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Consultant Form
800 — 274 — 2237 x 4162
2010 AAFP FP Assist Form- Consultant
(The American Academy of Family Physicians’ Online Clearinghouse)

Application Form

A. Contact Information


Name of Firm:


Contact Name:


Mailing Address:

Alternate Address:


Telephone:

Fax:

E-mail Address:

Website Address:

B. Stability of Business Entity


Year in which entity was established:

Please submit to AAFP a letter of business references to substantiate this date. The letter must be submitted on the references’ professional letterhead. (Some examples of appropriate business references include your organization’s banker, accountant, landlord, etc)

C. Listing of Consultants or Attorneys

Please list below the names of all consultants/attorneys that your firm wishes to have listed and if applicable certifications/degrees, etc. 

D. Firm Profile/Qualifications

In the space below, please provide a brief description (2-3 paragraphs) of your firm’s qualifications, types of services provided and experience with family physicians. Space permitting, you may also include individual profiles. 

E. References

In the space below, please provide the names and contact information for up to four references that AAFP staff may contact. We encourage that you provide references from family physicians or family practice office managers/administrators/residency programs. 

	1. Name:

    Title:

    Speciality:

    Address:

    City/State/Zip Code:

    Phone Number:

     E-mail:


	2.  Name:

    Title:

    Speciality:

    Address:

    City/State/Zip Code:

    Phone Number:

     E-mail:



	3.  Name:

    Title:

    Speciality:

    Address:

    City/State/Zip Code:

    Phone Number:

     E-mail:


	4.  Name:

    Title:

    Speciality:

    Address:

    City/State/Zip Code:

    Phone Number:

     E-mail:




F. Geographic Availability

Please highlight/check the states in which your firm provides services, (Please note that we can not accept partial states/regions or if only available to perform some of the services due to legal restrictions).

	Alabama
	Maine
	Oregon

	Alaska 
	Maryland
	Pennsylvania

	Arizona
	Massachusetts
	Rhode Island

	Arkansas
	Michigan
	South Carolina

	California
	Michigan
	South Dakota

	Colorado
	Minnesota
	Tennessee

	Connecticut
	Mississippi
	Texas 

	Delaware
	Missouri
	Utah

	District of Columbia
	Montana
	Vermont 

	Florida
	Nebraska
	Virginia

	Georgia
	Nevada
	Washington

	Hawaii
	New Hampshire
	West Virginia

	Idaho
	New Jersey
	Wisconsin

	Illinois
	New Mexico
	Wyoming

	Indiana
	New York
	Guam

	Iowa
	North Carolina
	Puerto Rico

	Kansas
	North Dakota
	U.S. Virgin Islands

	Kentucky
	Ohio
	All states

	Louisiana
	Oklahoma
	Other (please specify)


G. Services Provided (Please highlight/check all that apply) 

General Practice Management 


Practice Assessment/Overview


Practice Start-up

Practice Consolidation


Group Formation


Integrated Health Systems


Mergers

Operations 

Front Office



Scheduling



Reception Area



Telephone (techniques and systems)



Data Collection (e.g. patient information)



Patient Flow


Business Office



Billing and Collections Systems



Audit Controls



Productivity and Results


Back Office/Clinical



Patient Flow


Patient Education/Instruction


Advice Nurse/Triage


Other Operational Issues



Policy & Procedure Manuals



Space Utilization



Quality Assurance

Billing/Collections/Reimbursement


Coding

Insurance

Documentation for Reimbursement

Collections

Fee Analysis

Evaluating a Billing Service

Medical Records


Documentation Requirements


MCO Audits (NCQA Guidelines)


Forms and Systems

Marketing


Market Plans


Patient Relations


Patient Satisfaction Surveys


Community Relations


Physician Relations

Financial Issues


Taxes


Business Plans


Budgeting


Overhead Reduction


Physician Compensation


Personal Financial Planning


Retirement Planning


Forensic Accounting (Fraud and Embezzlement)

Medical Practice Planning

     Strategic/Long Term Planning


Mediation


Physician Recruitment


Partnership Issues


Employment Contract Review (non-legal)


Evaluating a Practice Opportunity


Practice Acquisition


Closing a Practice

Practice Valuation


Buying


Selling


Merging


Practice Transition

Personnel Issues


Staffing


Wage/Salary Schedule


Performance Appraisals


Policies


Training/Development/Team Building

Computerization/Information Systems

     System Evaluation and Selection


Appointment Scheduling


Patient Accounting


Tracking/Reminder Systems


Medical records

Managed Care


Capitation Plan Management


Referrals/Authorization


Claims Payment

Quality of Care

Clinical Decision Support

General Accounting

Word Processing

Inventory Management

Internet

     RFP Evaluation and negotiation

     Transition Planning and Implementation

Managed Care Issues


Contract Evaluation/Negotiation (non-legal)


Mediation 


Scope of Practice


Reimbursement


Cost of Care Analysis/Capitation Analysis


Organizational Issues


Site Visits and Audits

Other 


Office Design and New Building Planning


Rural Health Clinic Set-up/Conversion


Community Health Clinic Set-up/Conversion


Practice Management Instruction/Presentations


Medical Financing

H. Method of Payment

 2010 Processing Fee is $125 per firm.

Methods of Payment:

 Check (payable to AAFP)

Mastercard

VISA

Card No.:_____________________________ exp. date_____________________

Name on Card:______________________________________________

Authorized Signature:_________________________________________

I Acceptance of Terms

I (we) hereby agree, in the event of negative feedback from a client, to work toward a mutually satisfactory resolution of these issues. I (we) recognize that, if substantial issues are not r4esolves and/or if continuous complaints are received, AAFP reserves the right to remove information about my (our) firm from its clearinghouse. In such circumstances, no refund of processing fees will be made.

Please state whether or not you have any financial or business interest in common with a vendor or supplier which might present a potential conflict of interest in your provision of consulting or legal services.

___ I DO NOT have any interests which would present a potential conflict.

___ I DO have a potential conflict, as described below:

___ I DO NOT believe that I have any potential conflicts, but would like to make this disclosure in case it might be perceived as a conflict of interest:

I(we) certify that I (we) have full authority to execute this application on behalf of the firm and/or other consultants or attorneys listed herein and such application is being submitted with the full knowledge and concurrence of the firm and/or other consultants or attorneys. I (we) authorize AAFP to investigate any information reported in the application. I (we) further understand that any alteration (or addendum) of this agreement may be considered void and null by the AAFP. 

________________________________


________________

Signature






Date

_______________________________


________________

Co-Signature (if applicable)




Date

_______________________________

Name of Firm

Thank you for submitting your application to FP Assist.

Please return the completed application form to:


Taylor Haynes
AAFP

Fax (913) 906-6078

Or

11400 Tomahawk Creek Parkway

Leawood, KS 66211

Or

thaynes@aafp.org

If you have any questions, please contact Gail Jones (800)274-2237 x4172
Or thaynes@aafp.org
1/4/2010
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