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General Information

Access Conference Materials 
Presentations available for download at www.dpcsummit.org/sessions.html

Audience Engagement System (AES) 
Use the Audience Engagement System (AES) to submit questions, participate 
in polling questions and complete the session evaluations on-site from your 
smartphone, tablet or laptop.

Bookmark https://aafp1.cnf.io/ now so you are ready to participate. 

New this year, the DPC Summit will be using the AES to conduct session 
evaluations. Take a few minutes after each session to provide us feedback on your 
presenters and topics.

Free Wi-Fi –  Network ID: Marriott Conference      Password: dpc2017

Twitter
Join the conversation on Twitter with #DPCSUMMIT.

Virtual Conference  — provided by MedPortal
Thanks to MedPortal selected sessions will be available to view after the event. 
Stop by the registration desk to sign up for your complimentary access.

Networking Events

Lunch
Friday, June 16 | 12:00–1:00 p.m.   Saturday, June 17 | 12:00–1:00 p.m.  
Sponsored by  Sponsored by 

Registration and Exhibit Opening 
Exhibit Hall
Thursday, June 15 | 5:30–7:30 p.m.   
Sponsored by

-Free drink ticket and light snacks
-Networking with colleges and exhibitors

Summit Happy Hour
Exhibit Hall
Friday, June 16 | 5:30–6:30 p.m.
Sponsored by

 

-One free drink ticket
-Networking and continuing   
 conversations from that day
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About Crystal City, VA 
• Crystal City houses award winning theater, exciting restaurants, specialty 

stores, bike trails, and so much more. With outdoor beer gardens, yoga 
classes, farmers markets, and numerous special events throughout the year, 
there is always fun to be had in Crystal City!

• If you are visiting Washington, Crystal City is ideally situated. Directly across 
the river from Downtown DC, Crystal City is just five minutes from Ronald 
Reagan National Airport and Old Town Alexandria. Immediate access 
to Metro or a quick cab ride to anywhere in the city makes Crystal City 
amazingly convenient.

• The Crystal City Shops is a compilation of contemporary restaurants, 
celebrated chefs, and cool cafes, many with al fresco seating, lined along 
colorful tree-lined streets. This consummate foodies find, fused with over one 
hundred stores and services make for an energetic and modern marketplace 
with a personality and point of view all its own. The Crystal City Shops...clearly 
so much to see.

Enjoy easy access to top DC attractions
The top attractions of Washington DC and Arlington, VA are moments away from 
the Crystal Gateway Marriott. With lobby access to the Metro, a car rental desk in 
the lobby and a prime location near major roadways, guests can easily access 
monuments, museums, shopping and dining. A stay at the Crystal Gateway 
Marriott will ensure that you are close to all of the must-see attractions in your 
Washington, DC visitor guide.

Visitors seeking access to military bases and almost all Federal facilities using 
their state-issued driver’s licenses or identification cards must present proper 
identification issued by REAL ID compliant states or a state that has received 
an extension. When planning a visit to a Federal facility or military base, visitors 
should contact the facility to determine what identification will be accepted. 

For more information, visit www.dhs.gov/real-id-public-faq
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2017 FMEC Annual Meeting
Renaissance Cleveland Hotel

November 10 - 12
Cleveland, OH

www.fmec.net
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CME Statements

Credit Statements – AAFP, ACCME, AMA, and AOA
This Live activity, DPC Summit 2017, with a beginning date of 06/15/2017, has 
been reviewed and is acceptable for up to 16.25 Prescribed credit(s) by the 
American Academy of Family Physicians. Physicians should claim only the 
credit commensurate with the extent of their participation in the activity. 

This activity has been planned and implemented in accordance with the 
accreditation requirements and policies of the Accreditation Council for 
Continuing Medical Education (ACCME) through the joint providership of 
the American Academy of Family Physicians and the American College of 
Osteopathic Physicians and the Family Medicine Education Consortium. The 
American Academy of Family Physicians is accredited by the ACCME to provide 
continuing medical education for physicians.

The American Academy of Family Physicians designates this Live activity for a 
maximum of 16.25 AMA PRA Category 1 credit(s)TM. Physicians should claim 
only the credit commensurate with the extent of their participation in the activity.

This program qualifies for 14.5 AOA Category 1-A credit under an exemption 
approved by the Council on CME of the American Osteopathic Association. 
This program is sponsored by the ACOFP for educational purposes only. 
The material presented is not intended to represent the sole or best medical 
interventions for the discussed diagnoses, but rather is intended to present the 
opinions of the authors or presenters that may be helpful to other practitioners. 

Attendees participating in this medical education program do so with the full 
knowledge that they waive any claim they may have against the ACOFP for 
reliance on any information presented during these educational activities.

Conflict of Interest Policy
It is the policy of the AAFP that all individuals in a position to control content 
disclose any relationships with commercial interests upon nomination/invitation 
of participation. Disclosure documents are reviewed for potential conflicts 
of interest and, if identified, conflicts are resolved prior to confirmation of 
participation. Only those participants who had no conflict of interest or who 
agreed to an identified resolution process prior to their participation were 
involved in this CME activity.
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Thursday, June 15
7:00–9:00 a.m. Breakfast and Registration/Travel to Capital

9:00 a.m.–11:00 p.m.  Regulatory Update and Congressional Visit Prep Session  Non-CME
Phil Eskew, DO, JD and Jay Keese

12:00–1:00 p.m. Lunch on your own 

11:00 a.m.–4:00 p.m. Hill Visits

3:30–5:00 p.m. Alignment of the Business Interests of Self-funded Employers  
and DPC Model Practices  
Jed Constantz, William Short, Paul Grundy, MD and Michael Thompson

Invited Panel: Chris Beck, VP Operations, Union Hospital, Kevin Milligan Director, Union 
Physician Services, Dr. Jeffrey Burrier, UPS, & Tina Myers, Director, Human Resources, 
Union Hospital

5:00–5:30 p.m. Healthcare Delivery Innovation in the State of New Jersey
Mason Reiner

5:30–7:30p.m. Exhibit Opening Reception – Sponsored by Accresa

2017 Schedule

Friday, June 16
7:00–8:00 a.m. Breakfast and Registration 

8:00–9:00 a.m.  Power of the Patient and Primary Care

Featuring Regina Holliday, Founder of the Walking Gallery, with  
Marguerite Duane, MD, MHA, FAAFP and Judy Riorday (Patient)

9:00–10:00 a.m. 16 years Dos and Don’ts of DPC
Brian Forrest, MD

10–10:15 a.m. Break 

10:15–11:15 a.m. Using Marketing and Media to grow DPC 
W. Ryan Neuhofel, DO, MPH

11:15 a.m.–12:00 p.m. Understanding Health Insurance Brokers and Carriers  
Dan Meylan 

12:00–1:00 p.m. Lunch – Sponsored by RubiconMD
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Friday, June 16 continued
 DPC 101 Breakout Track – 

Arlington A
DPC 201 Breakout Track – 
Arlington B

1:00–2:00 p.m. DPC 101: Ready...Set...Go! How to Start 
Your Own DPC Practice in 60 Minutes 
or Less
Julie Gunther, MD

Adding Another Provider or Location 
While Minimizing Risk
Josh Umbehr, MD

2:00–3:00 p.m. DPC 101: Real Doctors, Real Topics in 
DPC Start Up
1. From Plans to Buildings: Office Design 
to DPC 
Ryan Kauffman, MD, FAAFP

2. Negotiating EVERYTHING to protect 
and grow your DPC practice 
Vance Lassey, MD, FAAFP

3. Starting and managing a medication 
dispensing program 
Luke Van Kirk, DO

4. Self-care and sustainability: 
Expectation setting to grow the practice 
you love
Delicia M. Haynes, M.D

Expanding Through the Network Model
Brian Forrest, MD

3:00–4:00 p.m. DPC: Pearls of the first year of practice
Faculty: Julie Gunther, MD (moderator), Ryan 
Kauffman, MD, Delicia M. Haynes, M.D, Luke 
Van Kirk, DO and Staci Benson, DO

Expert Panel: Growth and 
Implementation 
Faculty: Ryan Neuhofel, DO, MPH 
(moderator) Brian Forrest, MD,  
and Josh Umbehr, MD

4:00–4:15 p.m. Break

4:15–5:15 p.m. Best Practices: An Expert Panel Q&A
Larry Bauer (Moderator) with the day’s 
presenters, 

5:30–6:30 p.m. Summit Happy Hour – Sponsored by OM Healthcare, Inc
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2017 Schedule

Saturday, June 17
7:00–8:00 a.m. Breakfast 

8:00–8:30 a.m. DPC from a Legislators Perspective
Patrick Colbeck, Michigan State Senator(R-7)

8:30–9:00 a.m. State and Regulatory Policy Update
Phil Eskew, DO, JD, MBA and Jay Keese

9:00–10:00 a.m. Healthy Employees + Happy Physicians = Direct Primary Care
Clint R. Flanagan, M.D. 

10:00–0:15 a.m. Break

10:15–11:00 a.m. Challenges and Rewards of DPC in Rural and Diverse Communities
Landon Roussel, MD, MBE and Jacqueline D. Harris, MD, MPH

11:00 a.m.–12:00 p.m. Going on the Legal Offensive 
Philip Eskew, DO, JD, MBA

12:00–1:00 p.m. Lunch – Sponsored by Association of Mature American Citizens

 Breakouts – Arlington A Breakouts – Arlington B

1:00–1:45 p.m. DPC Practices: Formation Options & 
Compliance Solutions
James “Jim” Eischen, Esq.

Large Employer Hurdles
Philip Eskew, DO, JD, MBA and John Collier

1:45–2:30 p.m. The FUD of OMT in DPC
Leigh “Jack” Forbush, DO

DPC: The Hospital is Not the Enemy 
Meghan Gannon, MD

2:30–3:15 p.m. It’s Not Just Child’s Play – Adapting the 
Direct Primary Care Model to Pediatrics
J Bryan Hill, MD, PhD

Straight Outta Residency – How We 
Did it
Faculty: Larry Bauer (Moderator),  
Landon Roussel, MD, MBE, and  
Luke Van Kirk, DO 

3:10–3:30 p.m. Break

3:30–4:00 p.m. Closing Town Hall 
Faculty: Larry Bauer (Moderator) with the day’s presenters
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Announcing:  The Primary Care Innovator’s Network
Workshop Series

Washington, DC      Chicago, IL              Cleveland, OH
June 15, 2017           October 5, 2017      November 9, 2017

                   Dallas, TX               Seattle, WA
                   Date TBD               Date TBD

For more information:  laurence.bauer@fmec.net

eahcs.com                 www.fmec.net      fmahealth.org

In 2008 the FMEC launched the Healthcare
Innovators Network. The Innovators Network
provides a vehicle for innovators to show case
their “primary care driven solutions”. Up to this
point the Healthcare Innovators Network has been
a one-day event held in conjunction with the
FMEC Annual Meeting.FMEC Annual Meeting.

We are launching the Primary Care Innovators
Network (PCIN).   The PCIN provides a bridge
between the primary care innovators whose work
reveals the power and value of “robust primary
care” and those seeking strategies to reduce the
cost of health services while improving the quality
of care. of care. 
 
This work is a joint venture with:    
-  Family Medicine for America’s Health
-  Employer Advantage Health Care Solutions
-  The Family Medicine Education Consortium

*  Primary Care  Practice Leaders  *  Self-Insured Employers
*  State, County & local government leaders  *  Media Leaders

Primary Care Innovators Network
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The Spectrum of Direct Primary Care Models

Membership Fee 
Practice revenue is generated 

almost exclusively through 

patient membership fees. 

This payment structure can 

be managed without the

involvement of third-party 

payers.

Membership Fee + 
Visit Fees 
Membership fees generate 

considerable practice revenue, 

but the fees are lower than in a 

pure membership fee practice 

because the cost of in-person 

care services is paid for—in 

whole or in part—by a per-visit 

fee. This payment structure can 

be managed without the 

involvement of third-party 

payers.

Hybrid DPC/FFS 
Hybrid practices include both 

a DPC patient population and 

a conventional FFS patient 

population. In most cases, a clear 

legal firewall must exist between 

the DPC and FFS lines of business. 

Many hybrid practices maintain 

legally separate business entities 

to make the distinction between 

the two lines of business 

completely clear for both patients 

and insurance carriers. In a hybrid 

practice, the DPC practice can 

follow a version of either of the 

other DPC models.

Concierge Medicine 
(retainer fee + FFS) 
Concierge practices add a 

retainer fee on top of the 

existing FFS infrastructure. 

This allows the practice to 

continue participating in 

insurance carrier networks,

including Medicare, provided 

that the retainer fee only 

includes services that are not 

already covered by the 

insurance carriers.

DPC = direct primary care 

FFS = fee-for-service

Direct Primary Care Models

Membership Fee 
Practice revenue is generated almost 

exclusively through patient membership fees. 

This payment structure can be managed 

without the involvement of third-party payers.

Membership Fee + 
Visit Fees 
Membership fees generate considerable 

practice revenue, but the fees are lower than 

in a pure membership fee practice because 

the cost of in-person care services is paid 

for—in whole or in part—by a per-visit fee. 

This payment structure can be managed 

without the involvement of third-party payers.

Hybrid DPC/FFS 
Hybrid practices include both a DPC patient 

population and a conventional FFS patient 

population. In most cases, a clear legal 

firewall must exist between the DPC and FFS 

lines of business. Many hybrid practices 

maintain legally separate business entities to 

make the distinction between the two lines 

of business completely clear for both 

patients and insurance carriers. In a hybrid 

practice, the DPC practice can follow a 

version of either of the other DPC models.

Concierge Medicine 

(retainer fee + FFS) 
Concierge practices add a retainer fee on top 

of the existing FFS infrastructure. This allows 

the practice to continue participating in 

insurance carrier networks, including 

Medicare, provided that the retainer fee only 

includes services that are not already 

covered by the insurance carriers.

No
 th

ird
-pa

rty
 inv

olvement

Some third-party involvement

DPC = direct primary care 

FFS = fee-for-service

(no third-party involvement)
(some third-party involvement)

The direct primary care (DPC) model is an innovative framework 

for health care purchasing that gives family physicians and their 

patients a meaningful alternative to the conventional fee-for-

service (FFS) payment paradigm for primary care services. A 

DPC practice charges patients a monthly, quarterly, or annual fee 

(i.e., a membership fee) in exchange for a broad range of primary 

care services. Direct primary care benefits patients by providing 

a greater degree of access to—and time with—their physician and 

promoting the development of more meaningful physician-patient 

relationships. It also rewards family physicians for providing 

comprehensive, longitudinal care for the whole person, while 

reducing the overhead costs and negative incentives associated 

with FFS billing of a third-party payer. 

While all DPC practices share some characteristics—notably 

direct contracting with patients, membership fees, and a focus 

on providing better primary care and improved access—individual 

DPC practices vary considerably in structure and operation. Each 

DPC practice is tailored to suit the preferences and needs of the 

physician(s), patients, and the community, as well as to comply 

with state and federal regulations. Be sure to consult knowledgeable 

legal counsel to determine the best way to set up your practice to comply 

with the regulatory environment in your state.

Concierge medicine (retainer fee + FFS practice) retains the full 

overhead required to bill third-party payers and gets the bulk of its 

revenue from third-party payments. Because third-party payers are 

American Academy of Family Physicians 2014

How will opting out of Medicare  

impact my practice? 

If you opt out of Medicare, you forgo any Medicare payments to 

your patients or yourself for the services you provide. Once you 

have opted out of Medicare, you cannot submit claims to Medicare 

for any of your patients for two years. 

However, if you have not been excluded from Medicare, you can 

order, certify the need for, or refer a Medicare beneficiary for 

covered items or services, provided that you are not paid—either 

directly or indirectly—for doing so. Further, even if you opt out of 

Medicare, you can provide emergency or urgent care services 

to any beneficiary. If you referr a Medicare beneficiary for 

medically necessary services, such as laboratory tests or inpatient 

hospitalization, those services would be covered by Medicare. For 

patients with whom you have a pre-existing private contract, the 

services would be furnished under the terms of the private contract. 

For patients with whom you do not have an existing contract, you 

would submit claims for the care to Medicare. However, you may not 

collect more than Medicare’s limiting charge.  

How do I opt out of Medicare? 

Opting out of Medicare is a relatively straightforward process that 

involves the following steps:

•  Verify that you are not bound by existing contracts with any 

health plans, hospitals, or other entities that require you to 

maintain Medicare participation. 

•  Notify your patients that you will be opting out of Medicare. 

Explain what opting out means, your reasons for doing so, and 

their options for joining your DPC practice or finding a new 

physician.

•  File an affidavit with each of the applicable Medicare 

administrative contractors (MACs) in your state (see the 

Medicare Fee-for-Service Provider Enrollment Contact List link 

in Resources). These affidavits must meet certain provisions 

set by Medicare, and they must be received at least 30 days 

before the first day of the calendar quarter in which your private 

contracts take effect. 

Direct Primary Care and Medicare Participation 

If you are interested in exploring the direct primary care (DPC) model, you need to understand how it would impact your contractual status 

with Medicare. Because the DPC model is based on a membership fee structure, almost all DPC physicians opt out of Medicare and enter into 

private contracts with their Medicare patients. Opting out of Medicare can be intimidating, but it works for many physicians. 

American Academy of Family Physicians 2014

•  Enter into a private contract with each of the Medicare 

beneficiaries who elects to continue receiving care from you. 

This contract must meet certain provisions set by Medicare and 

comply with federal and state regulations.

•  File your affidavit(s) every two years. Failing to do so can nullify 

your opt-out status and render your private contracts null and 

void for at least one calendar quarter until you can have your 

patients sign new private contracts.

Resources 

The following resources will be useful if you decide to opt out  

of Medicare:

•  Sample Medicare Private Contract “Opt-out” Affidavit (American 

Academy of Family Physicians [AAFP]): A sample affidavit  

that meets Medicare requirements  

www.aafp.org/content/dam/AAFP/documents/practice_

management/regulatory_compliance/MedSampContractAff.doc

•  Medicare Fee-for-Service Provider Enrollment Contact List (Centers for 

Medicare & Medicaid Services): A list of MACs by state  

www.cms.gov/Medicare/Provider-Enrollment-and-Certification/

MedicareProviderSupEnroll/downloads/contact_list.pdf

•  Sample Medicare Private Contract (AAFP): A sample patient 

contract that meets Medicare requirements 

www.aafp.org/content/dam/AAFP/documents/practice_

management/regulatory_compliance/MedSampPrivContract.doc

•  Medicare Options (AAFP): An online resource on Medicare 

contractual options that is maintained by the AAFP. It is updated 

regularly to reflect changing Medicare regulatory guidance.  

www.aafp.org/practice-management/regulatory/medicare.html

•  Family Practice Management (FPM) Toolbox: Medicare: A 

compilation of FPM’s practical Medicare-related tools and resources  

www.aafp.org/fpm/toolBox/viewToolType.htm?toolTypeId=20

Direct Primary Care Practice  

Business Plan Supplement

A well-written business plan for your direct primary care (DPC) 

practice is one of the most important assets you can have to position 

your new business for success. A business plan is the roadmap for 

your new practice, describing how it will operate, what values you 

will embed into its culture, and what risks you face. It also identifies 

your benchmarks for success, as you define it. The process of 

developing a business plan may actually help you decide what type 

of DPC practice you want to have. For example, will you charge 

visit fees? For what services will members pay extra? Will you 

maintain any fee-for-service (FFS) practice? How will you manage 

overutilization? Your business plan should capture your vision for 

the practice and for the care you provide to your patients. Further, it 

should clearly articulate that vision to others stakeholders (e.g., new 

partners, employees, potential patients, funders who could provide 

capital for your DPC practice). Finally, creating your business plan 

should help you understand what you will lose and what you will 

gain as a DPC practice. For example, you will lose your old support 

structures and gain new challenges. Fortunately, you will also lose 

the sometimes frustrating task of dealing with insurers, and you will 

gain a more meaningful relationship with your patients. Ideally, your 

business plan will reflect both the opportunities and the challenges 

involved in establishing your DPC practice.

A typical business plan includes the following elements:

• A description of the business

• What products and services it provides

• How it is marketed

• How it is managed and organized

• Financial statements for the owners

•  A financial plan for the business, with attention to  

start-up expenses 

While business planning per se is outside the scope of this 

resource, you can find a number of business plan templates and 

resources online, including the following: 

● •  Create Your Business Plan (Small Business Administration):  

www.sba.gov/category/navigation-structure/starting-

managing-business/starting-business/how-write-business-plan

● ●•  Business Planning and Financial Statements Template Gallery 

(SCORE): www.score.org/resources/business-planning-

financial-statements-template-gallery

● ●•  The Medical Practice’s Ultimate Business Planning 

Workbook (available for purchase; Medical Group 

Management Association):  

www.mgma.com/store/books/printed/the-ultimate-

business-planning-workbook-for-medical-practices

● ●•  Business Plan Template for PCMH Transformation (American 

Academy of Family Physicians [AAFP]):  

www.aafp.org/dam/AAFP/documents/practice_

management/pcmh/practorg/PCMHBizPlanTemplate.pdf

The information covered in this DPC Practice Business Plan 

Supplement should be added to a more formal overall business 

plan. For new and established physicians in solo or small practices 

who want to create a DPC practice or convert their existing practice, 

this resource will help with the DPC-specific aspects of creating 

a business plan. Considerations for a DPC practice are included 

under headings that also could appear in the overall business plan. 

This resource touches on some of the special concerns involved 

in starting a hybrid DPC/FFS practice, but it focuses primarily on 

creating or converting into a total DPC practice. While there is no 

guarantee of success in any business, using this supplement is the 

first step in avoiding a guarantee of failure by planning for the short-

term and envisioning the long-term.

Description of the DPC Model

Direct primary care is a subset of retainer-based practice in 

primary care. It is not one practice model; rather, it represents 

a spectrum of practice arrangements that share a common set 

of characteristics. The defining characteristic of a DPC practice 

is that it offers patients the full range of comprehensive primary 

care services—including acute and urgent care, regular checkups, 

preventive care, chronic disease management, and care 

coordination—in exchange for a flat, recurring membership fee that 

typically is billed to patients monthly. 

The DPC model is distinguished from other retainer-based care 

models by a lower fee structure in which most—or all—primary 

care services provided in the DPC practice are included in the 

membership fee. There are a variety of DPC practice types, ranging 

from practices that operate entirely on membership fee revenue 

to hybrid practices that continue to bill insurance companies for 

patients who chose to remain in the FFS system. 

Description of the Practice

This description should focus on the characteristics that make your 

new DPC practice different from the typical primary care practice. 

For example: 

•  It will be a membership practice that contracts directly with 

patients.

American Academy of Family Physicians 2014

One of the most significant determinants of success for any direct 
primary care (DPC) practice is whether it can engage a community 
of patients who share the new vision of care delivery. Converting 
your fee-for-service (FFS) practice into a DPC practice can be a 
significant disruption to your existing patients. Your effectiveness in 
managing this disruption and getting buy-in from your patients can 
be the difference between success and failure. Retaining a number 
of your existing patients will give you financial stability when you 
launch your DPC practice.  

Patient Interest Survey One step in determining whether your practice is well-positioned 
to thrive as a DPC practice is finding out how receptive your 
patients are to the concept. Successful DPC practices have used 
several different techniques to elicit this feedback from patients. 
The most commonly cited technique is developing a brief patient 
interest survey that outlines the benefits patients can expect from 
a DPC practice. Ideally, this type of survey would be conducted 
with existing patients well ahead of any formal announcement 
regarding DPC conversion (e.g., a patient notification letter). 
Why should I conduct a patient  interest survey? 

Conducting a patient interest survey as an early step in your 
conversion to a DPC practice has a number of benefits, including 
the following:
•  Introduces the core elements of the DPC model to your patients without the pressure of asking them to decide whether they will sign a membership contract•  Identifies which elements of DPC care are of most interest to 

your existing patient community 
•  Assesses how receptive your patients are to purchasing health  

care services directly from you rather than from a third-party 
insurance carrier  

•   Empowers patients to express their questions and concerns 
about the DPC model and demonstrates your willingness to take these into account as you move forward with the conversion 

What should I ask on the survey? Your patient interest survey should highlight the benefits that 
the DPC model offers your patients and help them understand 
what being a member of a DPC practice would mean for them. 

Engaging Your Patients in Direct Primary Care:  
Assessing Patient Interest & Writing Your Notification Letter

Consider including a brief introduction or a list of frequently 
asked questions to introduce the DPC model before the patient 
takes the survey. The survey is also an opportunity to assess your 
patients’ willingness to purchase health care services directly from 
your practice and to gauge their price sensitivity (i.e., the degree 
to which your pricing will attract or repel your patients as they 
consider becoming members). 
You will need to find the appropriate balance between introducing 
the DPC model and garnering meaningful feedback from your 
patients. Take the time to draft your own questions. Some physicians in DPC practice recommend using leading questions 

in the survey as a way of painting an attractive picture of DPC and 
encouraging current patients to enter the DPC contract. You can 
be your own judge of the ethics of that approach. Patients will be 
able to tell whether you are sincere about engaging them in your 
conversion to a DPC practice. You may undermine the process 
if your patients believe that you are being disingenuous or are 
undertaking the process purely in your own self-interest.  
Sample Surveys
Sample surveys are provided as examples of different approaches. 
One sample is longer than many DPC experts would recommend, 
but it is provided in its entirety to show a greater variety of questions. 
Try to limit your patient interest survey to two pages or less. 

Patient Notification LetterDraw on the feedback you get from responses to the patient interest 
survey when you write a letter to inform your patients that you are 
changing to a DPC practice. An effective notification letter is an 
important way to get your patients on board with the transition. Be 
sure to have your patient notification letter reviewed by an attorney 
who is familiar with legal issues relevant to DPC and with your DPC 
business plan; he or she can verify that the letter complies with all 
applicable regulations and that it cannot be misconstrued.

American Academy of Family Physicians 2014

You will spending considerable time and effort 
explaining the concept of direct care to existing 
and potential patients. For some, it will make sense immediately; for others it will create indignation and accusations of abandonment.  

— Michael Jennings, MD

The financial model provided by this workbook is intended to help you think about ongoing costs, patient fees, and revenue 

for your planned direct primary care (DPC) practice. However, it doesn’t produce a complete picture of practice finances, 

and it doesn’t accommodate all varieties of DPC practice. In addition, this workbook does not:
     • Allow for service fees (i.e., fees that differ by service provided)     • Calculate membership fees that vary by patient morbidity or age     • Calculate family discounts on membership fees 

The financial model does include provision for a visit charge (i.e., a fixed amount charged per visit) in addition to the 

membership fee, and it allows for a discounted membership fee for families of two to four people. It also allows for 

estimates of practice growth over the first five years.
Using the calculator
Along the bottom of the workbook is a row of tabs titled Labels & Variables; Rev., Exp. & Prof. Graph; and Calculator. 

Clicking on the tab will display the associated worksheet.
Start by examining the Labels & Variables worksheet, which is the primary data entry worksheet. Adjust the figures in 

the green-tinted cells to reflect your own practice projections. Then, view the output of the model on the Rev., Exp. & Prof. 

Graph worksheet. Using a flat monthly fee for each patient, this worksheet illustrates annual profits, gross revenue, and 

operational expenses (fixed and per member). You may alter the figures in the green-tinted cells on the Labels & Variables 

worksheet as many times as you like; the Rev., Exp. & Prof. Graph worksheet will reflect your changes.  NOTE: If you plan to offer family discounts on membership or to set membership fees that vary by age or other 

characteristics, calculate your expected average monthly fee elsewhere and enter the amount in the appropriate cells in 

Row 6 of the Labels & Variables worksheet.
The Calculator worksheet does most of the calculations for the model and should not be altered.  When reviewing revenue and salary figures, be sure to base your estimates on a manageable practice size. For a typical 

DPC practice, a physician panel size of 800 patients is probably manageable.

Financial Pro Forma Calculator
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The direct primary care (DPC) model is an attractive option for family physicians who want to practice comprehensive, patient-centered 
family medicine. However, there are several significant challenges affecting DPC implementation that you should keep in mind while 
considering whether it is the right model of care delivery for you and your patients. One of the most significant challenges is that the 
DPC model falls into a poorly defined regulatory area.
Statutes, regulations, and case law that are relevant to DPC can vary from state to state. To ensure that you are positioning your 
DPC practice for success, it is vital to familiarize yourself with the regulatory environment in your state and find an attorney with 
demonstrated expertise in health care law (both state and federal), contracting issues, ethical rules in the practice of medicine, and 
retainer-based practice models. Not every health care attorney has the requisite expertise. The first question to ask a health care attorney is “Are you familiar with the direct primary care practice model?” If the answer is “No,” 
move on to your next candidate. If the answer is “Yes,” use the following questions as a framework for identifying an attorney who is 
well-qualified to help you navigate the legal issues surrounding DPC.1.  Can you provide specific guidance as to whether my practice would be deemed an insurance 

carrier, an insurance plan, or a managed health care plan?  The membership structure of a DPC practice can be interpreted as a form of risk-bearing insurance. If your state insurance 
commissioner’s office deems the DPC model an insurance plan (i.e., a specific insurance product offering), your practice could be 
subject to the same stringent requirements for licensing, governance, and financial solvency as an insurance carrier (i.e., an entity 
that sells one or more insurance plan[s]).

2.  Are you familiar with the statutes and regulations in this state that could affect the operations of 
my direct primary care practice?

 Areas of concern include, but are not limited to, the following:  •  Anti-kickback and/or fee-splitting statutes. These statutes may be particularly important if your DPC membership fee includes 
access to or discounts on non-clinical services.

  •  Patient abandonment. Abandonment of a patient with whom you have a professional relationship is unethical, and it is illegal in 
many states. You and your attorney will need to understand your state’s statutes fully, and you will need a detailed plan for 
transferring care of patients who elect not to join your DPC practice.  •  Marketing and advertising of physician services. Your attorney needs to understand the myriad of statutes and ordinances in your 
state that dictate how you can market your DPC practice to prospective members.   3.  Are you comfortable reviewing my direct primary care membership contract and recruitment 

strategy to ensure they comply with state and federal regulations?  Most of the regulatory challenges a DPC practice faces are intended to protect consumers. If your DPC membership contract is not 
absolutely clear about the benefits patients will receive for their membership fee, you could face serious legal challenges filed on 
behalf of your patients. 

Key Questions to Evaluate Legal Counsel  for Your Direct Primary Care Practice
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Direct Primary Care Service and Technology
The direct primary care (DPC) model represents a fundamental shift in practice. Eliminating third-party payers from your relationship with your patients has far-reaching effects. It will change how you staff your office, what your staff does, how you practice, how you think of your patients, how they think of you, and more. Starting a new DPC practice or converting your existing practice can become a major drain on your time and energy, and the process requires a substantial investment of both financial and emotional capital. To help you find resources that can make your path to establishing a DPC practice easier, the American Academy of Family Physicians (AAFP) offers this self-reported listing of DPC industry service and technology vendors. 

The AAFP does not make recommendations or referrals for third-party entities, vendors, or service providers. It is important to note that the information included in this listing is entirely self-reported, so you must do your due diligence to assess the vendor’s services and products. This self-reported listing will be updated on a quarterly basis. 

Service Providers: 
DPC Practice Transformational Consultants
•● Service Provider Organization
•● Address
•● Contact Person
•● Email
•● Phone

Regional/National DPC Networks
•● Service Provider Organization
•● Address
•● Contact Person
•● Email
•● Phone
•Service Provider Organization
•● Address
•● Contact Person
•● Email
•● Phone

Legal Counsel & Resources
●• Service Provider Organization
•● Address
•● Contact Person
•● Email
•● Phone
•● Service Provider Organization
•● Address
•● Contact Person
•● Email
•● Phone

Technology Vendors:
DPC-Specific Electronic Health Record (EHR) Platforms
•● Service Provider Organization
• Address
•● Contact Person
•● Email
•● Phone

DPC-Specific Practice Management 
Platforms
• Service Provider Organization
•● Address
•● Contact Person
• Email
•● Phone

Member Management Technology 
Platforms
• Service Provider Organization
•● Address
•● Contact Person
• Email
•● Phone

DPC-Specific Data Aggregation Platforms
• Service Provider Organization
• Address
• Contact Person
• Email
• Phone
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Although you didn’t go to medical school to get into marketing, 
when you start or convert into a direct primary care (DPC) practice, 
effective marketing will be key to your success. Plan to devote at 
least 10 percent of your budget to marketing efforts, and think 
seriously about hiring outside marketing help. Marketing efforts for 
a new DPC practice should start well before the practice opens and 
continue indefinitely afterwards. Your best advertising slogan can be 
“We offer 30- to 45-minute, unrushed appointments,” highlighting 
the fact that your DPC practice allows time for more meaningful 
conversations between you and your patient.

Creating a complete marketing plan is outside the scope of this  
resource, but it will cover important steps in the process of 
marketing a DPC practice. The following resources offer more 
general information about marketing:

•  Marketing 101 (Small Business Administration):  
www.sba.gov/content/marketing-101-basics 

•  SCORE Marketing Cookbook (SCORE):  
www.score.org/marketing-cookbook/

• Family Practice Management:  
 www.aafp.org/fpm 

Identify and Investigate Your  
Target Market 
If you are converting an existing practice to DPC, you may be 
happy with your current location and understandably wary of 
moving from the place where patients expect to find you. On the 
other hand, if you are planning to move your practice to a new 
location or you are starting a new DPC practice, you have some 
research to do. It’s best to locate your practice in close proximity  
to a medical surgery center in an area that has a growing 
population, a high patient-to-physician ratio, easy access to 
specialty care, and relatively few primary care physicians. 
However, you may have to make some compromises on 
these factors.

The size and shape of your catchment area (i.e., the area 
from which you will draw your members) will depend on a 
number of factors, including geography, population density, 
economic status, and availability of public transit. For 
example, a rural practice has to draw patients from greater 
distances than a typical urban practice. Be sure you know as 
much as possible about the area you are considering for your 
practice location, including information about the following:
• Demographics

• Population health

Marketing Your Direct Primary Care Practice
•  Patient-to-physician ratios for primary care and specialty care
• Location of hospitals and surgery centers

• Economic status

• Health plan penetration for the plans available in the area
• Population trends

• Number and locations of potential competitors

The fact that DPC practices are still relatively rare means that 
you’re likely to have few direct competitors, but you will be 
competing with other primary care practices. 

A good place to start your research is the local public library; you 
may be surprised by the resources available to a good reference 
librarian. Other useful resources are the U.S. Census Bureau 
websites  (www.census.gov and http://factfinder2.census.gov) 
and the mapping tools available on the website of The Robert 
Graham Center for Policy Studies in Family Medicine and Primary 
Care (www.graham-center.org). 

You might find it helpful to compile a datasheet like the one below 
to summarize what you know about your target population. While 
the sample only has space for information on economic status 
and age distribution, you can create a table that includes other 
population characteristics (e.g., population distribution by ZIP 
code, languages spoken), as appropriate. 

It has been said that patients want availability, affordability, ability, 
and affability from their physician. That may be true, but don’t 
assume that you know what people in your target market want. 
Do your research, talk with colleagues, and, if you can, survey 
prospective members directly (see the “Engaging Your Patients in 
Direct Primary Care” tool).

Target Market  
Population Datasheet

Local Population Data

Number Percentage
Income as a 
percentage of 
poverty level

<100%

101-199%

≥200%

Total 100%
Age distribution 0-10 years

11-18 years

19-24 years

25-39 years

40-64 years

≥65 years

Total 100%
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The financial model provided by this workbook is intended to help you think about ongoing costs, patient fees, and revenue for 
your planned direct primary care (DPC) practice. However, it doesn’t produce a complete picture of practice finances, and it doesn’t 
accommodate all varieties of DPC practice. In addition, this workbook does not:

     • Account for practice start-up costs; it only accounts for ongoing costs.

     • Allow for service fees (i.e., fees that differ by service provided)

     • Allow for membership fees that vary by patient morbidity or age

     • Accommodate estimates of the time required to reach various practice sizes

The financial model does include provision for a visit charge (i.e., a fixed amount charged per visit) in addition to the membership fee, 
and it allows for a discounted membership fee for families of two to four people.

Using the calculator
Along the bottom of the workbook is a row of tabs titled Labels & Variables; Salary & Cost Graph (flat fee or reduced fee); Salary 
Graph (flat or reduced); and Calculator. Clicking on the tab will display the associated worksheet.

Start by examining the Labels & Variables worksheet, which is the primary data entry worksheet. Adjust the figures in the green-
tinted cells to reflect your own practice projections. Then, view the output of the model on the Salary & Cost Graph and Salary Graph 
worksheets. You may alter the figures in the green-tinted cells on the Labels & Variables worksheet as many times as you like; the 
other worksheets will reflect your changes. 

The Salary & Cost Graph worksheets (flat fee or reduced fee) illustrate annual revenue, annual costs for total and fixed expenses, and 
physician salary (per number of physicians in the practice). These worksheets also include a column to calculate physician salary (per 
number of physicians in the practice) based on the size of the patient panel, and a table to calculate the break-even point for your DPC 
practice (i.e., the minimum number of patients needed for revenue to equal costs).  

The Salary Graph worksheet illustrates the annual salary (per number of physicians in the practice) for two scenarios: 1) every 
member of the practice pays the same membership fee, and 2) the membership fee is discounted for families of two to four people.  
This worksheet also includes a column to calculate physician salary (per number of physicians in the practice).

The Calculator worksheet does most of the calculations for the model and should not be altered.

When reviewing revenue and salary figures, be sure to base your estimates on a manageable practice size. For a typical DPC practice, 
a physician panel size of 800 patients is probably manageable.

Net Revenue and Physician Salary Calculator

American Academy of Family Physicians 2014

Do you want to be empowered 
and rewarded for providing your 
patients with excellent care in  
a truly patient-centered fashion? 
Find out if  DPC is right  
for you.

Ready for direct primary care?  
We can show you how.

AAFP Direct Primary Care Toolkit
Developed by DPC leaders and industry experts, the AAFP 
Direct Primary Care (DPC) Toolkit is packed with easy-to-
use resources to help you:

• Understand the financial model.

• Plan your membership structure.

• Promote your practice with marketing guides.

• Identify consulting, legal service, and technology 
providers with DPC expertise.

aafp.org/dpc-toolkit
Purchase the AAFP DPC Toolkit today.

THE AAFP ’S  L ARGEST  ANNUAL MEETING

Strong Doctors.
strong medicine.

Register by June 30 to secure your spot at the lowest price.
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Session Information

Thursday, June 15

Alignment of the Business 
Interests of Self-funded 
Employers and DPC Model 
Practices  
3:30–5:00 p.m. 
General Session Room | Arlington A/B

• Discuss the business needs of 
self-funded employers interested 
in offering a higher quality, more 
affordable health plan for their 
covered individuals

• Define the type of DPC model 
practice best suited to contract 
with a self-funded employer 

Jed Constantz, Employer Advantage  
  Health Care Solutions

William Short, CEO, Accresa and Ameriflex

Paul Grundy, MD

Michael Thompson

Healthcare Delivery Innovation 
in the State of New Jersey
5:00–5:30 p.m. 
General Session Room | Arlington A/B

• Discuss overview of New Jersey 
employer program utilizing DPC 

• New Jersey’s effort can serve as 
a case study to other employers 
looking for innovative healthcare 
solutions. 

Mason Reiner, R-Health

Friday, June 16

Power of the Patient and 
Primary Care
8:00–9:00 a.m. 
General Session Room | Arlington A/B

• Demonstrate an understanding 
of the patient’s perspective, as 
conveyed by the patient presenter, 
on the potential benefits and 
detriments of participating in a 
DPC practice arrangement. 

• Evaluate the patient perspective 
for their own current and/or 
prospective patient communities.

• Determine potential opportunities 
for how to solicit patient 
communities that would be 
interested in directly contracting 
with a DPC practice.

Regina Holliday, Founder of the Walking  
  Gallery  

Marguerite Duane, MD, MHA, FAAFP,   
  Modern Mobile Medicine

Judy Riordan (Patient)

16 years Dos and Don’ts  
of DPC
9:00–10:00 a.m. 
General Session Room | Arlington A/B

• Gain an understanding of best 
practices in DPC

• Learn about critical mistakes 
that can keep you from being 
successful

• Become aware of key features of 
DPC practices that thrive

Brian Forrest, MD, Access Healthcare Direct
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DPC 101: Ready...Set...Go! 
How To Start Your Own DPC 
Practice in 60 Minutes or Less
1:00–2:00 p.m. 
General Session Room | Arlington A

• Understand the basics of the three 
most common ‘DPC’ business 
models

• Formulate the outline for a start-up 
business plan

• Have a basics understanding of 
the economics of a small business 
practice

• Construct a timeline for their own 
DPC ‘start up’

Julie Gunther, sparkMD

Adding Another Provider or 
Location While Minimizing Risk
1:00–2:00 p.m. 
General Session Room | Arlington B

• Gain an understanding of how 
to add an employed physician or 
other provider in your DPC Clinic 
while minimizing your financial 
risks

• Comprehend the challenges and 
advantages of recruiting a new 
DPC provider for your practice

• Learn about different 
compensation models for adding 
DPC providers that will avoid you 
going into debt

Josh Umbehr, MD, Atlas MD

Using Marketing and Media  
to Grow DPC
10:15–11:15 a.m. 
General Session Room | Arlington A/B

• Understand the various ways to 
approach messaging of DPC 
based on your target audience

• Review best methods for engaging 
and communicating with journalists 
and traditional media outlets 
(newspaper, radio, television) to 
connect with the community.

• Know best practices on effectively 
using internet and social media 
platforms (website, Facebook, 
Twitter) to engage patients on 
health education and benefits of 
the DPC practice model.

Ryan Neuhofel, DO, NeuCare

Understanding Health 
Insurance Brokers and Carriers  
11:15–12:00 p.m. 
General Session Room | Arlington A/B

• Analyze the current health 
insurance market

• Determine what motivates brokers 
and carriers

• Identify key differences between 
self -funded, level-funded and fully-
insured employers

• Examine current health insurance 
& DPC integration challenges

• Evaluate emerging insurance and 
DPC integration solutions

Dan Meylan, Allied National
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Expanding Through the  
Network Model
2:00–3:00 p.m. 
General Session Room | Arlington B

• Understand how to be part of a 
regional or national network to 
expand your vision beyond your 
primary clinic

• Comprehend how you can retain 
your independence and control 
over your practice while utilizing 
best practices and sharing 
resources with other DPC practices

• Learn how to minimize your risk 
and maximize your marketing by 
taking advantage of the marketing 
and employer recognition of DPC 
Networks

Brian Forrest, MD, Access  
  Healthcare Direct

DPC: Pearls of the First Year  
of Practice
3:00–4:00 p.m. 
General Session Room | Arlington A

• Understand the common concerns 
and fears shared by primary care 
physicians first exploring the DPC 
model and the potential remedies 
for those concerns. 

• Evaluate the various methods and 
processes that DPC practices have 
established to engage patients in 
their community. 

Julie Gunther, MD (moderator),  
Ryan Kauffman, MD, 
Delicia M. Haynes, MD,  
Luke Van Kirk, DO and  
Staci Benson, DO

DPC 101: Real Doctors, Real 
Topics in DPC Start Up
2:00–3:00 p.m. 
General Session Room | Arlington A

1. From Plans to Buildings: Office 
Design to DPC 
Ryan Kauffman, MD, FAAFP,  
  Hickory Medical Direct Primary Care

• Understand the unique needs and 
priorities of direct primary care and 
how it affects office design.          

2. Negotiating EVERYTHING to 
protect and grow your DPC 
practice 
Vance Lassey, MD, FAAFP,  
  Holton Direct Care

• Access different negotiation 
techniques and skills to bargain 
successfully to provide low cost 
ancillary services for patients.

3. Starting and managing a 
medication dispensing program  
Luke Van Kirk, DO, Command  
  Family Medicine

• Explain the resources needed to 
dispense and order medications 

4. Self-care and sustainability: 
Expectation setting to grow the 
practice you love 
Delicia M. Haynes, MD

• Utilize best practices on avoiding 
burn out, setting boundaries and 
ensuring self-care in modern 
medical practice 

Session Information
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• Understand the common concerns 
and fears shared by primary care 
physicians exploring the DPC 
model and the potential remedies 
for those concerns. 

Facilitated by Larry Bauer with  
  various presenters

Saturday, June 17

DPC from a Legislators 
Perspective
8:00–8:30 a.m. 
General Session Room | Arlington A/B

At the end of this session, participants 
will be able to:

• Summarize the issues surrounding 
state insurance regulation for DPC 
practices 

• Discuss the impact of piloting DPC 
within a state Medicaid program for 
vulnerable patient populations

• Recognize the prospective impact 
of the DPC model in healthcare 
reform moving forward

Faculty: Patrick Colbeck, Michigan  
  State Senator (R-7)

Expert Panel: Growth and 
Implementation 
3:00–4:00 p.m. 
General Session Room | Arlington B

• Identify and implement established 
best practices in growing and 
maintaining a successful DPC 
practice. 

• Draw upon the past experiences of 
earlier DPC pioneers for successful 
DPC business strategies. 

W. Ryan Neuhofel, DO (Moderator) 

Brian Forrest, MD, Access Healthcare  
  and Josh Umbehr, MD, AtlasMD

Best Practices: An Expert  
Panel Q&A
4:15–5:15 p.m 
General Session Room | Arlington A/B

Background: This session will be 
structured by the faculty team around 
key questions posed by participants 
throughout the course of the day’s 
educational activities. The questions 
and their answers will help provide 
a simplified framework for how you 
can begin adopting the DPC in 
their practices and best practices in 
establishing a DPC practice.

At the end of this session, participants 
will be able to:

• Directly evaluate opportunities to 
champion the DPC model in their 
communities and nationally. 

• Identify and speak on the 
collective experience of primary 
care physicians that is providing 
groundwork for the rapid growth of 
the DPC model.
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Challenges and Rewards of DPC 
in Rural and Diverse Communities
10:15–11:00 a.m. 
General Session Room | Arlington A/B

At the end of this session, participants 
will be able to:

• Learn practical methods for 
initiating a DPC with limited 
resources

• Engaging a rural community in 
alternative health care delivery 
models

• Explaining DPC to those at several 
socioeconomic levels

• Targeting and attracting specific 
patient populations in surrounding 
communities

Landon Roussel, MD, MBE and 

Jacqueline D. Harris, MD, MPH,  
  Cross Care Direct Family Medicine

Going on the Legal Offensive
11:00 a.m.–12:00 p.m. 
General Session Room | Arlington A/B

At the end of this session, participants 
will be able to:

• Identify how to invalidate a non-
compete clause using state 
precedent and CPOM laws

• Explore leveraging “Out of 
Network” status when fighting 
HMOs and prior authorizations

• Review how to speak with 
hospitals to obtain cash pricing 
and generate moonlighting 
opportunities

Philip Eskew, DO, JD, MBA

State and Federal Policy Update
8:30–9:00 a.m. 
General Session Room | Arlington A/B

At the end of this session, participants 
will be able to:

• Describe recent federal and 
statewide legislative trends

• Evaluate the major regulatory 
hurdles facing new DPC practices.

• Develop and implement 
appropriate compliance and 
mitigation strategies to minimize 
regulatory risks.

• Evaluate the existing resources 
and support infrastructure 
available to support physicians 
interested in becoming engaged 
with DPC advocacy efforts

Philip Eskew, DO, JD, MBA and 

Jay Keese, DPC Coalition

Healthy Employees + Happy 
Physicians = Direct Primary Care
9:00–10:00 a.m. 
General Session Room | Arlington A/B

At the end of this session, participants 
will be able to:

• Discuss developing working 
relationships between DPC 
businesses and health insurance 
brokers 

• How to target employers (Private, 
Municipalities, School Districts) 

• Discuss retention of an employer 
once they’ve enrolled in DPC 

Clint R. Flanagan, MD, Nextera Healthcare

Session Information



2017 DPC Summit 19

DPC Practices: Formation 
Options & Compliance Solutions
1:00–1:45 p.m. 
General Session Room | Arlington A

At the end of this session, participants 
will be able to:

• Analyze alternatives/options 
that private direct practices have 
regarding plan integration versus 
out-of-network/opted out of 
Medicare, and provide guidance 
how on best to weigh those 
alternatives.

• Overview the federal (and typically 
also state) laws that generally 
protect privacy, and specifically 
apply to health information privacy, 
and explain why engaging in solid 
HIPAA compliance remains both 
responsible and necessary.

• Describe the current shifts in US 
healthcare regulation, and provide 
insight into anticipated future 
regulatory changes based on the 
current political climate and how 
those changes may impact/help 
DPC practices.

James “Jim” Eischen Jr., Esq., McGlinchey  
  Stafford

Large Employer Hurdles 
1:00–1:45 p.m. 
General Session Room | Arlington B

At the end of this session, participants 
will be able to:

• Discuss key differences in the 
categories of employers (cohorted 
by size)

• Explain relationships between 
brokers, third party administrators 
and other decision makers

• Recognize the challenges 
associated with gathering “big 
data” for TPAs and brokers without 
compromising the DPC model

• Develop strategies to common 
requests made by human 
resources departments

• Identify implications of ERISA, 
CPOM, and Fee Splitting laws

Philip Eskew, DO, JD, MBA and John  
  Collier, Proactive MD

The FUD of OMT in DPC
1:45–2:30 p.m. 
General Session Room | Arlington A

At the end of this session, participants 
will be able to:

• Recognize (and conquer) the 
fear, uncertainty and doubt 
of incorporating Osteopathic 
Manipulative Treatment in the 
Direct Primary Care model.

• Develop a collaborative and 
patient-focused model to prevent 
and forego overutilization of 
osteopathic services.

• Implement patient-focused 
tools and adjunctive treatment 
modalities to enhance the patient 
experience while preventing 
overutilization.

Leigh “Jack” Forbush, DO, Osteopathic  
  Center for Family Medicine
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DPC: The Hospital Is Not  
the Enemy 
1:45–2:30 p.m. 
General Session Room | Arlington B

At the end of this session, participants 
will be able to:

• Discuss how to develop a mutually 
beneficial relationship with your 
supporting hospital/institution

• Explore how to utilize the benefits 
of hospital/institution ties in the 
community to spread the word 
about and recruit businesses to 
your DPC practice

• Recognize the benefits of GPO 
pricing for supplies

Meghan Gannon, MD, MRMG All Access  
  Medicine

It’s Not Just Child’s Play  — 
Adapting the Direct Primary 
Care Model to Pediatrics
2:30–3:15 p.m. 
General Session Room | Arlington A

At the end of this session, participants 
will be able to:

• Describe how the Direct Primary 
Care (DPC) model is uniquely 
suited for Pediatrics

• Identify challenges to adapting the 
DPC model to Pediatrics

• Develop strategies to address the 
challenges to adaptation of DPC to 
Pediatrics

J Bryan Hill, MD, PhD, Gold Standard  
  Pediatrics, LLC

Straight Outta Residency — 
How We Did It
2:30–3:15 p.m. 
General Session Room | Arlington B

At the end of this session, participants 
will be able to:

• Analyze common concerns and fears 
shared by medical students and 
resident exploring the DPC model.

• Discuss key methods needed to plan 
and implement a low-overhead DPC 
practice.

• Identify the steps medical students 
and residents can take while in 
training to prepare for a DPC style 
practice

Larry Bauer, FMEC (Moderator),  
Landon Roussel, MD, MBE and  
Luke Van Kirk, DO, Command Family  
  Medicine

Closing Town Hall
3:30–4:00 p.m. 
General Session Room | Arlington A/B

At the end of this session, participants 
will be able to:

• Directly evaluate opportunities to 
champion the DPC model in their 
communities and nationally. 

• Identify and speak on the 
collective experience of primary 
care physicians that is providing 
groundwork for the rapid growth of 
the DPC model.

• Understand the common concerns 
and fears shared by primary care 
physicians exploring the DPC model 
and the potential remedies for those 
concerns.

Facilitated by Larry Bauer with various  
  presenters

Kim Golding; Visit KC

Session Information
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Samaritan Ministries members share directly in one another’s medical 
needs without using health insurance. Our community promotes life 

by not supporting abortion or other unbiblical practices.

samaritanministries.org
 888.268.4377 samaritanmin samaritanministries

Biblical community 
applied to health care

GLORIFY
God with your health care. 

Chad & Destiny
“My husband and I look forward to sending our share each 

month because we know it’s going to directly help a family or 
individual during a difficult time in their lives.”

$23 million+  
shared monthly

Medical Needs

68,000+ families  
225,000+ individuals

Participating Monthly Cost

Has never exceeded  
$495 for a family  

of any size
As of March 2017[ ]



2017 DPC Summit 23



2017 DPC Summit24

Faculty

Staci Benson, DO
Owner, Paradigm Family Health
staci.benson@gmail.com

Patrick Colbeck
Michigan State Senator (R-7)
pjcolbeck@comcast.net 

John Collier 
CEO, Proactive MD
jcollier@proactive-md.com

Jed Constantz, 
Chief Strategy Officer, Employer  
Advantage Health Care Solutions
jconstantz@eahcs.com

Marguerite Duane, MD, MHA, FAAFP
Modern Mobile Medicine
MDuaneMD@gmail.com

James Eischen, Esquire 
Member, McGlinchey Stafford
jeischen@mcglinchey.com 

Philip Eskew, DO, JD, MBA 
CEO, Frontier Direct Primary Care 
philsq@gmail.com 

Clint R. Flanagan, MD
Co-founder/Owner, Nextera Healthcare
drcflanagan@nexterahealthcare.com

Brian Forrest, MD 
CEO, Access Healthcare Direct 
accesshealthcaredirect@gmail.com 

Leigh “Jack” Forbush, DO, 
Owner,Osteopathic Center for Family 
Medicine
iforbush@ocfm.com

Meghan Gannon, MD
Founding Physician, MRMG All Access  
 Medicine
mgannon@mrhs.com

Julie Gunther, MD
Owner, sparkMD
drg@sparkmd.org

Jacqueline D. Harris, MD, MPH
Owner, Cross Care Direct Family Medicine
drjdharris@crosscaredirect.com

Delicia M. Haynes, M.D
Founder/CEO of Family First Health Center 
drhaynes@familyfirsthealthcenter.com

J Bryan Hill, MD, PhD
Gold Standard Pediatrics, LLC
Dr.hill@gspedi.com

Regina Holliday
Salt &Pepper Studios LLC, Home of  
 the Walking Gallery of Healthcare
reggieart123@yahoo.com

Ryan Kauffman, MD
Founder, Hickory Medical Direct  
 Primary Care, LLC
Ryan.kauffman@hickorydpc.com
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Jay Keese 
Executive Director, DPC Coalition 
jpkeese@cagdc.com 

Vance Lassey, MD, FAAFP
Owner, Holton Direct Care
doc@holtondirectcare.com

Ryan Neuhofel, DO 
Owner, NeuCare 
dr.neu@neucare.net 

Dan Meylan
National Sales Director, Allied National
dmeylan@alliednational.com

Mason Reiner 
CEO, R-Health
mason@r-health.md

Landon Roussel, MD, 
Founder, Communitas Primary Care, LLC 
drlandon@communitasprimarycare.com

Luke Van Kirk, DO
Owner, Command Family Medicine
dr.luke@command.md

Josh Umbehr, MD 
Owner, Atlas MD 
drjosh@atlas.md
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Thank you to our sponsors 
and exhibitors

Summit Sponsor
www.medlion.com

Exhibitor and Opening Reception Sponsor
www.accresa.com

Summit Happy Hour Sponsor
www.omhealthcare.com

MedPortal

Video Conferencing Sponsor

www.medportal.breezio.com

Lunch Sponsor
www.rubiconmd.com Exhibitor and Lunch Sponsor

www.amac.us
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Exhibitor
http://www.alliednational.com/

Exhibitor
www.andameds.com

Exhibitor
www.ecarenotes.com

Exhibitor
www.elation.com

FLE SCANMD
Exhibitor
www.flexscanmd.com/

Exhibitor
www.hale.co/

HealthBiller.com

Exhibitor
www.healthbiller.com/

Exhibitor
http://www.hint.com/

Exhibitor
http://www.marleydrug.com/

The innovator’s EMR

Exhibitor
http://www.md-hq.com/

Exhibitor
www.nexterahealthcare.com

Exhibitor
www.norcal-group.com
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Thank you to our sponsors 
and exhibitors

Exhibitor
https://oneome.com

Exhibitor
http://hello.orchestra.one/

Exhibitor
www.PeakMed.com

Exhibitor
www.ThePracticeClinics.com

Exhibitor
www.samaritanministries.org

Exhibitor
www.sprucehealth.com

Exhibitor
http://www.truehealthdiag.com   

 
Exhibitor
www.directcaresoftware.com

Exhibitor
www.getqardio.com/en
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Notes
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