
request for service

PRACTICE PROFILE

Doctor/Owner: ______________________________________________________________________________________

Address:   ___________________________________________________________________________________________

____________________________________________________________________________________________________

City: _________________________________________ State: __________________Zip: ____________

Telephone:  Area Code (_________)-______________________ 

Fax Number: Area Code (_________)-______________________ 

Mobile Number: Area Code (_________)-______________________

Web Site Address: _________________________________________________________

Contact Person: ___________________________________________________________

E-Mail:___________________________________________________________________

ODM Service Needs:

_____: Insurance Billing

_____: Patient Billing

_____: Checking Reconciliation

_____: Accounting and Accountability Reporting

_____: Business Coaching for front office team members

_____: Insurance Credentialing

_____: Collections

_____: Accounts Payable

_____: Marketing Assessments

_____: Practice Oversight

_____: Case Presentation Coaching

_____: Fee Analysis and Updating

_____: Audit Trail monitoring

_____: Other _______________________________________________________________________________
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