice is poor for referrals



-Average collection ratio the first year in practice is 61%



-All-cash practices cut their service levels by 50%



-We live in a credit society




-the average family of 4 spent $12,800 more than what they earned last year



-if at all possible, consider utilizing the 3rd party system for chiropractic benefits
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2. Not performing an effective consultation, chiropractic exam and ROF before you accept the patient & begin tx


-don’t solve the patients problem before offering a solution



-doctor/patient chemistry



-acceptance of the patient by the doctor (doctor should verbally tell the patient they will accept them as a patient)


-doctor and patient should be on the same page


3. Lack of implementation of proven office procedures and policies

4. Inability to effectively communicate chiropractic to people


-read personality profiles and learn how to read people



-people learn more visually than auditory



-consider both verbal and non-verbal communication



-how you dress (and present yourself) tells the patient how you want to be treated



-Bill Esteb’s “power words”:  decay (rather than degeneration), patch, choke (rather than irritated or compress), 

relief, relapse, hope, results, dying & starving (to describe nerves), play, disability (rather than impairment), 
neurosurgery (sounds worse than orthopedic surgery), locked up & cemented (rather than fixation), shark’s 

tooth or thorn (better than spur), blister/ulcer (rather than inflammation), crippling, sandwich (compressing a nerve)



-a rusty hinge is effective to communicate degeneration, or fixation


5. Going into practice under-financed


-it takes money to start and sustain a practice (typically $20-30k for 1000 sq feet office)


6. Purchasing the newest, most expensive, most technically advanced equipment (too much initial investment debt)


-it is typically $4-5k per month to open up a practice that is conducive to working


7. Partnering with a best friend


-usually both of you don’t know what you’re talking about, especially if you’re new



-there is usually one final decision-maker



-it gives a sense of false security



-instead, one should be the owner and the other should be an independent contractor



-need in writing:  under what circumstances will this relationship end


8. Choosing the wrong office site


-cheap rent (it’s either too big or too small)



-no accessibility once you get there (ie medians in the road)



-restrictions or poor parking



-2nd floor practice without an elevator



-lower rear level (poor perception)

-competition (too many DC’s in one area)


9. Practicing part-time


-availability is the key here



-if you’re working full-time somewhere else, you won’t feel like a professional doctor



-the competition by the other doctors will overcome you



-the part-time office hours are usually more convenient for the doctor rather than the patient


10. Join every HMO and PPO that would accept them (do the research)


-first talk to the other DC’s in the area



-credentialing process (do’s and don’ts)



-upfront cost and yearly fees



-kick-backs (disguised as consulting fees)



-treatment plan restrictions



-pre-certification



-look at profit/loss margin (how much does it cost for people to come into the office?)



-coordination of benefits



-PPO’s reputation (United Health Care is the worst, then GHP, then BlueCross/Aetna/Signa)



-review the participating physicians’ directory


11. Lacking effective new patient acquisition procedures/programs (relates to #4)


-marketing is the key to the success of a new practice ($500-$1000/month)


12. Making no serious effort to personally meet/know the people in their community


-the more people you know, the more new patients you’ll have



-need to join the chamber of commerce and other organizations


13. Untrained staff / no staff / over-staffed


-you (as the doctor) needs to do the training



-usually takes about 6 months to fully train a CA (in-house)



-biggest problem with gals under 30yo: can’t keep them off cell-phone (& texting)


14. Providing routine services that have no chance of being reimbursed by the insurance plan or the patient

15. Purchasing personal high ticket items (expensive cars, new homes, toys, trips, etc) before the practice income 
could comfortably support it

16. No ongoing practice management, consulting or coaching after graduation and opening practice
*12 keys to chiropractic greatness


1 - time management (3, 9, 12, 14)


2 - goal setting (see number 6 on want list)


3 - falling in love with chiropractic


4 - becoming a specialist (2, 3, 16)


5 - having an advisor or mentor (16)


6 - having a strong procedure-based practice


7 - must be personality-driven (have interest/passion in what you’re doing)


8 - improving management skills (2, 3, 13)


9 - read books and save money


10 - pay yourself first


11 - defeating your debt



-people in debt hardly ever accumulate wealth (b/c most people in debt have consumer & not investment debt)


12 - investing in your clinic

*15 points of ultimate practice management

-page 29: Management by Statistics
-Money Management (pp 41-44)

-page 129ff

-consultation, exam, and final report

-condition-based care

-preventative & maintenance care

-wellness care
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-Marlow: the father of office mgmt
-James Parker: developer of chiropractic practice mgmt

Relief care

Stabilization/Corrective care

Maintenance/Preventative care

Day 1 (pg 134)


-patient arrives in office and greeted by CA and fills out papers


-consultation, CA does pre-consultation


-patient watches video


-doc does exam, xrays

2/2/09
Suppose you open up an office (what do you need that is conducive to practice growth?):

Rent: around 1200-1500/mo (about $25 per square foot per year)

Utilities: $100/mo

Lease payments (equipment, chairs, computer, view boxes): $1000-$1500/mo (assuming around $50k worth of stuff)

Office supplies (paper, postage, etc): 400-500/mo

Xray machine: $700-800/mo


Staff (make appts, collections, billing, etc): $10-12/hour


Insurance: $100-150/mo 

Printing/Marketing: at least $500/mo


TOTAL: $4-5k/mo


-the average is $4-5k/mo for a new office (with bare minimums)


-the average new practitioner collects 60% their first year


-taxes:  self-employment tax (15% of the first $85k ( FICA ( Social Security and Medicare)




-if employ someone, you take 7.5% out of their paycheck, and the employer pays the other 7.5%




-federal tax is typically 10-15%




-property tax and state income tax


-student loans: $150k

Procedure: Consultation, Exam, Final Report, then treatment


-first day: consultation, history, exam, xray, blood, physical, etc


-second visit: report of findings, offer solution to solve the problem, then begin care (first adjustment)

Three types/phases of care:


-crisis care, condition-based care, pain relief care


-stabilization/corrective care


-maintenance/preventative/wellness care

-don’t allow the patient to fill out paper work at the front desk, but rather have them sit down in the waiting room
-use a private office (or treatment room) when giving a consultation, and let them know you haven’t accepted them as a patient yet
-3 categories of patients: 

-personal injury (MVA, worker’s comp)

-health insurance (deductible, # visits allowed per year)

-cash

Consultation (history, review of systems)

-it’s main purpose is to develop a chemistry with the patient
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Consultation

-“good guy, good gal”


-the art of establishing a good consultation (& good chemistry) is you need to become a good listener


-use a room that doesn’t have an adjusting table in it; a room conducive to talking (like a private office)


-if you have a desk, then sit behind it (this provides non-verbal communication that puts you in charge)

-There are 2 chemistries you develop with your patient:

1) “good guy, good gal” ( developed during the consultation


2) “good doctor” ( developed during the exam, by performing a talking exam
Before you do the consultation:


1. Use the patient’s full name



-make sure you know the correct pronunciation of their name


2. Use your name (pronounce your name the way you want the patient to call you)

3. Mention the name of the referral, and thank them for coming in


4. Touch them and invade their 3-foot circle
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-the consultation is the most important procedure you will ever have with your patient in your office


-doctor needs to quit talking, and more importantly, quit writing, but just listen


-take your pen out, put it on your desk and ask the patient to tell you about their c/c

-then pick up your pen and verbally repeat back to them a summary of what they just told you



-that will show them that you are really listening


1 - dig for chronicity, do not create it



( find out if they had a similar complaint prior, and then get them to think back 20+ years


2 - perceived value



-patients buy the perceived value of what you will do for them


-ADL’s – find out what is important to this patient, that brought them in to your office




-ie  patient can’t play golf today



-discuss ADL’s with the patient, and ask how their pain specifically affects their home life

-to the degree you are willing to be confrontational with your patients will be the degree that you are successful

-we need to keep our patients accountable

-if they miss 2 or 3 appointments, then sit down in a chair and talk with them



-let them know that it is critical that they be disciplined to stick with the treatment plan


-ask the patient if they would prefer relief care rather than corrective care




-“we can perform relief care until that no longer works”




-if patient drops out of corrective care then comes back in months later with pain, then say:  “I don’t doubt that”
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-confrontational tolerance:  your ability to get into the patient’s face (holding patient accountable)


-good confrontation – holding a patient accountable


-bad confrontation – when a patient wants to get in your face



-for certain personalities, it is really difficult to allow someone else (ie doctor) to be in charge



-their intent is to get case mgmt control (to help them feel more comfortable in an uncomfortable environment)


-they may often mention that they are skeptical of chiropractic




-merely acknowledge that you heard it, but don’t respond/retaliate




-just say, “I understand that … now let’s talk about your back and see if we can help you.”

-after the consultation, take the patient into the exam room and let the patient watch their first video (about 8 minute video)


-CA walks in the room right after the video, gives them a gown and asks them to crack the door when they’re ready


(video from Back Talk Systems)

-chiropractic exam (~15min)

-orthopedic, neuro, sensory, motor tests …


-motion palpation:  PA compression on every vertebra ( you will find painful segments unrelated to c/c

-ROM, thermography, xray

-need a few “wow” factors in your exam (something with technology)


-surface EMG’s, thermography, plumbline, nervoscope, machine to measure ROM

-consider doing a talking exam


-talk about what you’re doing as you go through the tests

-how do you know that? “This is what I do for a living.”
-after exam (& before xray), give the patient a 15-second summary

-after xray, release the patient and send them home


-tell patient to put ice on c/c (or whatever you want them to do)

1) make the next appointment

-schedule an appointment for them to come back for a final report

2) collect the fees

Should you adjust on the first visit?

-never offer to solve the problem before the patient accepts the solution

-it is important to give ROF before the adjustment

“If I can accept you as a patient, then I will, otherwise, I will find someone who can help you”
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-have “eye candy” (posters, model spine, etc) in exam room

-the first visit should be rehearsed

-initial consultation should take less than 10 minutes

-tell patient you need time to look over their exam/x-ray, and allow them to come back later that day

-don’t offer to solve the pblm until you provide the solution

-test tx exam
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ROF (15-20 min + 8-10min video)


-most important selling point of chiropractic


-written handout (hand written by you, fill-in-the-blank)


-printed handout


-oral report


-have a TV and a pre-report video (will save you 30 min of talk)

2 components of ROF: 

1) what the patient wants to know about their problem



2) what you want them to know about the solution to solving their problem


What’s the problem?


What will you do to treat it?


How long will it take to fix?


How much will it cost?


What are the alternatives/options?



-offer the patient a safe place to fail (give them an opportunity to realize that their ideas are not the best)


-preparation is the key to the final report (treat them as if they were the last patient you will ever see in your life)

-do ROF in exam room (rather than in private office)


-immediately after the 8min video, have the CA come in and put up the patient’s x-rays


-let the patient look at the films for 4-5min, then the doc goes in and starts the ROF


-CA gives the patient a written, one-page sheet
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Final Report format (Write the PCPTA on a sheet of paper and hand to the patient)
P – problems (what problems does the patient have? Fixable/not fixable)
C – components (ie neurophysiology, pathophysiology, etc)

P – phase (of degeneration, and what phase they’re heading to) (prevent progression)
T – treatment (how long? how much?, etc) (STAB) – explain “top priority” of each
A – alternatives/options (relief, corrective, maintenance) - choice
Report of Findings

-important: no selling, just present




-be prepared, allow sufficient time to prepare

1. patient watched “report video” (8min) (CA instructions)

2. doctor presentation

“You have watched the video and have seen your x-rays. Now, let me review your exam findings with you. I have put your findings in a folder for you, so you can take a copy with you. You will not have to remember everything we talk about today.


Let me review what we found on your exams, explain what these findings mean, discuss the treatment recommendations with you and your options of care. I’ll answer any questions you have before we begin care.”

3. Turn on x-ray view-box and discuss

4. List the structural problems; number them 1, 2, 3, etc

5. Follow this format (or similar) to cover the important points:  PCPTA

Important:  Patient responsibility/commitment vs. do not begin STAB (stability care?) – relief only

“What I need to know from you, what are you expecting out of this encounter?”
Don’t choose correction/stability care if you cannot commit to finishing it, b/c it will be a waste of time/money and will not be a positive experience for you.

-once a patient tells you A or B, then you’re done; don’t continue to sell

-no patient ever wants to hear the words “I told you so”


-instead, say, “remember where you were at when we last took x-rays? You’ve probably progressed some since then.”

Relief care = about 1 adjustment a month (and adjustment only)

Corrective/stability care = adjustment + flex/ext traction table (spinalator), diathermy, exercises
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Patients want us to answer four questions (use PCPTA to answer these questions):

1) What is my main problem?

2) What do I need to do?

3) Why is it important for me to do this?

-components and phases of degeneration

-stress the neurological component

4) What are my options?

-one of the main criteria for evidence-based practice is the doctor’s experience
-Dr. Michael Hanczaryk, “achieving 100% patient compliance”


-convey to the patient that your services are more valuable than the money and time spent

-consequences of no treatment or under-treatment 



-go from phase 1 to phase 2



-go from kinesiopathophysiology to neuropathophysiology


-health void (loss of ADL, recreation, hobby, independence)


-when we focus on acceptance and approval we lose site of our focus


-always recommend what your patient needs, and let them choose what they want


-all growth comes from getting out of your comfort zone


-golden rule of patient compliance: tell people what they need and treat them like they want to be treated
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Dr. DePice

-increased forward head posture is connected with increased disease states

-“chronic back pain is associated with greatly accelerated atrophy of the brain.”


-normal grey matter atrophy is 0.5%/year of aging


-atrophy caused by chronic back pain is 5-11% (which is the same as 15-20 years of aging)

-accidental deaths per physician (per year) = 0.171

-“presenting to win” – book on developing powerpoints & developing presentations
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Relief Phase


Top Priority: pain relief (reduce nerve irritation)


Schedule of treatment: days to weeks to completion of this phase



-adjustments 1-2 days apart (between 1 and 6 weeks depending on how bad they are)

-tell the patient, “I don’t recommend that you do this, unless you have to.”

Corrective/Stabilization Phase


Top Priority: correct joint dysfunction & provide stabilization of new joint function 

(adjunctive therapies are pain-oriented)

Schedule of Treatment: begin to lengthen the time between visits (do not use the phrase, “we are cutting back”), 

They are responding, making progress; we are getting stability, (adjunctive therapies are corrective & stabilizing)

-adjustments 3-7 days apart

Wellness Phase


Top Priority: supportive care of spine & nerves in the spine


Schedule of Treatment: begin to lengthen time b/n visits to allow for support of the neuro-mechanical components



(usually monthly), adjunctive therapies are supportive in nature


Two reasons:

1) maintain the wellness of the chief complaint (structure affects function)

2) examine and correct anything else found in the spine

-always recommend to the patient what you think they need, and then give them what they want

-explain to them the consequences of not having it corrected (or stabilized)


-(this is the biggest stumbling block of most young chiropractors)

-we are responsible to tell people what they have and where it is headed

-also tell the patient that the relief care tx plan will not eliminate the possibly of where they were originally heading
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Midterm project:  2 floor plans (due Monday 3/9)

First posterboard:


-hand draw (using a ruler), 30’x40’ on a poster board


-clinic you would consider opening that is feasible at this point in your life (not your dream clinic)


-draw a set of rooms and label rooms


-where would I like my rooms, how many rooms, etc


-on the backside of posterboard, list the rooms with a list of furniture in each room & prices



-computer, printer/copier, adjusting tables, chairs, filing cabinets, 



-subtotal all the equipment and furnishings



-cost of built-out (leasehold improvements): putting up walls (dividing room up), carpeting, painting, etc



-around $50/square foot ( about $20-$25k for 30x40 office



-in real life, get a couple bids from different contractors



-TOTAL cost

Second posterboard:

-60’x15’

-build-out ~ $20k

Space Utilization & Capacity Evaluation

-should use every square foot of office space to make an income

-use the most minimum space required for the maximum amount of people, and minimum employees
-1st tickler file: things that need to be routinely done (bills, insurance, tax, watering plants, etc)

-2nd tickler file: new patient mailing tickler file:


-every week, NP’s get a mailer for first 8 weeks

-3rd tickler file: insurance, PI

-every six months in tickler file, put a card in that says “evaluate practice”; look at:


-services (amount of services provided in last 6 months)


-evaluate write-offs


-evaluate types of patients (patient classification): insurance, PI, work comp, cash, medicare, in-network

-evaluate overhead



-how can I reduce it?



-how can I increase it? (might need to grow, so you can make more money)


-evaluate fees


-it is easier to raise your fees $1 a year for the next five years, then to go up $5, five years from now

-office space

-600 square foot should allow you to do $200-300k per year in services


-if you want more space than that, ask yourself if it will make you more money


-you only need one adjusting room per doctor (can comfortably see 40-50 people per day)


-mistake: doing something else in that adjusting room, other than adjusting


-the key to being busy is: key the adjusting room open


-have a separate room for therapies (or a therapy bay)


-if at all possible, try to eliminate attended therapies (ie ultrasound)



-recommended non-attended therapies: intersegmental traction, diathermy

-staff

-most chiro practitioners have too many staff members


-about $25k/year for basic staff person ($10-12/hour)

-techniques

-what is public perception of technique?



-is the technique conducive for referral?


-consider a technique that does not require you to gown every patient (since gowning is a practice restraint)
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-independent contractor: you are self-employed

-the clinic you work in is typically your landlord


-you are responsible to withhold your own taxes

-the majority of IC’s still owe their last 1-2 years of income tax (therefore, IRS makes it difficult to be IC)
Benefits to established DC (of adding an IC)
1. contribution towards overhead

2. income when owner is gone

3. IC can cover vacations, sick days, etc

4. can sell to contractor

5. can have multiple DC contractors = incr. income

Benefits to the IC

1. no initial start-up investment (usually $50k)

2. lower start-up costs overall (less each month – no massive overhead)

3. profit is realized sooner

4. no control by owner – leave each day; work when you want

5. affiliation with chiropractic office that is successful, good for support for new DC

6. New DC can learn from established DC by just watching (good habit)

7. New DC’s patients will be impressed with an office that works and helps them

8. you can reduce your financial stress and emotional stress 1000% (not constantly worried about overhead)

9. you can concentrate on building practice

10. your collections will be higher %

Disadvantages of IC
1. competition with established DC in the area of NP’s

2. no management / control of practice / business (loss of control)

3. play 2nd fiddle; natural

4. staff loyalty is always for established DC (payor)!

5. can be asked to leave

6. could pick up bad habits, poor procedures, etc if practicing with unsuccessful doctor

-associate = employee


-your employer is responsible to withhold taxes out of your paycheck

Overall, the benefits of practicing as an IC far outweigh the disadvantages
-IC is responsible for:

1. personal marketing expenses

2. travel, seminar, license renewal

3. malpractice insurance premium

4. health insurance premium

5. personal phone charges

6. minimal office fee to “established office” for reduction of charges on relatives, friends, etc

7. additional equipment purchases
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-biggest concern with associate/IC: Does it meet IRS regulations?

-FICA tax: 15% of first $88k goes to federal government

-if IC, then need a federal tax number


-contract will be a lease/rental agreement


-an IC must be able to show profit or loss (an associate just has a profit)


-IC’s are independent; the owner has no control over when the IC works

-if associate, then just use your social security number


-the employer often pays for continuing education


-often there is a clause in the contract outlining a penalty if you quit and open up an office within ~15-20 mile radius



-if break this agreement, then could possibly have to pay them ~$4k/month for several years

-if considering an associate position, need to ask:  Why do they want me as an associate?
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Eight questions to help you determine whether you should be an associate or open a new practice:

1)  Are you scared to open up a new practice?

2)  Are you inexperienced but don’t want outside help?

3)  Can you raise the money?



-a successful entrepreneur knows how to raise money

4)  Are you willing to work 70 hours a week?



-if you want to succeed, you must be willing to work 60-70 hours/week for 5 years



-the extra 20 hours/week is outside the office (marketing, lectures, etc)

5)  Will your spouse support you?

6)  Is your ego too big to follow expert advice?

7)  Do you lack self-motivation?



-are you a chronic procrastinator?

8)  Are you a passive person?



-successful DC’s are energetic, goal-driven people

The key to keeping an associate:


1) have a contract that penalizes them when leaving early


2) get them into consumer debt as quickly as possible 



-get them into a position that they cannot afford to leave



-get them to buy a house and expensive cars



(after they get you into consumer debt, then they will start you working the 60-70 hour work weeks

Have an attorney to look over the contract to determine:

1) is it a legal document?

2) should you sign it?

-if doctor with multiple practices, then that should be a red flag when considering an associate position

-often the owner is not even a chiropractor

-make sure they put into the contract a pay raise connected with working more hours per week

-about 3,000 are graduating from chiro colleges every year

-never talk to a federal agent (their job is one of deception)


-they may make you think they’re on your side, and then they use everything you say against you

-as an associate, make sure that everyday you are given a copy of your day sheets


-services/fees could be added in the central computer without your knowledge
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Personal Injury / Work Comp (PI/WC)

How to get reimbursed

PI: auto accidents (99% of PI cases), work injury, product liability, personal assault, bar fight

-“Fault” State (aka “non-no fault”)


-if you run into someone at a stop sign, it’s your fault

-“No Fault” State

-if you run into somebody at a stop sign, it’s not your fault

FAULT STATE - Example accident (Jim hits Andrea)

Andrea: State Farm car insurance, Bluecross health insurance, married with cigna health benefits


Jim: Geico car insurance, United Health Care, married with Aetna health benefits


-at chiropractor: exam (Davis series), EMG, x-ray, etc



-charge approx: $700


-who should we send the bill to, who is (1) legally responsible to pay, and (2) will get the most reimbursement?


-in a Fault state (such as Missouri), the quickest way to get paid would be to send the $700 state to State Farm 

and also send a copy to BlueCross



-they will do a “coordination of benefits” and the state law will determine who has to pay




-when coordinate benefits, usually the entire bill is covered



-claims adjuster will review the bill



-usual and customary (UC) and reasonable and necessary (RN)




-was this $700 fee a usual & customary fee compared with other chiro’s in the region?




-RN: does the fee make sense clinically?





-is there something to support the reasoning behind doing the x-ray series?



-medpay (with State Farm) will cover all $700



-how much is covered by BC will be determined by whether you or not are in-network




-if in-network, BC might reimburse $125 of that $700




-if not in-network, the insurance would pay $449 (70%)

-if “medical payment” (aka “medpay”) on card ($1000, 2000, 3000, 5000, or 25000, etc)


-coverage that you buy on auto insurance that pays for your healthcare when you’re involved in a car accident and it has 

nothing to do with fault


-based on contract, not on fault


-if $2000 medpay, then insurance company pays the first $2000 (medical bills) per accident per person in car

-most routine chiropractic entrance procedures allow for a full spine AP and Lat of each NP

-need to call the insurance companies every week asking for your money
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-back to the example accident:

-Jim is legally responsible for hitting Andrea


-all that has happened is that Jim has transferred responsibility to Geico


-in a fault state, it would be legal to bill Jim’s insurance, however, it will take a long time to receive payment


-eventually, Geico will cover it, but they will not pay anything until you release Andrea from care



-Geico wants a final bill and release from care




-this will start the process of them filing the claim




-Geico does this so that you will discharge them from care early so you can get paid sooner


-after about 12 weeks of care, then once a month for 3 months, then discharged (in this scenario)

-Rule: it usually takes two insurance companies to equal one payment (of a total bill)

-if you end up with a negative balance (a credit) at the end of Andrea’s care, then you owe Andrea the extra money

-*don’t give the patient any money until after they are released from care



-you become the banker



-typically, you will not owe the patient any money


-if Cigna “co-insurance”, then they might cover part of the bill that BlueCross didn’t cover



“co-insurance” = coordination of benefits (secondary insurance that covers benefits the first insurance doesn’t cover)

-Geico procedures are very geographical (in one city you might get paid much sooner than a neighboring city)


-patient must sign a form saying that if Geico won’t pay the bill, then the patient will pay it

-medpay (must purchase it) covers 100% of U&C and R&N (100% per accident per person)

-if Andrea purchases $2000 of medpay, then she is entitled to $2000 of considered reimbursement

-usually you will get the $2000 (but never more)


( medpay is based on contract and not on fault



-they cannot legally raise your rates for using your medpay

-allopathic care rarely bills medpay

-collision claim is a separate claim from a healthcare claim (the two should not be lumped)

*-always bill a medpay and a major medical, if they exist


-fastest form of payment

-suppose Andrea did not buy medpay


-then bill BlueCross (Andrea’s insurance)



-BC will pay about $160 of the initial $700 bill


-Cigna (Andrea’s spouse’s insurance) may pick up the remaining


-Geico would take probably 6-9 months to pay
-if Andrea has no major medical (and no medpay), then two options:


1) Andrea pays as she goes (or partial payment)


2) Andrea makes no payment and you just wait for Geico to cover the bill

-suppose Jim does not have liability car insurance

-Jim’s major medical has nothing to do with Andrea (can’t bill them)
-Andrea’s “un-insured coverage” would cover her if Jim was un-insured, or in the event of a hit-and-run

-if out-of-network, then greater reimbursement, but much higher deductible


-and either 70/30, or 80/20 (depending on what Andrea bought)



(70/30 means the patient pays 30% of the bill and the insurance pays 70%)

-however, with the increased copays, it is almost better to be out of network, now-a-days
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-know what to do in a fault state

-know how to get paid if no insurance coverages

Andrea has two possible legal scenarios:


1) medical (healthcare) claim


2) liability issue (damage to car, impairment/disability, pain/suffering)



-pain & suffering is why she is legally entitled to a settlement from Jim’s car insurance company (Geico)



-most people don’t have a clue what this settlement should be; that is why one might retain an attorney



-an attorney will keep 1/3 of the settlement



-Will the 2/3 of the settlement be more than what she could get on her own?




-80-90% of the time, Andrea would be better off with an attorney

-the average settlement (with attorney) is typically 3x her health care expenses

-healthcare + specials (loss from work, etc)

-typically the average settlement (without an attorney) is around twice the health care bill

-the suburbs (county areas) are typically lower settlements than in the city areas

-where the accident took place will determine where you go to court (if it ever gets that far)

-if go to court, then Geico will also have to pay for an attorney

-as a result, 99% settle out of court

-if the patient says “a friend of mine” will be my attorney, then likely the attorney doesn’t have any experience with PI cases 


-the insurance companies know how good the attorneys are


-inexperienced attorneys will often get bargained down by the insurance companies and these attorneys in turn will try to



get the you (as the chiropractor) to reduce your bill


-as a doctor, you should recommend a good attorney for your patient

-Chiropractor should have Andrea sign a lien stating that she requests the insurance company to PAY the doctor (rather than to directly pay Andrea)

-send the lien via certified mail

-In Missouri (with their lien laws), if the insurance company then sends the money to Andrea, the insurance company is still responsible to make sure the doctor gets paid (and might have to reissue another check)

Further scenario: 


Andrea’s passenger: Sadie



-Allstate car insurance, Golden health, and husband has Prudential

Rule: the insurance follows the car


-therefore, bill State Farm (Andrea’s car insurance), and Golden (Sadie’s major medical)


-may also want to bill Prudential (need to call and ask them)
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-if Andrea did not buy medpay, then bill Sadie’s car insurance (Allstate) and Sadie’s major medical


-Sadie’s medpay will kick in if Andrea didn’t have medpay
-with BlueCross (in-network), will get about $1200 of a $3000 bill

-if out-of-network, then will get more, however the patient’s deductible is a lot higher (maybe $1000)

-for United Health Care, if in-network, you’ll get $60 max for the first visit (even if visit is $700 visit)


-thereafter, you will get $42 for adjustment, $2 for traction, and $0 for PT

-patient needs to be ACN pre-certified (pre-notification must be performed)


-UHC wants you to get rid of the symptomatology and then release them



-if you continue to see them after symptoms are gone, then you will be terminated


-UHC raised their co-pay to between $30-35 


-therefore, most DC’s don’t even send in the bill to UHC



-rather, they just ask the patient to pay their co-pay, and fail to bill UHC to get the remaining $7

-ACN has changed their name to Optimum
-number one reason to be in-network is to protect your patient base
Further scenario: Susanne is in Jim’s car; then for treating Susanne:

-bill Jim’s medpay (Geico), and Susanne’s major medical


(you can never bill someone else’s major medical, always bill the patient’s own major medical)


-if Jim didn’t have medpay, then just bill Susanne’s major medical
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-in a fault state like Missouri, know who to bill (and know who to bill if some of the coverages were not available)
-review the scenario:  Jim (with Susanne as passenger) hits Andrea (with Sadie as passenger)


-if Sadie comes in your office, bill Andrea’s car insurance (the medpay coverage follows the car)


-the state law says that medpay will cover the same amount for each passenger

 (& does not have to be divided amongst the passengers)

Stacking


-if you have exhausted the medpay benefits (that follows the car), then you now have the right to bill Sadie’s medpay 


(when treating Sadie)


-you may have to send a letter stating that Andrea’s medpay has been exhausted

-if neither car (driver) has medpay, then the passenger in the car can use their own medpay

-lien = legal document stating who the insurance money will be sent to (signed by the owner of the policy)

( only applicable if the state has a “lien law”
Subrogation
( you owe money back (only in a fault state)

-a clause (statement) that will be found (if it exists) in your major medical policy (not your medpay)

-if you ever settle/receive a liability claim against the fault driver, then the major medical wants their money back


-sometimes the major medical company will send you a form to sign stating that they will subrogate their claim



-tell your patient to NOT sign the form



-the first thing the patient needs to ask the company is “where is the subrogation clause in the contract?”

Excess Coverage

-in fault states, excess coverage statutes make either medpay to be primary and major medical secondary (or vice-versa)


-excess coverage statute causes the medpay to become primary and major medical to be secondary


-and they coordinate benefits so that they never achieve over 100% reimbursement



-the secondary insurance will only reimburse once the primary insurance has run out

-if the doctor receives more reimbursements than he has billed, then there is no “excess coverage” law in that state


-the downside: if the primary insurance refuses to cover the entire bill, the secondary insurance may only cover a 

percentage of the remaining bill

-about 50% of the states are fault states
-if Sadie is driving Andrea’s car, even if Andrea is not in the car, Andrea’s medpay will cover anyone in the car

NO FAULT STATE

-in a no fault state, there is no fault

-no fault states have personal injury protection (PIP) rather than medpay 



-you’re required by law to have PIP coverage


-bill Andrea’s PIP coverage for Andrea, bill Sadie’s PIP for Sadie, etc.


-in a “no fault” state, PIP coverage negates all other coverages (including major medical)


-no major medical, no liability, etc, until you hit the “threshold”

-no subrogation, because no major medical


Threshold = that monetary amount determined by state statute that health care expenditures must reach before a “no 

fault state patient” is now entitled to a liability settlement


-when the threshold has been met, then a NO FAULT state turns into a FAULT state


-a “no fault” state saves the insurance companies money, but it neither reduces premiums nor saves the consumer money
( it goes by the state that the accident occurs in (even if you live in or are treated in a different state)
1) WORK COMP

-workman’s compensation insurance coverage


-an insurance policy, bought by an employer, that covers employees injured on the job


-some insurance companies deal only with work comp insurance


-by state statute, all employers must purchase workman’s compensation insurance 

(once the employer reaches a certain number of employees)



-in many states, if you stay under four (or so) employees, then you don’t have to buy work comp

Three possible state statutes that determine whether or not you can get paid taking care of work comp


1) State statute allows the injured person to choose the treating doctor (this is the best scenario)


-there may only be a few of these states left


2) The employer has the right to choose the doctor (ie. Missouri)



-if the doctor is not authorized by the employer, then the insurance will not pay for the treatment



-once you give the employer the legal right to choose the doctor, for all practical purposes you have given it to the 

insurance company (the insurance company will manipulate the employer’s decision, otherwise threaten to raise 

the rates)

3) The insurance company has the right to choose



-there is typically a company doctor/clinic (they typically don’t really treat you unless you’re bleeding)



-insurance companies just think everyone is lying

-doctors typically get labeled as either being “insurance-company friendly”, “employer friendly”, or “patient friendly”
-work comp claims automatically negate all other coverage (work comp is always primary)

-with one exception: if the employee gets hurt while driving a company car



-since she is on the job, it is a work comp claim ( bill work comp carrier



-however, she could also get a liability settlement from the person who hit her



-don’t bill any major medical


3/25/09
[ACA & politics discussion]
2) INSURANCE
How do we get paid in manage health care?

-either in-network or out-of-network


-in-network = participating provider


-out-of-network = non-participating provider


-to be in-network, must sign a year-long contract (unless you decide to call them and say you quit)



-it takes about 3-4 months to get the provider number (after signing the contract)



-have to go through a credentialing committee



-when you feel out a credentialing questionnaire (about 20 pages), you need to fill it out as if you are the most liberal 
allopathic provider you can think of:
-you don’t x-ray all patients


-you don’t do full spine adjusting


-you don’t believe in lifelong wellness care




Advantage




-your name goes into a directory (good for marketing)




-they send all money/checks directly to you (not the patient)



Disadvantage




-you cannot bill the patient for anything beyond the allowed charges/fees

-if you’re out-of-network, most insurance companies have out-of-network benefits 
Advantage



-can bill the patient your regular charges and the insurance company will pay a higher reimbursement

Disadvantage



-higher deductible to discourage the patient from coming to see you (if you’re out-of-network)
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Reasons for being in-network


-get in the provider network book (patients will find you)


-you will get paid directly (don’t need authorization of assignment forms)



-usually takes about a month to get paid (usually a bulk check for multiple patients)

Downside of being in-network

-you agree to set reimbursement rates

Typical reimbursements for in-network: 
-20-30% reimbursement on adjustments

-70-80% reimbursement on diagnostics (xray)


-they also determine number of visits of care


-most insurance has “retro-active review”



-at any time they could review previous patient records and subtract payment for “extra visits”

-the key is to make your patient more upset with United Health Care than you are


-tell them in your final report what UHC will do for them:



-if you have UHC, most likely they will only cover adjustments for 3-4 weeks (but they may need 15 weeks of care)
-never whine to your patient about how much your insurance company reimburses


-the patient probably thinks that you’re charging too much anyway

-BlueCross/BlueShield tends to be better than the rest, mainly because they allow 20-25 visits

-other insurance companies typically allow less than 10 visits


-however, typical co-pays are around $40

-insurance companies are shooting themselves in the foot because they’re raising their co-pays and deductibles
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-99.9% of your patients will have a co-pay ($40 co-pay is becoming the standard)



-need to call and verify everybody’s coverage


-put a notice (plaque) on front counter that says, “your co-pay is due at the time of your visit”

-try to get everyone to pay their co-pay (and/or deductible) before they get an adjustment

-80% of the profession still takes their own x-rays
-we will all need to go to electronic billing (it’s cheaper than postage)

-the other option: print out a claim form and stuff envelopes


-electronic billing will cost you around $150-200 per month (due to yearly software upgrades?)


-electronic billing is sent through your clearinghouse, and the very next day you get an email with the stats


-however, it still takes 30-45 days to get paid (they could take up to 75 days)

1) collect co-pay before the visit

2) electronic billing

3) have someone watch the accounts receivable

4) establish a credit amount (typically $100-200) that you will extend to your patients who cannot pay immediately

-then once they reach that particular amount, they have to pay off their bill before they can get further care

3) CASH

-a cash practice ( payment in full at the time of visit


-can give the patient a claim form that he can mail in himself


-however, they will come and ask for help when they get denied reimbursement


-a big turn-off for referrals is if you fail to help them get reimbursed

“CASH-LIKE” – having the patient pay their responsibility (deductibles/co-pays) at the time of visit

-if patient is on 70/30 plan, then patient owes you 30%, however you have to wait for an EOB from the insurance 

company to let you know what the 30% should equate to

-what you should do instead: you figure out what that 30% should be, and collect it today


-the cash practice seminar has very little to do with a cash practice



-you learn how to build a family-oriented wellness practice (which always equates to cash)


-how to make cash work? Prepayment is the key to a cash practice



-give patient a discount for prepaying 

Bill Esteb, two personality characteristics:


1) tremendously grounded in chiropractic philosophy




-they really see the advantage that people should have spine checked routinely (regardless of symptoms)



2) incredible ability to be effective communicators


-the downside of a cash practice:



-if people pay at the time of each visit, you are just reminding them of the expense
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LEASING OFFICE SPACE
A) triple-net lease


1) rent ($ per square footage)



-ie 1200 square feet, $20/sq foot = $24,000 per year = $2,000/mo


2) maintenance/upkeep (typically $2-5 per square feet)



-trash removal, lawn care, snow removal/salting, parking lot & building upkeep, outside lighting, minor repairs


3) taxes and insurance (could be ~$5 per square feet)


-real estate taxes are based on the appraised value
#2 and 3 could either be fixed or it could float


-the maintenance is the one that floats the most
B) full service lease 

-can have a floating tax/insurance portion

-typically somewhere between 3-7 year leases

-if only a one-year lease, then there could be a red flag

-at the end of the 3-year lease, then want to negotiate for the next 3 years


-you want the first right to refusal
-don’t sign the initial 3-year lease without knowing what the next 3 year lease will cost you

-at least have a cap on the 2nd 3-year lease, and get it in writing

-when sign the 2nd 3-year lease, then get a cap on the 3rd 3-year lease
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-you need to be absolutely sure that you have first right of refusal and first right of acceptance


-do not sign your lease without this

Other things that should be included in the lease:

-who will pay for the leasehold improvements



-want in writing, and want a dollar amount


-right to sublet (sublease)


-the right for you to bring in an independent contractor


-vacate the premises as-is (take cabinets and counter tops with you)


-designated parking


-look at the space you want to rent in the middle of the morning/afternoon and see what parking is available


-visibility (you should not be located in the lower level at the rear parking lot)



-if on 2nd/3rd floor, then need an elevator



-sometimes it is worth a few dollars more to have some visibility


-a death clause



-most states have statutes that determine when a contact is void/null based on your demise



-want a clause stating, “upon your death, your estate can continuing renting this space”



-this gives your beneficiaries an opportunity to try to sell your practice

-you want to be sure that your maintenance fees and taxes/insurance is based on how much square feet you occupy



-otherwise, you might be responsible for empty units next to you
-*know how to figure out your rent (for FINAL exam)

EQUIPMENT

-recommendation: don’t buy anything right now

-lease everything with the intent that you will buy it within 3-5 years


-leasing allows you to have a low initial investment

-ask leasing company for their “lease factor”


-lease factor is a converted percentage rate



-allows you to figure out your monthly payment



( multiple the lease factor times the cost of the equipment, and that will be your monthly payment



-least factor depends on the time period of the lease (usually somewhere b/n 3-6 year lease)

3 options when you lease equipment:

1) lease for 3 years and then give it back


2) you can buy it (at typically 10% of the original cost)



-after you’re done negotiating the lease, then ask for a buy-out option for $1


3) you can finance that buy-out (ie owe them one monthly lease payment per year for the next 3 years)
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-when you lease equipment, you are responsible for upkeep/maintenance
NEW PATIENT ACQUISITION

-read the book: “How to Cross-Examine a Chiropractor”

-biggest challenge: how to build a practice (how to get people into office)
-need to allocate $500-$1000 per month for marketing

-primary rule: the more people you know (& know you), the more new patients you will get

-extroverted people will refer you more patients than introverted people


-extroverts are typically in the sales profession

1) when you open your office, develop a mailing list of everyone who knows you


-a list of names and addresses who you will routinely mail them something on chiropractic (flyer, article, etc)


-monthly, or bi-monthly mailing


-constantly staying in touch with people we meet and people we know
2) run an opening announcement, a news item


-type up a 1-page brag sheet about yourself



-academics/coursework, areas of interest, associations, mission statement


-print up 500-1000 of these sheets (handouts and mailers)


-also print your brag sheet in the local newspaper

-the less writing on your business card, the better

3 sources of new patients:


1) the best source of new patients are from the people you are presently treating



-routinely stimulate through mailings, flyers, conversations, etc, to bring in new people



-therefore don’t ignore them; still need to spend marketing money on them


2) second best source is our past patients


-contact them periodically (possibly quarterly, or bi-annually)



-can talk about conditions, or can talk about managed healthcare


-these mailers serve as a reminder


3) third source of new patients is everyone else who lives in our community



-this is the worst group of people to spend money on



-can contact them via a mass mailer (maybe send 1000 flyers to a sub-sect)

-use the same techniques that politicians use to get elected


-eye-to-eye contact, shaking hands with people


-one-on-one in your community, meeting people

-go door-to-door (commercial first and then residential) and introduce yourself 

-start at the doors closest to your office


-take your brag sheet with you (either cut one out of the newspaper or take one that you printed)


-go to small businesses


-you’re not selling anything, but you’re going there to introduce yourself and to meet one person (the owner)

-dress appropriately (how you dress tells me how you want me to treat you)


-shake the owners hand, “I’m Dr. xxx, and I’m the new chiro in town. I just opened up xxx clinic. What I’m doing today 

is I’m canvassing the neighborhood trying to meet as many people as I possibly can (I’m not from this town). I don’t 

know if you’ve seen this yet, but here is our new ad that we had printed in the paper; we’re really proud of it. If I 

can ever help you with chiropractic care, let me know.”


-the key is to talk about the owner



-How long have you been here? What do you do here? etc


-ask for their first and last name, then write down the name (and address) as you leave the store


-go back to your office, and hand write a short thank you note:



“Dear xxx, thank you for taking time out of your busy day; I enjoyed meeting you.”


-when you go out for lunch, eat at one of those small business restaurants


-make sure you ask for the owner (to say “hi”) every time you visit there for lunch
-it takes 500 patients in your office to start building a referral practice

-the average chiropractor is seeing 3-5 NP’s per month (their first 7 years on practice)

-the next best thing to getting 500 NP’s is to personally meet 500 people in your community

-the goal is to meet 500 new people your first month in practice (20 people a day)


-put these 500 people on your mailing list
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-if at a professional business that requires an appointment, then ask when a good time would be to come back and meet the owner/doctor/etc
-dress in suit and tie (and perhaps a name tag), so you don’t look like a mugger

-this is the wrong time to do the spinal exam

-don’t walk across the lawn

-if they want to come in, don’t bother making an appointment (since you don’t have any patients), just tell them to come in

-look at the zoning and state boards and see if they have a problem with this community survey

-if someone you meet says that they are getting chiropractic care, then say, “That’s great! If you’re doctor is ever out of town or unavailable, then give me a buzz and I’d be happy to fill in.”

-if you know the doctor they are seeing, then don’t repeat any negative things you know about them (it is a liability)

-if someone asks you about a technique that you don’t do, then say, “that’s a good technique, but I don’t do that.”
-you might do a mass mailing or newspaper ad that would support you going door-to-door

-figure out a way to go back to those establishments and try to learn their names

-if a new business opens up in your community, then take the initiative to meet/welcome them to the community

-for mailers, ask a real estate agent, or visit an online real estate site to get lists of names/addresses

Advertising/marketing

-mailings (from your office), typically about something


-newspaper health columns


-marketing services is different than marketing goods
3 primary ways that professions advertise their services:


1) image advertising


-nice sign on office



-you having a certain image



-the image of your waiting/consultation rooms



-put your name in front of the public



-not that productive, but it is supportive


2) educational advertising


-anything we do when we’re trying to teach the public about something



-flyers/handouts



-newsletter



-news column in the paper (typically a question and an answer)



-long-term (public must routinely look at)


3) call-to-action


-an offer or reduced service (try to convince people to come in for something)



-free exam/consultation (but don’t use the word “free”, rather use “courtesy”)


-healthcare week



-patient appreciation day



-allows a patient to come in for a certain deal (for a limited period of time)



-need a deadline (typically 3-4 day max timeline)
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-know insurance stuff

-how to figure out lease payments on equipment

-how to figure rent

-dead complex, bad reputation


-dying town


-a new interstate/highway bypass


-no visibility


-difficult to find











the guy with the bow tie


