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Confidential Questionnaire and Practice Evaluation

Please complete each question as precisely as possible.  If the question is not applicable, place “N/A” in the space.  Please type or write legibly.


Please attach a photograph (A simple passport photo is fine.)

Section A – Personal Background

Name ______________________________________ Date of Birth _________________

Practice Name ___________________________________________________________

Practice Address__________________________________________________________

City ________________________________ State _______________ Zip ____________

Office Telephone (____)________________ Home Telephone (____)_______________

Fax (____)_____________________ E-mail ___________________________________

Web Address ____________________________Mobile (____)____________________

Married?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No   FORMCHECKBOX 
Divorced   FORMCHECKBOX 
Other _________________________________

If yes, Spouse’s name ____________________________ Children?    FORMCHECKBOX 
Yes   FORMCHECKBOX 
No 

If yes, how many? ________  How many live with you? _______________

What chiropractic school did you attend? ______________________________________

How long have you been in practice? ____________ 

Are you practicing full time?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  - If no, please explain. _________________

________________________________________________________________________________________________________________________________________________

Do you have any Associates?    FORMCHECKBOX 
Yes    FORMCHECKBOX 
No - If yes, what do they do? _____________

________________________________________________________________________________________________________________________________________________
Have you ever been an Associate?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No - If yes, what was your experience?

________________________________________________________________________________________________________________________________________________

In what states are you licensed? ______________________________________________

Do you have malpractice insurance?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No – If yes, what are your coverage limits? __________________________________________________________________
Have you ever had your license revoked or suspended?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No - If yes, please explain. _________________________________________________________________

Do you consider yourself to be in good physical condition?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No   

Are you overweight?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No - If yes, how much? _____________   

Do you exercise regularly?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  

Do you eat properly?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

Do you get enough sleep?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No 

Do you consider your energy level   FORMCHECKBOX 
Low   FORMCHECKBOX 
Medium   FORMCHECKBOX 
High?

Do you, or anyone in your family, have a health problem?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No - If yes, please explain. _________________________________________________________________ ________________________________________________________________________________________________________________________________________________

Have there been changes in how you feel about your profession since you started?  

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No - If yes, please explain. _________________________________________

________________________________________________________________________________________________________________________________________________

Have you ever signed up with Practice Management service?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  

If yes, please list and explain what the positives and negatives of each were. 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Section B – Facilities and Location
How do you rate your present office facilities?   FORMCHECKBOX 
Good   FORMCHECKBOX 
Fair   FORMCHECKBOX 
Poor

Do you think you should change your location?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No - If yes, please explain.

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you share common facilities with any other Doctor?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No - If yes, please 

explain. _________________________________________________________________

________________________________________________________________________________________________________________________________________________

What areas of your layout bother you the most? _________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

What is the approximate population of the area from which your practice draws? ______

How many similar Doctors are in your drawing area? _________

What is the Doctor to population ratio?  One Doctor per __________ people.

Please outline the days and hours that your clinic is open. 

	
	Mon
	Tues
	Wed
	Thurs
	Fri
	Sat
	Sun

	Open
	
	
	
	
	
	
	

	Lunch
	
	
	
	
	
	
	

	Return
	
	
	
	
	
	
	

	Close
	
	
	
	
	
	
	


Please outline the days and hours that you are in the clinic.

	
	Mon
	Tues
	Wed
	Thurs
	Fri
	Sat
	Sun

	Open
	
	
	
	
	
	
	

	Lunch
	
	
	
	
	
	
	

	Return
	
	
	
	
	
	
	

	Close
	
	
	
	
	
	
	


Please attach an accurate copy of your floor plan or draw the layout as near to scale as possible, on the enclosed graph paper.  Include essential details.  

Section C – Financial

What percentage of your practice is: Cash ______ Prepaid Cash ______Workman’s Comp ______ Personal Injury ______ Insurance ______ Complimentary ______

How do your prices compare to other Doctors in the area?

 FORMCHECKBOX 
High   FORMCHECKBOX 
Medium   FORMCHECKBOX 
Low   FORMCHECKBOX 
Don’t know

Do you have more than one price for treatment?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No - If yes, explain. 

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please give a breakdown of your typical monthly overhead.

	Advertising

Rent

Mortgage

Lab Fees

Staff Salaries

Assoc. Salary

Your Salary

Telephone

Mail

Credit Cards

Utilities
	$__________

$__________

$__________

$__________

$__________

$__________

$__________

$__________

$__________

$__________

$__________
	Insurance

Loan(s)

Office Exp.

Taxes

Supplies

Stationery

Leases

Laundry

Subscriptions

Other

Other
	$__________

$__________

$__________

$__________

$__________

$__________

$__________

$__________

$__________

$__________

$__________


Please total your monthly overhead. $____________________

What are your Accounts Receivable? $___________________

Is this higher or lower than normal?  If so, please explain. _________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

How much are you currently making per month? ________________________________

How much do you feel you should be making per month? _________________________

Have you ever declared bankruptcy?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No – If yes, please explain.

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Section D – Statistics

	
	Last Week

	Total Patient Visits
	

	Total New Patients
	

	$ Services (Adjusted)
	

	$ Collections
	


What do you consider your personal maximum or ceiling for patient visits? ___________

What do you think your staff considers their maximum for patient visits? _____________

What is your average treatment time? ___________

Please complete the table below, using your most recent 12 months statistics.  

TPV – Total Patient Visits

NP – New Patients

TSR – Total Services Rendered (Adjusted, if possible)

TC – Total Collections 

	Month/Year
	TPV
	NP
	TSR
	TC

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Totals
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	Collection %
	Case Average
	Visit Average
	NP Average
	Retention

	
	
	
	
	


Section E – Staff

Name ________________________________________ Length of Employment _______

Monthly Pay $_________ FORMCHECKBOX 
Salary   FORMCHECKBOX 
Hourly   FORMCHECKBOX 
Contractor    Bonus Pay $_________   

Special Conditions ________________________________________________________

Job Description __________________________________________________________

Hours ________ Doctor’s Personal Evaluation: Poor 1  2  3  4  5  6  7  8  9  10 Excellent

________________________________________________________________________

Name ________________________________________ Length of Employment _______

Monthly Pay $_________ FORMCHECKBOX 
Salary   FORMCHECKBOX 
Hourly   FORMCHECKBOX 
Contractor    Bonus Pay $_________   

Special Conditions ________________________________________________________

Job Description __________________________________________________________

Hours ________ Doctor’s Personal Evaluation: Poor 1  2  3  4  5  6  7  8  9  10 Excellent

________________________________________________________________________

Name ________________________________________ Length of Employment _______

Monthly Pay $_________ FORMCHECKBOX 
Salary   FORMCHECKBOX 
Hourly   FORMCHECKBOX 
Contractor    Bonus Pay $_________   

Special Conditions ________________________________________________________

Job Description __________________________________________________________

Hours ________ Doctor’s Personal Evaluation: Poor 1  2  3  4  5  6  7  8  9  10 Excellent

________________________________________________________________________

Name ________________________________________ Length of Employment _______

Monthly Pay $_________ FORMCHECKBOX 
Salary   FORMCHECKBOX 
Hourly   FORMCHECKBOX 
Contractor    Bonus Pay $_________   

Special Conditions ________________________________________________________

Job Description __________________________________________________________

Hours ________ Doctor’s Personal Evaluation: Poor 1  2  3  4  5  6  7  8  9  10 Excellent

Name ________________________________________ Length of Employment _______

Monthly Pay $_________ FORMCHECKBOX 
Salary   FORMCHECKBOX 
Hourly   FORMCHECKBOX 
Contractor    Bonus Pay $_________   

Special Conditions ________________________________________________________

Job Description __________________________________________________________

Hours ________ Doctor’s Personal Evaluation: Poor 1  2  3  4  5  6  7  8  9  10 Excellent

________________________________________________________________________

Name ________________________________________ Length of Employment _______

Monthly Pay $_________ FORMCHECKBOX 
Salary   FORMCHECKBOX 
Hourly   FORMCHECKBOX 
Contractor    Bonus Pay $_________   

Special Conditions ________________________________________________________

Job Description __________________________________________________________

Hours ________ Doctor’s Personal Evaluation: Poor 1  2  3  4  5  6  7  8  9  10 Excellent

________________________________________________________________________

Name ________________________________________ Length of Employment _______

Monthly Pay $_________ FORMCHECKBOX 
Salary   FORMCHECKBOX 
Hourly   FORMCHECKBOX 
Contractor    Bonus Pay $_________   

Special Conditions ________________________________________________________

Job Description __________________________________________________________

Hours ________ Doctor’s Personal Evaluation: Poor 1  2  3  4  5  6  7  8  9  10 Excellent

________________________________________________________________________

Name ________________________________________ Length of Employment _______

Monthly Pay $_________ FORMCHECKBOX 
Salary   FORMCHECKBOX 
Hourly   FORMCHECKBOX 
Contractor    Bonus Pay $_________   

Special Conditions ________________________________________________________

Job Description __________________________________________________________

Hours ________ Doctor’s Personal Evaluation: Poor 1  2  3  4  5  6  7  8  9  10 Excellent

Section F – Receivables

Do you have specific financial dialog?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

Do you use a fee slip?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

Do you use a super bill?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

Do you have written financial policies?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

Do you have a collection system that you, the Doctor, can monitor?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

Is your billing system computerized?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

Do you submit your billing electronically?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

Do you collect the co-insurance and the deductible?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No – If no, please explain. 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Who explains the financial arrangements with the patient?  When and where does this happen? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

What isn’t working in your billing and collections department?

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Section G – Service Routine

Please outline your typical first day service routine. 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you recommend different levels of service based upon patient condition or type? 

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No - If yes, please explain.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please outline your typical second day service routine.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you do a Report of Findings with all new patients?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No - If no, please explain.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please outline your typical routine visit.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you use therapies?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No - If yes, what therapies do you use, how many per visit and when do you recommend them?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you use any specialized equipment or technique?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No - If yes, please explain what you are doing and when you would typically recommend it.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

At what point do you re-examine? _________________

What percentage of your patients receive a re-examination? __________________

Do you re-x-ray?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No - If yes, what percentage of your patients receive another x-ray?  When and why do you take one?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Section H – Personal Evaluation

Please complete the following by circling the number that most accurately represents you and/or your office.  1 being poor and 10 excellent.

	1. Getting in sufficient new patients.
	1 2 3 4 5 6 7 8 9 10

	2. Successfully educating patients about chiropractic.
	1 2 3 4 5 6 7 8 9 10

	3. Communicating with patients comfortably.
	1 2 3 4 5 6 7 8 9 10

	4. Successfully getting patients to “buy” your services.
	1 2 3 4 5 6 7 8 9 10

	5. Handling patient’s general objections and concerns.
	1 2 3 4 5 6 7 8 9 10

	6. Handling patient’s financial objections and concerns.
	1 2 3 4 5 6 7 8 9 10

	7. Conducting a good health care class. 
	1 2 3 4 5 6 7 8 9 10

	8. Feeling positive and in control of patient care.
	1 2 3 4 5 6 7 8 9 10

	9. Conducting staff meetings with confidence.
	1 2 3 4 5 6 7 8 9 10

	10. Creating staff loyalty.
	1 2 3 4 5 6 7 8 9 10

	11. Leading and managing staff.
	1 2 3 4 5 6 7 8 9 10

	12. Inspiring staff.
	1 2 3 4 5 6 7 8 9 10

	13. Introducing new ideas with minimum staff resistance.
	1 2 3 4 5 6 7 8 9 10

	14. Firing staff as needed.
	1 2 3 4 5 6 7 8 9 10

	15. Maintaining personal interest and enthusiasm.
	1 2 3 4 5 6 7 8 9 10

	16. Maintaining personal stability and confidence.
	1 2 3 4 5 6 7 8 9 10

	17. Setting goals.
	1 2 3 4 5 6 7 8 9 10

	18. Achieving goals.
	1 2 3 4 5 6 7 8 9 10

	19. Other _____________________________________________
	1 2 3 4 5 6 7 8 9 10

	20. Other _____________________________________________
	1 2 3 4 5 6 7 8 9 10

	21. Other _____________________________________________
	1 2 3 4 5 6 7 8 9 10

	22. Other _____________________________________________
	1 2 3 4 5 6 7 8 9 10

	23. Other _____________________________________________
	1 2 3 4 5 6 7 8 9 10

	24. Other _____________________________________________
	1 2 3 4 5 6 7 8 9 10


What do you feel are the strongest three areas in your practice?

· _____________________________________________________________________

· _____________________________________________________________________

· _____________________________________________________________________

What do you feel are the weakest three areas in your practice?

· _____________________________________________________________________

· _____________________________________________________________________

· _____________________________________________________________________

What do you feel are your strongest three personal attributes?

· _____________________________________________________________________

· _____________________________________________________________________

· _____________________________________________________________________

What do you feel are your weakest three personal attributes?

· _____________________________________________________________________

· _____________________________________________________________________

· _____________________________________________________________________

Describe your ultimate practice.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Write your goals in the following areas.

Total Patient Visits ____________ per week

New Patients          ____________ per week

Patient Retention    ____________

Collection %           ____________

Describe any other practice goals that you have.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe your personal goals in the following areas.

Family 

________________________________________________________________________________________________________________________________________________

Housing

________________________________________________________________________________________________________________________________________________

Recreation

________________________________________________________________________________________________________________________________________________

Retirement

________________________________________________________________________________________________________________________________________________

Describe any other personal goals that you have.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________
Personality Profile System
     The following is a Personal Profile.  It is not a test, you cannot pass or fail.  Study the four descriptive words in each numbered group.  Select only one word that MOST describes you and circle the symbol or letter after that word in the MOST column.  In that same group of words also select only one word that LEAST describes you, and circle the symbol or letter after that word in the LEAST column. 

     If you would like you may have your spouse and/or your staff complete a profile on you as well.

	
	M
	L
	
	M
	L
	
	M
	L
	
	M
	L

	1
	
	
	7
	
	
	13
	
	
	19
	
	

	Gentle
	(
	(
	Fussy
	N
	(
	Aggressive
	Z
	N
	Respectful
	(
	N

	Persuasive
	(
	N
	Obedient
	(
	N
	Extroverted
	(
	(
	Pioneering
	Z
	Z

	Humble
	(
	(
	Unconquerable
	Z
	Z
	Amiable
	(
	(
	Optimistic
	(
	(

	Original
	N
	Z
	Playful
	(
	(
	Fearful
	N
	(
	Accommodating
	(
	(

	2
	
	
	8
	
	
	14
	
	
	20
	
	

	Attractive
	(
	(
	Brave
	Z
	N
	Cautious
	(
	(
	Argumentative
	Z
	Z

	Introspective
	(
	(
	Inspiring
	(
	N
	Determined
	Z
	N
	Adaptable
	(
	N

	Stubborn
	Z
	Z
	Submissive
	N
	(
	Convincing
	(
	(
	Nonchalant
	N
	(

	Sweet
	N
	(
	Timid
	N
	(
	Good-natured
	(
	N
	Light-hearted
	(
	(

	3
	
	
	9
	
	
	15
	
	
	21
	
	

	Easily led
	N
	(
	Sociable
	(
	(
	Willing
	(
	N
	Trusting
	(
	(

	Bold
	Z
	Z
	Patient
	(
	(
	Eager
	Z
	Z
	Contented
	N
	(

	Loyal
	(
	N
	Self-reliant
	Z
	Z
	Agreeable
	(
	(
	Positive
	Z
	Z

	Charming
	(
	(
	Soft-spoken
	(
	N
	High-spirited
	N
	(
	Peaceful
	(
	(

	4
	
	
	10
	
	
	16
	
	
	22
	
	

	Open-minded
	(
	N
	Adventurous
	Z
	Z
	Confident
	(
	N
	Good mixer
	(
	(

	Obliging
	(
	(
	Receptive
	(
	N
	Sympathetic
	N
	(
	Cultured
	N
	(

	Will power
	N
	Z
	Cordial
	N
	(
	Tolerant
	N
	(
	Vigorous
	Z
	Z

	Cheerful
	(
	(
	Moderate
	(
	(
	Assertive
	Z
	Z
	Lenient
	(
	(

	5
	
	
	11
	
	
	17
	
	
	23
	
	

	Jovial
	N
	(
	Talkative
	(
	(
	Well-disciplined
	(
	N
	Companionable
	(
	(

	Precise
	(
	(
	Controlled
	(
	(
	Generous
	(
	(
	Accurate
	(
	N

	Nervy
	N
	Z
	Conventional
	N
	(
	Animated
	N
	(
	Outspoken
	Z
	Z

	Even-tempered
	(
	(
	Decisive
	Z
	Z
	Persistent
	Z
	Z
	Restrained
	N
	(

	6
	
	
	12 
	
	
	18
	
	
	24
	
	

	Competitive
	Z
	Z
	Polished
	N
	(
	Admirable
	(
	N
	Restless
	Z
	Z

	Considerate
	(
	(
	Daring
	Z
	Z
	Kind 
	(
	N
	Neighborly
	(
	(

	Joyful
	N
	(
	Diplomatic
	(
	N
	Resigned
	N
	(
	Popular
	(
	(

	Harmonious
	N
	(
	Satisfied
	(
	(
	Forceful
	Z
	Z
	Devout
	(
	(


For Hart Consulting use only.

	
	Most
	Least
	Difference

	D
	
	
	

	I
	
	
	

	S
	
	
	

	C
	
	
	


Please use this page for any other comments that you would like to share with us.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Section I – Spouse Evaluation

If you are married, please have your spouse fill out this questionnaire.

Name ______________________________________

What are your spouse’s (the Doctor) assets?

________________________________________________________________________

________________________________________________________________________________________________________________________________________________

What are your spouse’s weaknesses?

________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your spouse’s practice goals and desires?

________________________________________________________________________________________________________________________________________________________________________________________________________________________

What can Hart Consulting do to help your spouse?

________________________________________________________________________________________________________________________________________________________________________________________________________________________

What can Hart Consulting do to help you?

________________________________________________________________________________________________________________________________________________________________________________________________________________________

What restrictions do you have on your spouse’s time?

________________________________________________________________________________________________________________________________________________________________________________________________________________________

General Comments?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Section J - Forms

Please send any of the following forms that you are currently using.  

· Assignment Form

· Attorney Lien

· Super bill

· Fee Slip

· Insurance Verification Form

· Consultation Form

· History Form

· Narrative Report Form

· Exam Form

· X-ray Form

· Travel Card

· Personal Injury Forms

· Workman’s Compensation Forms

· Any Additional Forms for our review

Thank you for completing this practice evaluation. 
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