



Dr. Name:










Specialty       General Practice  (Circle One)  
Date:___________________

Our attempt to gather this data prior to accepting you as participant is two-fold; it allows us to know more about your expectations, as well as, getting a glimpse of your practice.  The more we know about you, the more opportunity we have to ensure success.  Your honesty is appreciated and your privacy will be honored at all levels.  Many practices ask us what they can do to get to the next level, but only exceptional practices ask to really know and fewer ask so they can really do.   Where are you?
Your practice particulars…
1.
Have you had professional practice management?


Y    N

2.
Have you had professional case acceptance training?

Y    N

3.
What are the maximum hours you have taken in one practice management course?

8-12

12-18

18-24

24 or more

4.
Do you currently have a plan for financial arrangements for your treatment plans?
Y    N

5.
The largest treatment plan you have offered a patient in the last two years was …


3-7K

7-12K

12-15K
15-20K
20K+

6.
The largest accepted treatment plan you have preformed in the last two years was…


3-7K

7-12K

12-15K
15-20K
20K+
7.
What is your favorite treatment to perform? ____________________________________

8.
How much of your practice income does this treatment currently represent?


0-25%

25-50%
50-75%
75-100%

9.
How much would you like it to be?


0-25%

25-50%
50-75%
75-100%

10.
What type of post-graduate training or continuums have your completed and when?

11.
When you consider the investment of your time, effort and finances for this training, what 
are your expectations to feel this experience was a success?
Your aspirations…
1.
Why do you want to improve people skills and grow your team?

2.
What would your goal be for your practice at the end of this experience? 

In one year after this training?


In three years?

Your team…
1.
Number of team members?





2.
Please ask your team the following question and give us the average for your team:

“Rate yourself on your ability to speak comfortably and confidently about 
treatment while establishing great rapport?”

(Not at all)   1   2   3   4   (Somewhat)   5   6   7   8   (Expertly)   9   10

You and your practice…final questions
1. What is your strength as a practice?

2. If you had to list a weakness of your practice or team what would it be?











______


3. How did you hear about this program?

4. What did this person say or what did you read that made you act on this today?

We thank you for your time in completing this application. We know you do not take this investment lightly and we want you to know we do not either.  Your trust is in us is imperative.  You will be notified as soon as your application has been reviewed.  We are looking forward to working with you!  Should you have any questions, call our toll-free number 866-51-Choice. 
Once completed, you may submit the application by faxing to 979-567-9435 or by registering online; or send it by mail to Dentistry by Choice  PO Box 880  Caldwell, Texas  77836
Name of doctor and/or practice

Address – City – State - Zip

Phone number(s) 

Email 
Dentistry by Choice Training


