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Aesthetic Marketing Concepts

888.340.4262 

Fax 770.850.0096

Pre-Consultation Worksheet

Contact Information:

Name: _____________________________
Practice Name: _____________________________




Address:
City/State/Zip: ______________________________________________


Phone: ________________________
 Fax: _______________________
Email: _______________________

 Web Address: www. _______________________

Specialty: _______________________
Contact Person: ____________________________





About Your Practice:

Years in Practice: ____

What is your annual revenue goal?

A. $1 million–2.99 million    B. $500,000–$999,000   C. $250,000–499,000    D. $150,000–$250,000    E. start-up

Describe your branding.  Branding is the perception or view that you would like your patients/clients to have of your products and services.  It is the total experience.

What are the biggest frustrations your patients have when dealing with your practice?

What are the top advantages of coming to your practice as a patient?

1.

2.

3.

Indicate The Number Of Locations You Have:  _______

How Many Of Your Locations Offer Cosmetic Procedures?  ______

Please Circle/ Check The Cosmetic Treatments You Currently Offer:

AFT Acne

AFT Hair Removal

AFT Skin Rejuvenation

Blepharoplasty

Blue Light Treatments

Blue Red LED Light Therapy

BOTOX® Cosmetic 

Breast Augmentation

Breast Lift

Breast Reduction

Brow Lift 


Cellulite Therapy

Cool Touch™

Cosmetic Dermatology

Chemical Peel

CosmoDerm® / Cosmoplast®

DiamondTome™ 

Facial Vein Treatments

Facial Implants

Face Lift

Fat Transfer

Fraxel™ Laser Treatment

FotoFacial®

GentleWaves®

Hair Removal

Laser Leg Vein 

Laser Hair Removal

Laser Rejuvenation 

Laser Resurfacing

Laser Skin Tightening

LED Skin Tightening

LED Skin Rejuvenation

Liposuction 

Mesotherapy 

Microdermabrasion 

Neck Rejuvenation

Permanent Cosmetics

PDT Acne

PDT IPL

PhotoRejuvenation

PhotoFacial sm
Radiesse™

Restylane® 

Rhinoplasty 

Plastic Surgery Cosmetic 

Skin Tightening

Scar Revision/Correction

Sclerotherapy

Sculptra®

Tattoo Removal



ThermaCool

Thermage®

Titan™ Laser Skin Tightening

Tummy Tuck

VelaSmooth™

Vibraderm™

Venus

EVLT

Other ______________

Please Check The Cosmetic Treatments You Are Considering Adding:

AFT Acne

AFT Hair Removal

AFT Skin Rejuvenation

Blepharoplasty

Blue Light Treatments

Blue Red LED Light Therapy

BOTOX® Cosmetic 

Breast Augmentation

Breast Lift

Breast Reduction

Brow Lift 


Cellulite Therapy

Cool Touch™

Cosmetic Dermatology

CosmoDerm® / Cosmoplast®

DiamondTome™ 

Facial Vein Treatments

Facial Implants

Face Lift

Fat Transfer

Fraxel™ Laser Treatment

FotoFacial®

GentleWaves®

Hair Removal

Laser Leg Vein 

Laser Hair Removal

Laser Rejuvenation 

Laser Resurfacing

Laser Skin Tightening

LED Skin Tightening

LED Skin Rejuvenation

Liposuction 

Mesotherapy 

Microdermabrasion 

Neck Rejuvenation

Permanent Cosmetics

PDT Acne

PDT IPL

PhotoRejuvenation

PhotoFacial sm
Radiesse™

Restylane® 

Rhinoplasty 

Plastic Surgery Cosmetic 

Skin Tightening

Scar Revision/Correction

Sclerotherapy

Sculptra®

Tattoo Removal



ThermaCool

Thermage®

Titan™ Laser Skin Tightening

Tummy Tuck

VelaSmooth™

Vibraderm™

Other ______________

Will You Be Adding The Above Services Within:  30 Days      60 Days 
90 Days   120 Days +

What Percent Of Your Practice Is Cosmetic?   _____% Medical    _____% Cosmetic

What is the average daily patient /client volume your practice sees?   _____________

What Are The Most Popular Treatments Performed In Your Office?

1________________________2________________________3________________________4________________________

How Many Years Have You Been In Practice In Your Area? ___________

Your office hours are: M_________ T________W___________T___________ F___________ S_____________

Your Active Patient Database is:  1,000   2,500   5,000   10,000 

Check The Marketing Materials You Have Currently Working In Your Practice.

Logo                                Practice Brochures                 Direct Mail Pieces                           

Web Site                         Procedure Brochures              Yellow Page Ads

Business Cards               In Office Cosmetic Posters     Telephone Messaging 

Letterhead/Envelope       Newsprint Ads                        Other___________

How Many Cosmetic Consultations Are Given In Your Office Per Week? Please Circle

5–10     10–15     15–20     20–25     25+     

Revenue From Your Cosmetic Services Are Tracked:   

Daily 

Weekly

Monthly

Quarterly

Do You Track Information Calls Verses The Number Of Consultations Scheduled?  

Yes ______ No  ______ What is the sign up ratio? ________%

Do You Track Consultations Versus The Number Of Treatments Scheduled?

Yes ______ No  ______ What is the sign up ratio? ________%

How Are You Currently Tracking The Above Data?     Computer  
Manually

Do You Have a Practice Management / Scheduling And Database Software? ______

Do You Charge For A Cosmetic Consultation? $_______


Do You Have An Aesthetician On Staff?                          Yes ______ No  ______

Do You Sell Skin Care Produces In Office?                     Yes ______ No  ______

Do You Have A Patient Coordinator?                               Yes ______ No  ______

Do You Have An Incentive Program?                               Yes ______ No  ______

Does The Incentive Program Include The Entire Staff?  Yes  _____ No  ______

Advertising / Marketing

Your Current Advertising Consists Of:

Practice Brochure                      Newsprint Ads                     Web Site                           

Procedure Brochures                Telephone Messaging         TV

In Office Cosmetic Posters        Yellow Page Ads                 Other_________

Direct Mail Pieces                      “Menu of Services”

You See Your Advertising Success As:


Not working ______ Poor ______ Average _____Good ______ Very Successful ______

Do You Track The Effectiveness Of Your Advertising Dollars?
Yes ______ No  ______
The Average Age Of Your Cosmetic Patient Is:  18–25      25–35      35–45      45-55
55+

Do You Update Existing Patients Regularly On The Different Services You Offer?  Yes ______ No  ______

If Yes, How Do You Update Your Patients?   ____________________

Who do view as your peers?

What do you believe sets you  apart from your  peers?

Do You Have Internet Access In Your Office?
                       Yes ______ No  ______

Does Your Practice Have It's Own Web Site?
                       Yes ______ No  ______

If yes, your URL is: 


 www. __________________________. Com

If No, Does Your Practice Have Plans For Developing A Web Site?    Yes ______ No  ______

In The Next 6 Months?
In The Next 12 Months?
Currently Being Developed _______

What Is Your Monthly Advertising Budget?         $0​​–$2000
$3000    $4000   $6-10,000  $12,000+

What Is Your Primary Source For New Patients?  _______________

Staff Training

Rate Your Staff's Knowledge Of Your Cosmetic Services:  Knowledgeable     Poor 


What Staff Turnover Are You Currently Experiencing?           High      Medium       Low        None

How Often Do You Hold A Formal Staff Meeting?             Weekly       Monthly       Quarterly       Sporadically


Rate From 1 To 10 (10 Being Perfect) How You Feel New Patients Perceive: 

The Staff  _______ The Facility  ________   

What Type(s) Of Training Do You Provide In Your Practice?

Rate The Overall Morale/Attitude Of Your Staff: Poor      Fair      Good       Excellent

Indicate The Number Of Staff Currently Associated With Your Practice:
______

_____MD    _____PA/NP   _____Front Office Help    _____ Back Office Help

Future/Growth

You Plan To Increase Monthly Revenues Over The Next Six Months By: 

 $2500

$5000​​–$10,000 
              $20,000  
$30,000

Do You Have A Clear Growth Plan?
                                                      Yes ______ No  ______

Do You Have A Business Plan To Achieve This Growth?                     Yes ______ No  ______

Does Your Geographic Location Pose A Problem For Growth?
          Yes ______ No  ______

Indicate The Number Of Staff You Have Budgeted For Expansion:


_____MD    _____PA/NP   _____Front Office Help    _____ Back Office Help

Comments:

What are the greatest challenges in the coming 1.5 to 3 years?

What are the greatest areas of opportunity over the next 1.5 to 3 years?

What are your practice’s greatest strengths?

What are its greatest weaknesses?

What are the problems that you would like to correct? 

Examples: Personnel issues, dress, image, attitude etc.

What areas and characteristics about you and the practice do you believe the staff would say needs to be changed or improved?

Examples: Running on time, arrives late, too much time on the phone.
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