GROWTH EVALUATION
Date: ____________________

Prepared for: __________________________________________________City, State: _____________________________________

(Attach business card)

Type of Dentist:       FORMCHECKBOX 
 General
             FORMCHECKBOX 
 Specialist ________________
               FORMCHECKBOX 
 Pankey

DSRT:

     FORMCHECKBOX 
 Director
             FORMCHECKBOX 
 Socializer
      FORMCHECKBOX 
 Relator

 FORMCHECKBOX 
Thinker

Doctor’s Leadership (1-10): _____________ Coachability (1-10): _____________ Management (1-10): ________________________                        
Dominant Buying Motive: ______________________________________________________________________________________
____________________________________________________________________________________________________________
BUSINESS TYPE: (check more than one, if applicable)
 FORMCHECKBOX 
 Sole Proprietorship
 FORMCHECKBOX 
 Partnership; if yes what %? __________   FORMCHECKBOX 
 Corporation   FORMCHECKBOX 
 Shared Space  FORMCHECKBOX 
 Other ______________

FACILITY:

*  Location:                         FORMCHECKBOX 
 High Rise     FORMCHECKBOX 
 Strip Center    FORMCHECKBOX 
 Stand Alone    FORMCHECKBOX 
 Other

*  Is it well equipped:          FORMCHECKBOX 
 No                FORMCHECKBOX 
 Yes?
*  Aesthetic Appeal:            FORMCHECKBOX 
 Poor             FORMCHECKBOX 
 Good               FORMCHECKBOX 
 Excellent

*  Technology Evaluation Done?                 FORMCHECKBOX 
 No                   FORMCHECKBOX 
 Yes (attached)

*  Patient flow through facility:                    FORMCHECKBOX 
 Poor                FORMCHECKBOX 
 Good              FORMCHECKBOX 
 Excellent

*   FORMCHECKBOX 
 Lease

 FORMCHECKBOX 
 Own Situation

*  Potential to expand?        FORMCHECKBOX 
 No
    FORMCHECKBOX 
 Yes

*  # of Treatment Rooms?  Total ______________ Doctor _________________________ Hygiene ___________________________

*  Is the building/space available for sale?   FORMCHECKBOX 
 No            FORMCHECKBOX 
 Yes   If yes, when: ____________________________________________

OVERHEAD:

*  Is overhead reasonable for production levels?     FORMCHECKBOX 
 No
         FORMCHECKBOX 
 Yes _____________ % (70% or less)

*  Over three years, has the % of net overhead        FORMCHECKBOX 
 increased or    FORMCHECKBOX 
 decreased?
*  % of collections for staff salaries? ____________% or $ ___________/mo. Benefits not included.

*  Dental Supply Company: ________________________________________ Rep: ________________________________________

DEMOGRAPHICS:

*  Location:                 FORMCHECKBOX 
 Metro
    FORMCHECKBOX 
 Suburb

 FORMCHECKBOX 
 Rural

*  Populations:            FORMCHECKBOX 
 Increasing    FORMCHECKBOX 
 Decreasing

 FORMCHECKBOX 
 Staying the same

*  New Patient flow:   FORMCHECKBOX 
 Increasing    FORMCHECKBOX 
 Decreasing

 FORMCHECKBOX 
 Staying the same

*  Psychographic/Demographic Analysis Done?   FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes (results attached)

*  Does a 3 year analysis of prod/coll show reasonable growth?   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes

*  Is there room for improvement, indicating the need for another provider?   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes # ________
TECHNOLOGY:
*  Dental Software                   FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes; Type ____________________________________________________________


*  How long using this software? _________________________________________________________________________________

*  Work Stations in Front Office?   FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes; if so, how many? __________________________________________________

*  Work Stations in ops?  
              FORMCHECKBOX 
 No 
 FORMCHECKBOX 
 Yes; how many? _______________________________________________________

*  Patient Education Software?        FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 Casey       FORMCHECKBOX 
 Smile Channel

*  Phone System:  # of phone lines: __________         Add a phone line?    FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes

*  Message on hold:   FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes

*  Phones answered during the hours of 12-2 pm and from 5-6pm?    FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes

*  Intraoral cameras?   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  If yes, how many ____________utilized?

*  Pano:   FORMCHECKBOX 
 No           FORMCHECKBOX 
 Yes   Are these leased?   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes    $/Patient Charge= $_______________.00

*  Digital X-rays:        FORMCHECKBOX 
 No       FORMCHECKBOX 
 Yes    Are these being utilized?    FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes

*  Imaging:   FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes     Cerak Unit:   FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes        Air Abrasion:   FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes

*  TV   FORMCHECKBOX 
   DVD  FORMCHECKBOX 
        In what areas? ____________________      _________________________  __________________________

*  Electronic Filing for Insurance?   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes

RECALL: 

*  System     FORMCHECKBOX 
 Computerized     FORMCHECKBOX 
 Manual         Person who works recall? _______________________________________________

*  Recall system has _________ % of patients and/or ______________# of patients from report.

*  # of hygiene days/wk: ________________.  Days/mo: ______________________________.

*  How far out is hygiene booked? ________________________________________________.

*  1st available 8 am: ____________weeks            1st available 4 pm: ________________weeks.

*  Preappointing?   FORMCHECKBOX 
 No        FORMCHECKBOX 
 Yes               % preappointed__________________.

*  Cancellations and No Shows frequent?     FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes (more than one per day per hygienist)

*  Block time for:       FORMCHECKBOX 
 New Patients          FORMCHECKBOX 
 Soft Tissue        FORMCHECKBOX 
 Other: ____________________

*  Sending postcards for confirmation?       FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes   Please explain details of mailout: ________________________________

____________________________________________________________________________________________________________   

DELAYED & PENDING TX:

*  Who works D & P Treatment?     Name of employee: ______________________________    FORMCHECKBOX 
 No one

*  Is system:       FORMCHECKBOX 
 Manual        FORMCHECKBOX 
 Computerized        FORMCHECKBOX 
 No System          FORMCHECKBOX 
 Both

*  How is treatment followed up when a patient does not schedule? _____________________________________________________

____________________________________________________________________________________________________________

*  Are treatment plans entered in computer?   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 Sometimes

SCHEDULING:

*  Is A/C scheduling $/day for production?    FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
*  Who is scheduling?  _____________________________

*  Is A/C scheduling Doctor, C/S, and Anesthesia time?   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes

*  Appointment scheduling is:   FORMCHECKBOX 
 Manual    FORMCHECKBOX 
 Computerized

*   FORMCHECKBOX 
 10 minutes    FORMCHECKBOX 
 15 minutes increments

*  Does practice see more than one emergency patient per day?   FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes

*  Emergency patients are:   FORMCHECKBOX 
 New Patients    FORMCHECKBOX 
 Patients of record

*  Daily production goal:  $______________.  Monthly production goal:  $ __________________________.

*  1st available appointment on doctor’s schedule?  _____________________________________ weeks.

*  1st available 8 am appointment on doctor’s schedule is ________________________________ weeks.
*  1st available 4 pm appointment on doctor’s schedule is ________________________________ weeks.

FINANCIAL SYSTEMS:

*  Total A/R=$___________________
Over 90 days A/R? $ ___________________
*  Collection Rate? _______________% of production (60 mo. Avg) Who does F/A’s? _____________________________________

*  Do all patients have fees presented prior to treatment?   FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes

*  Signed F/A’s?    FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes

*  Collection follow up efforts and systems effective?        FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes

*  Financial Options:     FORMCHECKBOX 
 Check
 FORMCHECKBOX 
 Hold Checks    FORMCHECKBOX 
 Outside Lending: _______________________________________________

     FORMCHECKBOX 
Pre-Authorized Credit Cards
 FORMCHECKBOX 
 Pre-Authorized Checks    FORMCHECKBOX 
 Other: _______________________________________________

*  # of statements sent __________________/month

*  Due date on statements?    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes

*  Statements being sent to patients when EOB is received in-office?    FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes

*  Is ticker file being used for insurance follow up?     FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes

INSURANCE/PLANS:
*  PPOs:        FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes; List ______________________________________________; %______________________________

*  DMOs       FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes, List ______________________________________________;  % _____________________________

*  Title 19     FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes; List ______________________________________________;  % _____________________________

*  __________% of the patients is insured.

MANAGEMENT AND LEADERSHIP:

*  Doctors Management Style?   FORMCHECKBOX 
 Delegator     FORMCHECKBOX 
 Non-Confrontational    FORMCHECKBOX 
 Micro    FORMCHECKBOX 
 Other: ______________________________

*  Does the practice have a P&P Manual?   FORMCHECKBOX 
No     FORMCHECKBOX 
 Yes

*  What does this office measure? ________________________________________________________________________________

*  How often?      FORMCHECKBOX 
 Daily      FORMCHECKBOX 
 Weekly     FORMCHECKBOX 
 Monthly

*  Are job descriptions and accountability in place?   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
*  Has the doctor communicated his vision to his team?   FORMCHECKBOX 
 No   FORMCHECKBOX 
 yes   FORMCHECKBOX 
 Frequency:  _____________________________________

TEAM:
*  Is staff motivated and enthusiastic?     FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 Scale 1-10: ______________________________________________

*  Concerns: _________________________________________________________________________________________________

____________________________________________________________________________________________________________
*  TCI Overall Score: ___________________ out of 5

*  Staff to Hire:  A/C ___________ C/S ___________ F/C ____________ H/C ____________ Hygienist ___________#days needed

*  Team Members concerns by __________________________________________________________________________________

____________________________________________________________________________________________________________

*  Is there an associate in the practice?   FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes; how long? ____________________________________________________

*  Associate will be:   FORMCHECKBOX 
 Employee   FORMCHECKBOX 
 Partner   FORMCHECKBOX 
 Other: ____________________________________________________________

MOTIVATION:
*  Bonus/Profit Pay System?   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes; explain ________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________

*  Trips: ____________________________________________________________________________________________________

*  CE: ______________________________________________________________________________________________________
*  “Atta boys!” ______________________________________________________________________________________________
*  Other incentives: ___________________________________________________________________________________________

CASE ACCEPTANCE:

*  Crown Unit Dollars (Total Production ÷ Crown Units) = $_____________________

*  Selling is done mainly by:   FORMCHECKBOX 
 Doctor      FORMCHECKBOX 
 Team       FORMCHECKBOX 
 Staff Member

*  Does Doctor empower and motivate the team to sell?   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes

*  Are intraoral cameras used in case acceptance?   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes; Frequency: ________________

*  “Ball Dropped”:  FORMCHECKBOX 
 C/S to DR      FORMCHECKBOX 
 Hyg to DR    FORMCHECKBOX 
 BO to FO    FORMCHECKBOX 
 FO to PT   FORMCHECKBOX 
 Doctor
    Explain: __________________________________________________________________________________________________

    _________________________________________________________________________________________________________

    _________________________________________________________________________________________________________

*  Drs’ Diagnosing:  Scale of 1-10; ten being aggressive, one being conservative. __________________________________________

*  Emperor Syndrome:    FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes          Do consistent treatment plan?     FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes

*  Do 4 surface fillings?  FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes          Diagnose:     FORMCHECKBOX 
 Full mouth      FORMCHECKBOX 
 Onesies
MEETINGS & COMMUNCATION:

*  Staff Meetings held?    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes; frequency _________________________________

*  Are staff meetings productive?    FORMCHECKBOX 
 No        FORMCHECKBOX 
 Yes

*  Huddle meetings?        FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes; frequency _________________________________

*  Are huddle meetings productive?   FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes 

*  If partnership, frequency of partner meetings: _____________________________________________________________________

MARKETING:
*  Do you track where new patients come from?    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes

*  Is there a referral-based practice?     FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes

*  Referral Rewards?    FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes; what? _______________________________________________________________________

*  External marketing plan in place?   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes          Marketing plan successful?    FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes

*  Budget for external marketing?       FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes; $ ________________________/month.

*  Signage and visibility?   FORMCHECKBOX 
 No        FORMCHECKBOX 
 Yes

*  Yellow pages and copy received?   FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes

*  New Patients/Mo: _________________ (average over past six months)

*  NP seen through  FORMCHECKBOX 
DR    FORMCHECKBOX 
Hygienist    FORMCHECKBOX 
NP Coordinator     FORMCHECKBOX 
First Available

*  Notes_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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