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PRACTICE SOLUTIONS






	Free Hygiene Assessment 


Please complete the information below as thorough as possible. Type directly into the fields provided,   save it to your computer and email it back to: tcasasanta@spsolutionteam.com
Free Hygiene Assessment 

Name of Practice:          











      Type of Practice:  FORMCHECKBOX 
General Dentist  FORMCHECKBOX 
 Cosmetic  FORMCHECKBOX 
 Specialty      
Name of Dentist/Owner:            Additional Dentist Owner:                                                                                         Business Street Address:      
City:                             

 State:                              Zip Code:      
Contact Info: Check the preferred mode of contact below-
 FORMCHECKBOX 
Office Phone#: (   )         FORMCHECKBOX 
Cell Phone #: (   )         FORMCHECKBOX 
 Email address:      
____________________________________________________________________________________________________
Hygiene Hours:  List the hours for each hygienist working in the practice 
	Position 
	Monday 
(i.e. 8am-5pm)
	Tuesday 
(i.e. 8am-5pm)

	Wednesday 
(i.e. 8am-5pm)
	Thursday
(i.e. 8am-5pm)
	Friday 
(i.e. 8am-5pm)
	Saturday 
(i.e. 8am-5pm)

	Hygienist #1
	     
	     
	     
	     
	     
	     

	Hygienist #2
	     
	     
	     
	     
	     
	     

	Hygienist #3
	     
	     
	     
	     
	     
	     

	Hygienist #4
	     
	     
	     
	     
	     
	     


Procedures Provided:  Check the procedures below provided by the hygiene department

	Procedure 
	Comments

	 Micro-ultrasonics
	    FORMCHECKBOX 
Yes       FORMCHECKBOX 
No 
	      

	 Laser
	    FORMCHECKBOX 
Yes       FORMCHECKBOX 
No
	      

	 Oral DNA
	    FORMCHECKBOX 
Yes       FORMCHECKBOX 
No
	      

	 Digital Radiographs
	    FORMCHECKBOX 
Yes       FORMCHECKBOX 
No
	      

	 Casey Systems
	    FORMCHECKBOX 
Yes       FORMCHECKBOX 
No
	      

	 Diagnodent 
	    FORMCHECKBOX 
Yes       FORMCHECKBOX 
No
	      

	 Power Toothbrush 
	    FORMCHECKBOX 
Yes       FORMCHECKBOX 
No
	      

	 Arestin 
	    FORMCHECKBOX 
Yes       FORMCHECKBOX 
No
	      

	 Atridox
	    FORMCHECKBOX 
Yes       FORMCHECKBOX 
No
	      

	 Periostat 
	    FORMCHECKBOX 
Yes       FORMCHECKBOX 
No
	      

	 Cancer Screening 
	    FORMCHECKBOX 
Yes       FORMCHECKBOX 
No
	      


  Department Statistics: Complete the charts below to the best of your knowledge

	Hygiene Statistics 

	When was the last time a chart audit was completed?  
	      

	 Active Patient Count (last 18 months)
	      

	 Total number of possible hygiene hours per week
	      

	 Total amount of hygiene visits – last 6 months
	      

	 Does the practice track “ unaccepted tx” with respect to hygiene
	   FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No


	Number of comprehensive exams – Last 12 months 
	      

	Number of periodic exams – Last 12 months
	      

	Number of 0180 exams – Last 12 months
	      

	Number of FMX – last 12 months
	      

	Number of adult fluorides – last 12 months
	      


	Complete the number of procedures in the past 6 months for the hygiene department

	 
	Month 1
	Month 2
	Month 3
	Month 4
	Month 5
	Month 6

	# of 2351
	     
	     
	     
	     
	     
	     

	# of 4345
	        
	          
	        
	           
	          
	           

	# of 4341 
	        
	          
	        
	          
	          
	           

	# of 4342 
	        
	          
	        
	          
	          
	           

	# of 4910 
	        
	          
	        
	          
	          
	           

	# of 4381 
	        
	          
	        
	          
	          
	           

	# of 1110 
	         
	          
	        
	          
	          
	           

	# of 1120 
	        
	          
	        
	          
	          
	           

	# of 4240
	        
	          
	        
	          
	          
	           

	# of 4241
	        
	          
	        
	          
	          
	           

	Production Goal
	$      
	$        
	$      
	$        
	$        
	$         

	Gross Production
	$      
	$        
	$      
	$        
	$        
	$         

	# of hygiene Days
	        
	          
	        
	          
	          
	           

	Patients still past due for their hygiene visit
	     
	     
	     
	     
	     
	     


Performance Measures: Fill in the fields below as completely as you can 

	Does the practice have the following for each hygienist :

	 Goal 

	Have you met the goal in the last six consecutive months?
	Would you like to see improvements?


	 Daily production goals?
	  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	$
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	 Monthly production goals?
	  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	 $
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	 Tracking system to measure performance 
	  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


	Does the practice have standardized operating procedures for the following:


	If you answered “Yes”…Would you like to see improvements?
	If you answered “No”…Would you like to?



	Recare/ Recall 
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	Processing A/R & Collections
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	Case acceptance ratio
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	Morning Huddle 
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	Handoffs between departments to increase office communication
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


Questions:
1. What are your fees for the following procedures : 

	# of 4345
	  $      

	# of 4341 
	  $      

	# of 4342 
	  $      

	# of 4910 
	  $      

	# of 4381 
	  $      

	# of 1110 
	 $        

	# of 1120 
	  $      


2.  What is the desired outcome for the hygiene department?      
3. In the last year, have you …..

 FORMCHECKBOX 
Increased the amount of hygiene hours, by how much      
 FORMCHECKBOX 
Decreased the amount of hygiene hours, by how much      
 FORMCHECKBOX 
Kept the same amount of hygiene hours , but noticed more “open” time, how much      
 FORMCHECKBOX 
Kept the same amount of Hygiene hours, but notice very little open time, how much       
    Additional Comments:      
4. What is your practice’s philosophy and goals for the hygiene department?      
5. How long have you had these goals?      
What have been some of the challenges you have faced in meeting these goals?      
What actions have you taken to overcome these obstacles?      
6. What areas would you like to see improvements?      
7. What outcome do you desire from completing this assessment? 

	 FORMCHECKBOX 
 Increase in net income  
 FORMCHECKBOX 
 Enjoy dentistry more than you do now

	  

	 FORMCHECKBOX 
 Identify total amount of hygiene days your practice can sustain. 
 FORMCHECKBOX 
 Be able to take more time off 
 FORMCHECKBOX 
 Increase in retirement contributions

	

	 FORMCHECKBOX 
 Increase in profitability to improve lifestyle 

	

	 FORMCHECKBOX 
Achieve a slower pace with same or better net. 
 FORMCHECKBOX 
 Other:      
	


  
Additional Comments:      
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