[image: image2.png]#HEALTHCARE
SUCCESS

Scientific Marketing That Delivers Patients




[image: image3.png]#HEALTHCARE
SUCCESS

Scientific Marketing That Delivers Patients





[image: image1.png]#HEALTHCARE
SUCCESS

Scientific Marketing That Delivers Patients




Marketing Questionnaire

This detailed questionnaire is designed to help you organize the vital information we will need to analyze your business and develop your custom marketing plan.  

Materials to include with your completed questionnaire:

In addition to completing the questionnaire below, please provide copies of any current marketing materials you may use in your business, including but not limited to 

____ Website domain address ________________________

____ Digital Marketing data or statistics

____ Brochures, pamphlets or other printed business collateral

____ Current/recent advertising in any medium (TV, radio, print, mailers, billboards, Yellow Pages, etc.)

____ Business logo, business cards, letterhead

____ Bio(s) of principals, partners or other key management personnel - if available

____ Optional: websites, marketing or ads from major competitors

____ Optional:  anything else you think may help us to better understand your business

Your questionnaire:

Please fill out this form as completely as possible. For all questions or assistance with completing your Marketing Questionnaire, please call (800) 656-0907 or email info@healthcaresuccess.com.   Please return your completed questionnaire and materials at your earliest convenience.

1. CONTACT INFORMATION (To be filled out by STAFF or PRACTICE OWNER

Date: 10/29/19______________

Profession / Specialty:  Dermatology, Plastics, Derm Path, Phlebology___________________
Total Years that your business has been established:  Since 2009________________________

Business Name: Illinois Dermatology Institute, LLC__________________________________

Principal(s)/Partners:  Ruchik Desai, MD, Luis Flores, MD, Michael Greenberg, MD, 

Matthew Harris, MD, John Kalis, MD, Michael Lewitt, MD, Keith Lopatka, MD, 
David Lorber, MD, Eugene Mandrea, MD, Steven Mandrea, MD, Michael O’Donoghue, MD
___________________________________________________________________________

___________________________________________________________________________

SHORT-TERM OBJECTIVES (next 12 months)

Please describe your short-term business goals, including financial targets, areas of focus and/or opportunity.

Maximize Providers’ Schedules
Continue de novo growth (new locations)
Build career path for MD’s, PA’s, NP’s to share in growth and success
Recruit and retain employees
Stop service leakage 
___________________________________________________________________________

LONG-TERM OBJECTIVES (3-5 years)

Please describe your ideal business 3-5 years from now.  What types and how many customers/clients, what products or services will you provide, how many locations, partners, etc.? What kind of reputation will you have?  How much profit will the business generate annually, etc.?

Grow 15% per year through organic growth and acquisitions – 6+ providers per year 
___________________________________________________________________________

___________________________________________________________________________

TARGET CUSTOMER/CLIENT

Please list your highest priorities for customer/client types (by industry, profession, business category or other pertinent customer profile criteria for your business.

1. Medicare and insurance based 40+ years
2. Sell deeper, i.e., more aesthetics conversion
3. _________________________________________________________________________

4. _________________________________________________________________________

5. _________________________________________________________________________

PREFERRED PRODUCTS OR SERVICES

Please list your highest priorities for products and/or services you want your customers to value and purchase.

1. Complement of General Derm and Aesthetics (Plastics, Cosmetics, Vein, Products), i.e., by full service
2. _________________________________________________________________________

3. _________________________________________________________________________

4. _________________________________________________________________________

5. _________________________________________________________________________

Business SWOT (Strengths, Weaknesses, Opportunities, Threats) Self-Analysis

(Hint:  Strengths & Weaknesses are internal to the business; Opportunities and Threats are external to the business.)

Strengths include unique products, services, capabilities, processes, facilities, credentials, experience, results, technology, innovation, customer experience, current successful marketing, etc.

Reputation for quality and compassionate medical care/respected providers
Breadth of services offered by the Practice
Full service throughout platform (currently not at all locations)
Entrepreneurial experience of Partners

Weaknesses are the internal factors and limitations that make the business more vulnerable.

Lack of integration and infrastructure
Decentralized decision making
Maintaining more than one currency for organizational value

Lack of future state for development purposes

Organizational structure

Service leakage
Opportunities include new products, services, programs or locations, untapped or under-cultivated niches, new target audiences, underserved population segments, new technologies, etc.

Expand SRT/ other profitable services
Early stage, highly fragmented market
Aesthetics growth
Ample margin enhancement opportunities

Partners well connected to create/drive market consolidation/link with other local MD’s
Largely committed and loyal staff and management

Partners willingness to consider, evaluate and accept change

Threats include new competitors, increased or different marketing activities by competitors, industry changes, legislative or regulatory changes, demographic shifts, etc.

Competitors - Forefront, Pinnacle and DuPage
Accelerating market consolidation
Tight staff labor market
Ability to coordinate solutions with differential outcomes on various partners
What we would most want to see as a positive result of a successful marketing program for our business is

Patient growth at new locations (Calumet City, IL, Crown Point, IL, Hyde Park, IL 

Oak Park, IL)
Brand map and alternatives
SRT Marketing
Online presence and strategy
________________________________________________________________________

________________________________________________________________________

What we are most concerned about in implementing a successful marketing program for our business is

Online and brand strategy
Proving ROI for marketing spend
_______________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

BUSINESS LOCATIONS & CONTACT INFORMATION

PRIMARY LOCATION

Address: N/A ________________________________________________________

City: State: Zip: ________________________________________________________

Office Phone: ___________________   

After-Hours/Back Office Line: _____________________

Fax: _____________________________  Web Site: ___________________________________

Years Established for this Location: _____________________________

Primary Contact Home Phone:  _________________ Primary Contact Cell Phone: _________________

Primary Contact Email: __________________________

Secondary Contact: ______________________________ Title: __________________________

Secondary Contact Phone: ________________ Secondary Contact email: _____________________

OTHER LOCATION(S) IF APPLICABLE (list each location separately)

Location #2 Address: See attached
City: State: Zip: ________________________________________________________

Location #3 Address: ________________________________________________________

City: State: Zip: ________________________________________________________

Location #4 Address: ________________________________________________________

City: State: Zip: ________________________________________________________

Office Phone: ___________________   After-Hours/Back Office Line: _____________________

Add same information on separate sheet for other locations if more than 4

LIST KEY PERSONNEL IN YOUR BUSINESS

Name: 
James C. Wonnacott     Title/Role:  CEO
Partner:  Yes  No 

Years with this Business: 2 Years
Name: Ruchik Desai, MD             Title/Role: President/Manager
Partner:  Yes  No                   Years with this Business: _____ 

Name: 
Steven Mandrea, MD     Title/Role:  Manager
Partner:  Yes  No 

Years with this Business: _____
Name: 
David Lorber, MD           Title/Role: Manager_

Partner:  Yes  No 

Years with this Business: _____
Name: 
Sara Roussin                  Title/Role: ________________________
Partner:  Yes  No 

 Years with this Business: _____
Add same information on separate sheet for other key personnel 
ZIP codes (by location) that account for 2/3 of your customer base:

Location # 1

Location # 2

Location #3

Location #4

a. _______________
a. _______________
a. _______________
a. _______________

b. _______________
b. _______________
b. _______________
b. _______________

c. _______________
c. _______________
c. _______________
c. _______________


d. _______________
d. _______________
d. _______________
d. _______________

e. _______________
e. _______________
e. _______________
e. _______________

4. CURRENT MARKETING EXPENDITURES (T

Add same information below for other locations if more than 4

BUSINESS DATA & STATISTICS

GEOGRAPHIC TARGET AREA(S)

List primary geographic target area(s) for your products/services (national, regions, states, cities):

1. Chicagoland
2. Northern Indiana
3. Growth West and North of Chicago
4. _________________________________________________________________________

5. _________________________________________________________________________

Avg No. of New Customers/Clients per Month: ________

Current No. of Total Customers/Clients: ________  

Avg. Customer/Client Life Cycle (months/years): _______________

Avg Annual Revenue Per Customer/Client (Total): _________________

Avg Annual Revenue Per Customer/Client (by Product or Service): 

                             Product/Service



Average Annual Revenue
_____________________________________________

____________________

_____________________________________________

____________________

_____________________________________________

____________________

_____________________________________________

____________________

_____________________________________________

____________________

_____________________________________________

____________________

_____________________________________________

____________________

_____________________________________________

____________________

_____________________________________________

____________________

_____________________________________________

____________________

_____________________________________________

____________________

Top 5 Most Financially Lucrative or Desirable Products/Services:

1. Mohs
2. SRT
3. Excisions
4. Pathology
5. ____________________________________

Bottom 5 Least Financially Lucrative or Desirable Products/Services (start with least lucrative/desirable as #1): 

1. ____________________________________

2. ____________________________________

3. ____________________________________

4. ____________________________________

5. ____________________________________

Source of New Customers/Clients 
Total No. of Clients 
% of New Clients 
Est. $ Value
 Referrals from Other Clients 

$

 Referrals from other Professionals 

$

 Web Site 

$

 Advertising 

$

 Other (Please specify): 

$

 Unknown Source 

$

Top Referring Clients/Professional Relationships (rank from most referrals)

Client/Business Name

 # of Referrals in last 12 months

____________________________________________
____________________________

____________________________________________
____________________________

____________________________________________
____________________________

____________________________________________
____________________________

____________________________________________
____________________________

____________________________________________
____________________________

CURRENT MARKETING (last 12 months)

Are you currently working with an agency? No web developer
What services do they provide? Website/ SEO managing Lakeview Dermatology
Do you have tracking or metrics? 
Activity 

Total Cost 
Total Revenue 
I see this as a…

 _____________________
_________
_____________
 Opportunity  Challenge  Non-issue
 _____________________
_________
_____________
 Opportunity  Challenge  Non-issue


 _____________________
_________
_____________
 Opportunity  Challenge  Non-issue
 _____________________
_________
_____________
 Opportunity  Challenge  Non-issue

 _____________________
_________
_____________
 Opportunity  Challenge  Non-issue
 _____________________
_________
_____________
 Opportunity  Challenge  Non-issue


 _____________________
_________
_____________
 Opportunity  Challenge  Non-issue
 _____________________
_________
_____________
 Opportunity  Challenge  
Non-issue
 _____________________
_________
_____________
 Opportunity  Challenge  Non-issue


 _____________________
_________
_____________
 Opportunity  Challenge  Non-issue
 _____________________
_________
_____________
 Opportunity  Challenge  Non-issue

COMPETITION 
. COMPETITIVE ANALYSIS (To be filled out by PRACTICE OWNER)

Please list your most significant competitors:

Name and URL
How They Promote (Advertising, Practice Representatives, Public Relations, etc.)
Pinnacle Dermatology 

___________________________________________________


Forefront Dermatology
___________________________________________________

Derick Dermatology

___________________________________________________

Advanced Dermatology
___________________________________________________

_______________________
___________________________________________________

_______________________
___________________________________________________

_______________________
___________________________________________________

_______________________
___________________________________________________

Comments: _____________________________________________________________________________

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

TRENDS 
OALS (To be filled out by PRACTICE OWNER)

1. What type of financial-growth trend has your business followed for the past two years?

 Strong Growth     Moderate Growth     Flat     Moderate Decline     Sharp Decline

2. Why is your business trending in the manner that it is?

Building internal capabilities to grow through de novo and acquisitions--so modest growth to date
Establishing future state systems to facilitate growth—not ready for another 6 to 12 months
3. Given the trend you indicated (assuming no additional and/or new promotional efforts) what do you project your estimated collections would be over the next 12 months? (conservative estimate, please) 

COLLECTIONS TREND PROJECTION: 
$ ________
4. Considering personnel changes, desired growth, location limitations and managerial considerations, what do you want your gross collections to be over the next 12 months?

12-MONTH COLLECTIONS GOAL: 
$ ________
5. Implementing a successful marketing plan requires a financial investment. What monthly budget would you like us to use for the first draft of your marketing plan? (We will discuss this live, and you can change your mind, but for now we are simply trying to get a sense of scale.)

AVAILABLE FUNDING FOR MARKETING BUDGET (MONTHLY):
$ ________

7. FINAL COMMENTS (To be filled out by STAFF or PRACTICE OWNER)

Please include additional information (challenges, opportunities, frustrations and aspirations) that may have been overlooked in this Questionnaire. A clear understanding of your business is critical to creating the most effective growth and marketing plan. We encourage you to include any information that would help us better understand your business and your vision.

THANK YOU!

WHERE TO SEND YOUR COMPLETED QUESTIONNAIRE AND MATERIALS:

1. Electronic Option email to Kathy@HealthcareSuccess.com
2. Hard Copy Option: If it is too difficult to email or fax your materials, please send them by OVERNIGHT MAIL to ensure timely and trackable delivery.  Mail to

Healthcare Success Strategies

Please keep a COMPLETE copy of your Questionnaire and all materials sent to Healthcare Success Strategies for your personal records.
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