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The money was never missing. It was only
never captured.



For You

This book is for the owner of a cash-pay aesthetic practice who sus-
pects patients are walking out the door — and doesn’t have time to
figure out exactly where, because the schedule is full and the days
are long.

If you run a med spa, an aesthetics clinic, a weight-loss or GLP-1
practice, a hormone or longevity practice — somewhere between
$500K and $10M in revenue — and you feel like you're working hard-
er every year for incrementally more, this book explains why, and
what to do about it.

This is not an AI book. I won't teach you how to use ChatGPT or
explain how large language models work. I'm not interested in that,
and neither are you.

This is a book about money — where it hides inside your practice,
why a full appointment book conceals it, and how to find it and plug
the leak. The principles here have produced results for decades.
What’s new is the mechanism that finally makes them achievable
for a small practice — modern automation, the right integrations be-
tween tools you already pay for, and, increasingly, AI — without
adding headcount, hiring a consultant, or working more hours.

If you want your practice to produce more without growing big-
ger, keep reading.

Start here — free. Before you read another page, take the 90-second
Practice Diagnostic at alchemyinside.com/book. It estimates, in real
dollars, roughly where your practice is leaking across the six categories
in this book — so you know which chapters matter most for you. No
charge, no account, no sales call.




A Note on the Principles

The financial efficiency principles in this book are timeless. They
didn’t originate with me and they won’t end with me. Over decades,
direct-response marketers and financial-efficiency strategists devel-
oped and refined them — the same mechanics behind some of the
most successful direct-to-consumer brands ever built. They rest on
one fundamental truth: the fastest path to more revenue is not more
patients. It’s capturing the value your practice already generates but
doesn’t see.

What I have never seen, in all that time, is anyone bring these
techniques to aesthetic medicine. Most med spa owners open their
doors as superb clinicians and then run the business on instinct,
with almost none of this in place. That is the opportunity — and it’s
why a practice that simply applies what’s in these pages pulls away
from the one across the street that doesn’t.

What I bring to these principles is a way to operationalize them.
I've spent 45 years building production software — from enterprise
systems at Ernst & Young to being an early engineer at a company
that grew from a small team to a $2 billion public company. For the
last several years I've pointed everything I know at one question:
where, exactly, do small practices leak money — and what would it
take to capture it without anyone having to remember to?

Not in theory. In dollars.

When I started measuring real aesthetic practices, the answer
was striking. A med spa is, financially, one of the most beautiful ma-
chines in small business — high margins, cash pay, and patients
whose treatments expire on a biological clock that gives them every
reason to come back. And yet most practices leak six figures a year
through that same machine, because the schedule looks full and the
leak is silent.



The leaks are the point of this book — finding them, sizing them
in dollars, and plugging them. Some you’ll close with a single
change at the front desk. Others take an automation, an integration
between the software you already pay for, or — increasingly — Al,
which is what finally makes it practical to do this for every patient,
every day, without hiring anyone. I'm an engineer; I build those sys-
tems, and I'll show you exactly what they do. But the tools are al-
ways in service of the money, never the other way around. The
money was already there. What’s new is that you can finally capture
it.

A good deal of what follows, you can put in place yourself, and I'll
show you exactly how. The deeper build is real work — and where
youd rather have the leaks found and the systems built for you, by
someone who does only this, that’s what my practice does. Either
way, you'll close this book knowing your number and where it’s
hiding.

That’s what this book is about.

A Note on Compliance and Professional Advice

This book offers business and operational guidance. It is not legal,
medical, accounting, tax, or compliance advice, and it can’t account
for the rules that govern your specific practice, state, and license.

Before you implement anything in these pages — especially any-
thing that touches patient communication, patient data, or clinical
care — validate it against the rules that apply to you: HIPAA and pa-
tient-privacy law; TCPA and state consent rules for texting, email,
and calling; your state’s medical-board, med-spa ownership, and su-
pervision requirements; advertising and consent regulations; and
your own vendor contracts. When in doubt, run it past a healthcare
attorney and your medical director.



Two specifics worth stating plainly, because the book returns to
them:

* Protected health information stays protected. Don’t put patient
data — names, photos, charts, anything identifiable — into an Al,
transcription, analytics, tracking, or messaging tool unless that
tool is approved for that use and you have the agreements in
place to allow it, including a Business Associate Agreement
where one is required.

* Clinical content needs a clinician. Patient-specific medical
messages, GLP-1 dosing and titration guidance, and treatment
recommendations require licensed clinical review and protocols
specific to your practice. The automations in this book are for
operations — reminders, follow-ups, scheduling, internal
briefings — not for making or communicating medical decisions
on autopilot.

The systems here help you capture revenue you’ve already earned,
within the rules. The rules aren’t the obstacle. They're the operating
conditions.

About the Numbers

A few things about the figures in this book, so you can weigh them
honestly.

“Lumen Aesthetics,” “Dr. Adler,” “Rachel,” and the other practices
and people are composites — drawn from patterns I see across real
practices, with identifying details changed. The sample Found
Money Report in the Appendix is a composite too. They illustrate
the patterns; they aren’t case studies of a single named client.

The benchmarks — attrition curves, close rates, prebook and no-
show rates, membership and attach figures, exit multiples — are di-
rectional. Some come from published industry and clinical data;



others from practices I've measured directly. When a number isn’t
sourced in the text, treat it as a directional benchmark — drawn
from field work, composite practice data, or industry norms — and a
reasonable starting estimate for a practice in the $500K-$10M range,
not a guarantee or a universal claim. Your actual results depend on
your data, your market, your team, your execution, and your com-
pliance posture.

That’s the spirit of the whole book: size the opportunity conserva-
tively, measure your own reality, and let your numbers — not mine
— tell you where to start.

How This Book Is Organized

Each chapter belongs to one of five dimensions — the same dimen-
sions used across the Alchemy Inside diagnostic, articles, and tools.
The symbol next to each chapter title tells you which dimension it
addresses:

¢ Revenue — Pricing, retention, patient value, membership,
referrals

e Workflow — Consults, rebooking, follow-up, capacity

B Tools — Software, your PMS/EMR, AI adoption

A Data — Analytics, patient data, competitive moats

% Signal — Industry dynamics, competitive timing, meta-strategy
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+ Chapter 1: The Six-Figure Leak in
a Full Schedule

Mara's schedule was full. Her bank account disagreed.

Dr. Rachel Adler runs Lumen Aesthetics — an established suburban

med spa, about $1.8 million in revenue, twelve people on staff. She’s

an excellent injector. Her results look natural, her patients trust her,

and her appointment book is full most weeks. By every outward

measure, a thriving practice.

But her income had been flat for three years.

“I don’t need a consultant,” she told me when we first sat down. “I

need more hours in the day. We’re slammed.”

I told her I didn’t think more hours was the problem. Not yet.

First, I wanted to look inside.



Over the course of a week, we examined every place money en-
tered, moved through, and left Lumen Aesthetics. We didn’t find a
growth problem. We found a capture problem. The practice was
generating far more value than it was keeping — money leaking out
through gaps nobody had ever measured, because nobody’s job was
to measure them.

Then Rachel said the most expensive sentence in aesthetics.

“My schedule is full. How can I be losing money?”

A Full Schedule Is Not a Profitable One

That sentence feels like proof of health. It is actually the symptom
of the disease.

A full schedule tells you that demand is fine. It tells you nothing
about whether the value you produce is being captured or quietly
draining away. Lumen sees roughly 2,400 active patients across
about 8,000 visits a year. Rachel assumed those were 2,400 loyal pa-
tients returning on schedule. They weren’'t. When we pulled the
data, 40 to 50 percent of new patients never came back after their
first treatment. Among the ones who did return, most came in
whenever they happened to think of it — not when their treatment
had actually worn off.

None of that registers when the day looks full. When a patient
stops coming, nothing happens. No alarm sounds. No chair sits visi-
bly empty, because someone else fills it — the practice is busy. The
owner sees a full day, collects a healthy total at close, and concludes
the machine is working. Meanwhile the back of the funnel is drain-
ing: the patient who came in once and never returned, the tox pa-
tient three months overdue, the laser series abandoned after session
two. None of them generate a negative signal. They just drift, and
the marketing budget keeps buying new faces to replace the ones
nobody noticed leaving.



This is why “we’re slammed” and “we’re profitable” feel like the
same claim and are not. A schedule full of one-time patients and
lapsed renewals is a treadmill. You run harder every year — more
marketing, more new-patient specials, more hours in the chair — to
stand in the same place, because you're refilling a bucket with a
hole in the bottom instead of patching the hole.

Busy hides the leak. That’s the whole problem in three words.

The Money Is Already There

Here is the claim I make to every owner of a cash-pay aesthetic
practice — and I mean money you can actually count, not a motiva-
tional figure of speech: for a typical practice in this range, there is
somewhere on the order of $80,000 to $250,000 a year in recover-
able revenue hiding inside current operations. Quantifiable, real
money, flowing through your practice right now and leaking out
through gaps you’ve never measured.

It is not hiding in patients you don’t have yet. It’s hiding in the
ones you already treated.

I want to be precise about why this is true, because it’s structural,
not a matter of effort. Every aesthetic result you produce comes
with an expiration date written into the patient’s own body. A neu-
romodulator wears off in three to four months. Filler softens over
six to twelve. A HydraFacial’s glow fades in about a month. A laser
series has a clinically correct interval between sessions. The patient
doesn’t forget that their face has changed — they feel it. The practice
is the one that forgets, because nobody recorded when they were
due and nobody was accountable for bringing them back. I'll build
the whole case for this in Chapter 3, because it reframes your entire
practice: every patient is a subscription you haven’t turned on. For
now, just hold the shape of it. The renewal demand is real. The cap-
ture is missing.



The fastest path to an extra six figures, then, is not more patients.
It’s capturing the value the practice already generates but doesn’t
see. New patients are the most expensive revenue you can buy. The
money already inside the building is the cheapest — and most of it is
sitting in patients who already like you.

Dan Kennedy, whose financial-efficiency work sits underneath
this whole book, says it without flinching: loss prevention is a profit
center, not an expense. A recovered dollar carries almost no cost —
no ad bought it, no discount won it back — so it lands on your bot-
tom line very nearly whole. A dollar of new revenue and a dollar of
recovered revenue are not worth the same to your practice. The re-
covered one is worth more, and it’s already here.

@ THE FULL-SCHEDULE ILLUSION

A full book hides the leak

The schedule looks healthy — every slot filled. But underneath the tidy grid, money is draining out through six channels at once.

This week FULLY BOOKED

The schedule looks full. The money is draining underneath it

The Six Leaks

When I diagnose a practice, the leak is never one big hole. It’s six
smaller ones, each easy to overlook on its own, that add up to a
number that makes an owner sit up. Every practice I've looked at



has at least four of them open at once. These six become Part II of
this book — a chapter each — so this is the map, not the deep dive.

GLP-1 and weight-loss retention. If you run a weight-loss pro-
gram, this is usually the largest leak in the building. The natural
curve of these medications, left alone, loses about 18 percent of pa-
tients by month three and nearly half within twelve months — and
each of those patients was worth roughly $400 to $450 a month. A
program that leaks at that rate isn’t a recurring-revenue engine; it’s
a patient-acquisition treadmill. Chapter 10. It’'s also where most
weight-loss practices should start, and Chapter 10 gives it a full
chapter.

Consult conversion and follow-up. Practices typically close con-
sults at 25 to 35 percent when a worked, structured follow-up can
carry that toward 45 percent and beyond. The gap is rarely the con-
sult itself. It’s the silence afterward — the patient who said “let me
think about it” and then never heard from anyone again. Chapter 5.

Rebooking and no-shows. Only about 40 percent of returning pa-
tients leave with the next appointment already booked; the other 60
percent leave with an intention. Patients who walk out prebooked
retain at roughly 70 percent versus roughly 30 percent without.
Layer on a 12-to-20 percent no-show rate with no reminders or de-
posits, and you have two leaks feeding each other. Chapter 6.

Patient reactivation. Most practices have hundreds of dormant
patients — Lumen has about 800 — who haven’t formally left, they’ve
just drifted past due. Reactivating one costs $20 to $60 against $100-
plus to acquire someone new. It’s the fastest cash in the building.
Chapter 7.

Cross-sell and membership. Most independent practices run
membership at under 10 percent of revenue when a healthy figure
is 20 to 30 percent, and members visit and spend dramatically more
than non-members. Retail attach sits under 10 percent where it



should be north of 20. The patient already trusts you; they’re simply
never offered the next thing. Chapter 8.

Pricing and discount integrity. Prices that haven’t moved in two
years, and discounts handed out reflexively, both bleed margin qui-
etly. Roughly 73 percent of patients acquired on a discount never
return at full price. A full schedule built on promo pricing is a
schedule you can’t raise prices against. Chapter 9.

Six leaks. None dramatic on its own. Collectively, the six-figure
leak in a full schedule.

@ THE SIX LEAKS

Where the money leaks out

GLP-1 & Weight-Loss Retention Consult Conversion & Follow-Up

$15K-$40K cH 10 $20K-$55K cHs

Rebooking & No-Shows Cross-Sell & Membership

$12K-$35K cH6 $15K-$45K che

Patient Reactivation Pricing & Discount Integrity

$10K-$30K cH7 $8K-$25K o
Every practice | audit has at least four of the six open at once.

Before I put dollars on these, one discipline that matters more than
any single number.

The same root cause — no closed loop on treatment cadence —
drives the first-visit cliff, the rebooking gap, the dormant list, and
the missed membership all at once. When you fix the loop, you re-



cover the patient once. You do not get to count the same recovered
patient against three different leaks and stack the totals onto a slide.
I've watched “revenue recovery” pitches inflate to half a million dol-
lars exactly this way, and the number dies the moment it meets the
practice’s real data.

So throughout this book I do three things. I annualize everything.
I present ranges, not false-precision single figures. And I use a con-
servative $3,000 lifetime value for any found-money math, even
though a patient who adds filler, laser, and skincare is worth two to
three times that — because found money should be money you can
actually count on, not money you can dream about. Count the cas-
cade a single time, on conservative numbers, and the figure that
survives is still almost always the largest line of recoverable rev-
enue in the practice.

Why You Can’t See It: Financial Visibility

There’s a deeper reason the leak stays hidden, and it isn’t careless-
ness. It’s that the instruments most practices run on were never
built to show it.

Three things have to be true before you can see a leak. You need
true margins — what each service actually nets after product, room,
and chair time, not what it grosses. You need capacity and utiliza-
tion — how much of your most constrained resource, which in most
practices is the owner-injector’s own hours, is actually producing
revenue versus sitting idle or doing work a $25-an-hour role could
do. And you need honest revenue recognition — knowing what
money is actually earned versus merely collected.

That last one trips up nearly everyone, so let me be concrete.
When you sell a $2,400 package or a year of membership and book
the whole amount as revenue the day the card clears, your top line
looks terrific. But you haven’t earned that money yet — you owe the



patient a year of visits against it. Counted that way, packages and
memberships can overstate a practice’s real revenue by 15 to 20
percent. The owner feels busy and profitable. The instrument is ly-
ing to them. “Busy and profitable” can be an illusion built on money
you’ve collected but not yet earned, against patients some of whom
will lapse before they ever use what they paid for.

You cannot fix a leak you cannot see, and you cannot see one with
instruments that were calibrated to make a full schedule look like a
healthy one. Instrumenting true margins, real capacity, and honest
revenue recognition is the foundation the whole book stands on. I
give it the full treatment in Chapter 15. I'm flagging it here because
it’s the reason an excellent, fully booked practitioner can run for
three years convinced everything is fine while a quarter of a million
dollars a year drifts out the back.

How to Make It Stick

Every leak I've described has been identifiable for decades. None of
this is a new discovery. The first-visit cliff, the unbooked checkout,
the dormant list, the unmanaged GLP-1 patient — a disciplined own-
er could close all six gaps by hand, and some have. So start there,
before you think about software at all. Pull one report: every patient
whose last visit is past their treatment cycle. Sort it by what they
came in for. Spend fifteen minutes a week on the phone working the
top of that list — “Hi, it’s Priya from Lumen, Dr. Adler had you on
the calendar for a tox refresh and I wanted to get you back in before
your results fully fade.” That single habit, run by hand, recovers
real money this quarter. The principle works at the simplest level of
sophistication, and you should prove it on yourself before you build
anything.

The problem was never knowledge. It was that one person, on
one phone, can work the top of the list and never reach the bottom.



Across 2,400 patients and six leaks, the by-hand version always runs
out of hours before it runs out of patients.

Most of what closes that gap isn't AI — it’s plumbing. The re-
minders that cut no-shows are ordinary automation; your booking
software almost certainly sends SMS and email already, and you
turn the cadence on. The overdue list is a query your practice-man-
agement system can run against its own appointment history — no
intelligence required, just a report nobody ever asked it for.
Connecting your EMR to your accounting so the margin and rev-
enue numbers stop disagreeing is an integration, not an algorithm.
For a great many practices, wiring together the tools they already
pay for closes most of the leak before anything clever enters the
picture.

So where does AI actually earn its keep? At the one job no report
and no automation can do: looking at every patient, every day, and
telling you which ones are quietly drifting. A query can list who’s
overdue. It can’t read 8,000 visits’ worth of behavior and notice that
this tox patient is stretching her interval a week longer each time —
the early signal of a patient about to lapse — while that one is simply
a naturally light user who needs no nudge. Distinguishing the
drifter from the regular is pattern-matching across a volume of his-
tory no person has the hours to hold in their head, and it’s the dif-
ference between chasing everyone and reaching for the right one at
the right moment. That’s the seam for the whole book: not replacing
the judgment that closes a leak, but watching the entire patient base
continuously so the judgment lands where it pays. For Rachel, that
turned a quarter-million-dollar diagnosis she couldn’t see into a fif-
teen-minute morning review of the handful of patients who actually
needed her that day.

The order is the point. Work the list by hand first. Automate the
routine second. Integrate the tools you own third. Add intelligence
last — only at the seam where the volume of patients finally outruns



the attention any human can give them. The six-figure leak was al-
ways closable. What’s new is that you can now close it across every
patient instead of only the ones you happened to remember.

What to Do Monday Morning

Before reading another chapter, do one thing, and do it with your
real data.

Pull a list of every patient whose last visit was more than one full
treatment cycle ago — past due on tox, past due on filler, lapsed on
their facial cadence. Don’t estimate. Count them.

Now multiply that count by $3,000. That is the lifetime value cur-
rently drifting out the door of a practice that, on the schedule
screen, looks completely healthy.

You won't recover all of it. But many of those patients are still
reachable, because they never decided to leave you — their Botox
simply wore off in a quarter nobody was tracking. There’s a pro-
found difference between a patient who rejected you and a patient
who’s merely overdue. The first is hard to win back. The second is
waiting for a reason to rebook.

That number, the one you just calculated in ten minutes, is a pre-
view of the six-figure leak this book exists to close. Rachel’s was
larger than she wanted to believe. The money was always there. She
just needed to know where to look.

Let’s go find yours.
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Resource: Want to size your own leak before you read further? The free
Practice Diagnostic at alchemyinside.com/scorecard estimates your re-
coverable revenue across all six leaks in about 90 seconds — no email re-
quired. It’s the fastest way to see which chapter in Part II is worth the
most to you.
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¢ Chapter 2: The Revenue Formula
You've Never Seen

Three levers hid in plain sight. Mara had only ever pulled the expensive one.

Ask a med spa owner how to grow, and the answer is almost always
the same: more patients. Run more ads. Boost the Instagram. Add a
new-patient special. It’s the default instinct in aesthetics, and it’s the
most expensive lever you can pull.

There’s a formula that reframes growth entirely — and once you see
it, you can’t unsee it. Your revenue isn't one number being driven by
one thing. It has three components:

Revenue = Average Ticket x Visit Frequency x Active Patients
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@ THE REVENUE FORMULA

Three levers, multiplied

Three levers. They multiply — they don't add

Average Visit Active
Revenue Ticket X Frequency X Patients
what they pay how often how man y

Move each one 10% and you don't get +30% — you get +33%. Small gains compound.

Average ticket is what a patient spends per visit. Visit frequency is
how often they come back — the cadence. Active patients is how
many real, returning faces you have. Multiply the three together
and you have your revenue. Try it: roughly $300 to $400 a ticket,
times a few visits a year, times a couple thousand active patients,
lands you in the ballpark of a practice doing seven figures.

Three levers, not one. And here is the part that changes every-
thing: improving all three is multiplicative, not additive.

The Math Your Intuition Gets Wrong

A 10 percent improvement in average ticket, times a 10 percent im-
provement in frequency, times a 10 percent improvement in active
patients, does not give you 30 percent growth. It gives you 33
percent.

1.10 x 1.10 = 1.10 = 1.331

23



@ compounDING

Additive thinking vs. multiplicative reality

ADDITIVE THINKING MULTIPLICATIVE REALITY

10% + 10% + 10% 1.1 x 1.1 x 1.1
= 30% = 33.1%

The intuitive math — and the reason small Because the levers multiply, the same three
gains feel too small to chase. gains land higher than they "should."

Ticket x Visit Frequency x Active Patients. The 3.1-point gap is about $56, 600 on a $1.8M practice.

The extra 3.1 points doesn’t sound like much until you put a prac-
tice behind it. For Lumen Aesthetics — Dr. Adler’s $1.8 million med
spa — that gap alone is about $56,000. And the full 33 percent is
roughly $594,000 in additional annual revenue, from three improve-
ments that, taken one at a time, feel almost trivial.

That’s the whole reason I want you to stop thinking about growth
as a single dial. Most owners spend all their energy on one lever —
the most expensive one — while the other two sit untouched, quietly
multiplying nothing.

Why the Order You Pull Them Matters

The three levers are not equally expensive, and they are not equally
fast. The order you work them in changes the economics of every-
thing that follows. Most practices run that order exactly backwards.

Here is the right order: average ticket first, visit frequency sec-
ond, active patients last.

Average Ticket First

Increasing what a patient spends per visit is the fastest lever, be-
cause it requires zero new patients and zero new visits. The faces al-
ready in your chairs simply leave a little more value behind.
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You run a cash-pay business. That’s a genuine advantage most of
medicine doesn’t have — no insurance contract dictates your prices,
and your patients are already choosing to pay out of pocket for how
they look and feel. That gives you real pricing power and real room
to cross-sell, and most practices use almost none of it.

At Lumen, the average ticket sits around $300 to $400, and roughly
60 percent of patients come in for a single service and leave. The tox
patient who would happily add a skincare regimen is never offered
one. The filler patient who'd book a HydraFacial to maintain her
glow never hears about it. The pricing hasn’t moved in two years,
even as product costs and demand both climbed.

None of that is a marketing problem. It’s a per-visit-value prob-
lem, and it has two concrete moves you can make without a single
new patient. The first is to stop selling single services and start pre-
scribing the clinically appropriate next step as a bundle — the tox
patient whose skin would genuinely benefit from a medical-grade
regimen, the filler patient whose result holds better with a mainte-
nance facial, mapped into one outcome-based plan instead of three
separate asks. Framed as the treatment plan it actually is, it reads as
care, not a pitch. The second is to compete on stacked value rather
than a discount: when a patient hesitates on price, the reflex is to
cut it, but a discount trains them to wait for the next one. Add to the
offer instead — bundle the maintenance product, include the next
check-in — so the ticket holds and the patient still feels they won.

This compounds forward: every visit after you fix it — and every
new patient you ever acquire — happens at the higher ticket. I'll
spend a full chapter on the cross-sell and membership mechanics
(Chapter 8) and another on pricing and discount integrity (Chapter
9). For now, just hold the principle: the cheapest revenue in your
building is the dollar your existing patient was willing to spend and
was never asked for.
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Visit Frequency Second

Once each visit is worth more, getting patients to come back on
schedule becomes worth even more — because every one of those
return visits now happens at the improved ticket. The two levers
multiply against each other.

This is the cadence lever, and it’s the spine of this entire book.
Every result you produce expires on a biological clock. Tox softens
in three to four months. Filler fades over six to twelve. A facial’s
glow lasts about a month. Your patients are, in effect, subscriptions
— their own biology sets the renewal date. The leak is that most
practices don’t track that clock, so patients drift back in whenever
they happen to think of it instead of when their treatment actually
wears off. At Lumen, only about 40 percent of patients leave with
their next appointment booked.

The concrete move is smaller than it sounds: record each pa-
tient’s biologically correct return date at the chair, and make book-
ing that next visit a required step at checkout rather than an option-
al courtesy. The cadence does the persuading — “your tox will be
ready for a touch-up in about fourteen weeks, let’s hold the spot
now” — so the patient leaves booked instead of leaving with a vague
intention to call. I unpack the full mechanics in the next chapter
(Chapter 3) and at the front desk in Chapter 6. The thing to see here
is structural: frequency is a cheaper lever than acquisition and a
more powerful one, because the patient already trusts you, already
knows the way to your door, and is on a clock that guarantees they’ll
need you again. You’re not creating demand. You're catching de-
mand you already earned.

Active Patients Last

Acquisition is the most expensive lever in aesthetics — full stop. It
costs roughly $100 or more to bring in a new patient, against $20 to
$60 to reactivate a dormant one you already have. Yet new-patient
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acquisition is where nearly every practice spends first, hardest, and
most anxiously.

I'm not telling you to stop marketing. New patients matter. I'm
telling you to put acquisition last in the order — because a new pa-
tient who walks into a practice with a higher average ticket and a
working rebooking cadence is worth far more over their lifetime
than the same patient walking into a leaky one. When you acquire
into an optimized practice, every marketing dollar buys a more
valuable patient.

The reverse order — pour money into ads first, then hope to figure
out value later — is how most med spas operate. It’s the most expen-
sive possible path to the same revenue number, and it’s why so
many owners feel like they’re running harder every year just to stay
in place.

@ THE RIGHT ORDER

Optimize in the order that pays

Bar length is the cost and effort to move each lever. Start with the cheapest, fastest win — and save acquisition for last.

Average Ticket cost / effort

Cheapest, fastest — raise prices, bundle, premium tiers.

Visit Frequency cost / effort .
How most practices actually
Backwards — pouring money into

Cheap, compounding — cadence, rebooking, membership. acquisition while the two cheap
levers sit untouched.

Active Patients cost / effort

Most expensive — new-patient acquisition. Do this last

Most practices optimize in exactly the wrong order.



Watch the Levers Compound at Lumen

Let me put real numbers on it, using Lumen’s starting point and a
deliberately modest 10 percent move on each lever. Conservative
everywhere — this is found money, not fantasy money.

Before: - Average ticket: ~$360 - Visits per active patient per year:
~3.3 (about 8,000 visits across ~2,400 active patients) - Active pa-
tients: ~2,400 - Annual revenue: ~$1.8M

After a 10 percent move on each: - Average ticket: ~$396 — a small
price adjustment plus one cross-sell offered at checkout (Chapter 8,
Chapter 9) - Visits per patient: ~3.6 — driven by booking the next ap-
pointment before patients leave (Chapter 3) - Active patients: ~2,640
— partly from reactivating dormant patients, the cheapest patients
in the building, before spending on new ones

Multiply it through and Lumen lands near $2.4 million — roughly
$590,000 in additional annual revenue. No new building. No new in-
jector. No bigger ad budget. Three modest improvements multiply-
ing against each other, against the patient base she already has.

And notice the order paid off. The ticket increase lifted every vis-
it. The frequency increase added visits at the higher ticket. The pa-
tient increase brought new faces into a practice that now extracts
more from each one. Pulled in the right sequence, the levers don’t
just add up — they stack.

A Word on Honest Math

Before you run to a spreadsheet and add up every chapter in this
book, a discipline I'll hold you to throughout: don’t double-count.

The same root cause — no closed loop on treatment cadence —
feeds several of these levers at once. The patient who never rebooks
also never gets cross-sold, also drifts into your dormant list, also
never joins a membership. When you fix the loop, you recover that
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patient once. You don’t get to count her in the frequency number,
again in the cross-sell number, and a third time in the reactivation
number and put the sum on a slide.

I use the conservative figures everywhere — a $3,000 lifetime val-
ue, a $300 to $400 ticket — for exactly this reason. Found money
should be money you can count on and watch hit your bank ac-
count, not a number that only survives on a whiteboard. The 33 per-
cent is real. Inflated stacking is not.

Score Your Own Three Levers

Here’s a quick self-assessment. Rate each lever 1to 5 — 1 is “we don’t
do this at all,” 5 is “this runs reliably without me.” Your honest weak-
est score is where your easiest 10 percent is hiding.

Average Ticket (1-5): - Have you raised prices in the last year? -
Do you have a membership or package tier above single visits? - Is a
cross-sell or retail recommendation offered at checkout as a stan-
dard step? - Is your pricing set by the value to the patient, not just
your product cost? - Do patients almost never push back on price?
(If no one ever blinks, you're priced too low.)

Visit Frequency (1-5): - Do you know your prebook rate — the
share of patients who leave with the next appointment booked? - Do
you record each patient’s biologically correct return date at the
chair? - Do you have a standing way to surface and recall patients
who are overdue? - Do you know your no-show rate, and do you ac-
tively manage it? - Do members and repeat patients have a reason to
keep coming back on cadence?

Active Patients (1-5): - Do you know what it actually costs you to
acquire one new patient? - Do you follow up on every consult that
didn’t book within minutes, not days? - Do you have a referral sys-
tem — an actual mechanism, not just hoping happy patients talk? -
Do you systematically reactivate dormant patients before buying
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new ones? - Is your positioning specific enough that the right pa-
tients self-select in?

The lowest-scoring lever is your starting point — not because the
others don’t matter, but because the worst lever has the most slack,
and slack is where a 10 percent move is easiest to find.

How to Make It Stick

You can run this formula by hand, and you should start there. A
spreadsheet with three columns and a quarterly review will tell you
which lever is weakest and roughly what a 10 percent move is
worth. Pull the three numbers, score the levers, pick the lowest one,
and work it for 90 days. That’s a real plan, and it costs you nothing
but an afternoon.

The step after that isn’t AI — it’s plumbing, and it’s worth saying
so plainly because most owners assume the leap from spreadsheet
to system requires something exotic. It doesn’t. It requires the soft-
ware you already own to start talking to itself. Your practice-man-
agement system already knows every ticket, every visit, and every
patient’s last service. Wiring it to a dashboard that recomputes tick-
et x frequency x active patients on its own — so the three numbers
update without anyone exporting a report — is ordinary integration.
Connecting the same data so checkout shows the front desk that this
tox patient is due back in fourteen weeks is integration, not intelli-
gence. For a lot of practices, that connect-the-tools step closes most
of the gap, because the formula stops being a quarterly exercise and
becomes a number on a screen.

So where does Al actually earn its keep? At the one thing the dash-
board can’t do: deciding which lever has the most room right now, and
which specific patients to act on this week. A dashboard reports the
levers; it can’t read across thousands of visits and tell you that cross-
sell adoption has plateaued, so frequency now holds the slack — and
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here are the eighty patients drifting past their treatment-due date
this month, ranked by who’s most likely to come back. That’s pat-
tern-matching across volume and judgment about where to spend
the next hour of attention, on every patient, every day — the work
no one on your team has the hours to do by hand. The spreadsheet
tells you the formula is real. The integration keeps it current. Al
tells you where to point on a Tuesday morning when you’ve got nine
minutes and one front desk.

The order is the whole lesson. Run it by hand to see the leak, inte-
grate your existing tools to keep the numbers honest, and add intel-
ligence last — only at the judgment call about where to act next. The
formula was true before software existed. What’s new is that you
can now hold all three levers at once.

What to Do Monday Morning

Calculate your three numbers from the last twelve months:

1. Average ticket: total revenue + total visits. Not revenue per
patient — revenue per visit.

2. Visit frequency: total visits + total active patients.

3. Active patients: count of unique patients who came in at all.

Check your work: average ticket x frequency x active patients
should land near your annual revenue. If it does, you've just seen
your business as a formula for the first time.

Then score each lever 1 to 5 using the self-assessment above.
Circle the lowest one. That lever — usually average ticket or fre-
quency, almost never acquisition — is your focus for the next 90
days. Everything else can wait, because improving your weakest
lever produces the largest compound effect for the least money.

The rest of this book is the how. Chapter by chapter, lever by
lever, in the order that pays.
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Resource: Want to see which of your three levers has the most room?
Take the free Practice Diagnostic at alchemyinside.com/scorecard —
about 90 seconds, no email required, and you’ll get a dollar estimate
broken down by category. The lowest-scoring category points straight
at your highest-value lever.

Resource: Every week I send one practical, no-hype idea for finding the
revenue already inside your practice — real tools, real numbers, real ex-
amples. Subscribe free at alchemyinside.com/newsletter.
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+ Chapter 3: Every Patient Is a
Subscription You Haven't Turned On

vy

Every patient was a subscription. Nobody had turned them on.

Dr. Rachel Adler has run Lumen Aesthetics for nine years. She’s an
excellent injector — her patients trust her, her results are natural,
and her appointment book is full most weeks. Twelve people on
staff. Roughly $1.8 million in revenue. By every outward measure, a
thriving practice.

But her income had been flat for three years.

When I sat down with her numbers, the reason was hiding in
plain sight. Lumen sees about 2,400 active patients and treats them
across roughly 8,000 visits a year. Rachel assumed those were 2,400
loyal patients coming back on schedule. They weren’t. When we
pulled the data, 40 to 50 percent of new patients never came back af-
ter their first treatment. And among the ones who did, most were
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returning whenever they happened to think of it — not when their
treatment actually wore off.

Here is the part that stopped her: nothing about Lumen’s medi-
cine was wrong. The Botox lasted the normal three to four months.
The filler lasted the normal six to twelve. The patients were happy.
They simply weren’t coming back on the schedule their own biology
dictated — and nobody at the practice was tracking the difference.

“My schedule is full,” Rachel said. “How can I be losing money?”

That is the most expensive sentence in aesthetics. A full schedule
is not a profitable one. Busy hides the leak.

The Insight Most Practices Miss

A gym membership bills you every month whether you show up or
not. A software subscription renews on a date the company con-
trols. A med spa has something better than either — and almost nev-
er uses it.

Think about what you actually sell. A neuromodulator wears off
in three to four months. Filler softens over six to twelve. A
HydraFacial’s glow fades in about a month. A laser series has a clini-
cally correct interval between sessions. Every aesthetic result you
produce comes with an expiration date written into the patient’s
own body.

That means every patient is, in effect, a subscription. The “renew-
al date” isn’t set by a billing system — it’s set by biology. And biology
is more reliable than any billing system, because the patient cannot
opt out of their own metabolism. The tox will wear off. The only
question is whether they renew with you, renew with someone else,
or simply let the result fade and tell themselves they’ll get around to
it.
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Here’s the problem. A subscription business obsesses over its re-
newal dates. It knows exactly who is due, who is late, and who has
lapsed, because that’s the whole business. A med spa, which has
better renewal economics than almost any subscription company,
usually tracks none of it. The patient walks out glowing, the practice
says “call us when you'd like to come back,” and the single most
valuable piece of information in the building — this specific patient is
biologically due in 14 weeks — evaporates at the front desk.

The leak isn’t that patients don’t want to come back. They do;
their faces are on a timer. The leak is the gap between when biology
says they’re due and what your practice does about it. That gap is
not a marketing problem. It’s not a loyalty problem. It’s an instru-
mentation problem. You are running a subscription business with
the subscriptions switched off.

It helps to stop seeing a patient as a name on a chart and start see-
ing her the way the practice should — as a stack of subscriptions,
each ticking on its own clock. When you do, the leak stops being ab-
stract. It becomes a switch, in the off position, with a dollar figure
attached to it.
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Alchemy Inside
PATIENT SUBSCRIPTIONS

Sarah M.

Patient since 2022 - 19 visits - next of kin to 2 referrals

SM

1 of her 4 subscriptions is switched off.
HydraFacial lapsed 43 days ago. Nobody turned it back on.

RECURRING TREATMENTS - RENEWALS SET BY BIOLOGY

() Neuromodulator (Tox) AcTIVE

Renews every 14 weeks - next due Mar 14 - booked v/

Dermal Filler DpUE soon

o

Renews every 9 months - next due Sep 2 - not yet booked

Y HydraFacial

u Overdue 43 days. Was due May 2 - monthly cadence - last seen Mar 30

c Skincare & Retail AcTive
Replenishes every ~8 weeks - next reorder Jun 22

Turn the HydraFacial back on and Sarah's annual value recovers from one missed

cadence.

$9,840

LIFETIME VALUE

~$2,160/yr

$700
/ Visit - ~3.7x/yr

$1,400
/ Visit - ~1.3x/yr

$180
/ Visit * 12x/yr

$240
/ reorder * ~6x/yr

$7:688 -
$9,840/yr

Sarah isn't one patient. She's four subscriptions — and one of them is off.

Sarah is four subscriptions, not one patient — and one is switched off. Her
HydraFacial lapsed 43 days ago and nobody turned it back on: $2,160 a year
leaking from a patient who never decided to leave. The problem is invisible on a

chart and obvious here. Turning that one cadence back on recovers her full value

— and there are hundreds of Sarahs in the building.

The Math That Changes Everything

Let me show you what that gap is worth, because the abstraction

only matters once it has a dollar sign on it.

A new patient at Lumen is worth about $3,000 over the life of the
relationship — and that’s the conservative figure. (Patients who add
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filler, laser, and skincare are worth two to three times that.) I use the
conservative number for every calculation in this book, because
found money should be money you can actually count on, not mon-
ey you can dream about.

Now look at the first leak. Lumen takes in about 600 new patients
a year, and roughly half never return after the first visit. Move the
first-visit return rate from 50 percent toward the healthy bench-
mark of 65 percent — a 15-point improvement — and the math is
simple:

600 new patients x 0.15 x $3,000 = $270,000 in recovered life-
time value.

Now the second leak, which is even cheaper to fix. Across all re-
turning patients, only about 40 percent leave with their next ap-
pointment already booked. The other 60 percent leave with an in-
tention. The data on this is stark: patients who walk out with a
booked next visit are retained at roughly 70 percent; patients who
don’t are retained at roughly 30 percent. That 40-point swing is the
entire difference between a subscription that’s turned on and one
that isn’t. Move Lumen’s prebook rate from 40 percent toward 60
percent:

600 new patients x 0.20 x 0.40 x $3,000 = $144,000 ayear.

A quick word on discipline, because this is where most “revenue
recovery” pitches lose the plot. These two numbers overlap. The
same root cause — no closed loop on treatment cadence — drives the
first-visit cliff, the rebooking gap, the dormant list, and the missed
membership all at once. When you fix the loop, you recover the pa-
tient once. You don't get to add $270,000 and $144,000 and put
$414,000 on a slide. I'll show you, throughout this book, how to
count the cascade a single time and still arrive at a number that
makes practice owners sit up. Honest math is the only math that
survives contact with your actual PMS.
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@ EVERY PATIENT IS A SUBSCRIPTION

The subscription you haven't turned on

Each treatment has a built-in renewal date. The dial below is set by biology — the only open question is whether she renews with
you

BOOKED NEXT VISIT -
° Renewal date on the calendar /OOA)
-—
sssssssssssssss -
° No date — left to drift 30(%]

The renewal date is set by biology. The only question is whether she renews with you,

Why a Full Schedule Hides It

If the leak is this large, why doesn’t the owner feel it? Because the
signal that something is wrong never arrives.

When a patient stops coming, nothing happens. No alarm sounds.
No chair sits visibly empty — someone else fills it, because the prac-
tice is busy. The owner sees a full day, collects a healthy deposit at
close, and concludes the machine is working. Meanwhile, the back
of the funnel is quietly draining: the patient who came in once and
never returned, the tox patient three months overdue, the laser se-
ries abandoned after session two. None of them generate a negative
signal. They just drift, and the marketing budget keeps buying new
faces to replace the ones nobody noticed leaving.

This is why I tell practice owners that “we’re slammed” and
“we’re profitable” are two completely different claims that feel like
the same claim. A schedule full of one-time patients and lapsed re-
newals is a treadmill. You run harder every year — more marketing,
more new-patient specials, more hours in the chair — to stand in the
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same place, because you're refilling a bucket with a hole in the bot-
tom instead of patching the hole.

The good news is the same as the bad news: the hole is fixable,
and it’s cheap to fix, because the patients are not gone. They’re over-
due. There is a profound difference between a customer who has re-
jected you and a patient whose Botox simply wore off in a quarter
you weren't tracking. The first is hard to win back. The second is
waiting for a reason to rebook.

Turning the Subscriptions On

Switching the subscriptions on takes three moves. None of them re-
quire new patients, new services, or a new building.

Instrument the cadence. For every patient and every treatment,
record the biologically correct return date the moment the treat-
ment is delivered. Concretely: at the chair, alongside the chart note,
set a “next-due” date stamped with the treatment — tox today, due in
14 weeks; filler, due in roughly nine months; HydraFacial, due in
four. Not a vague “follow-up” flag, but a real date attached to a real
treatment, because the same patient is on three different clocks at
once and a single last-visit date can’t hold all three. Most practices
already capture what was done and when; they’ve simply never
added the one field that turns “last seen” into “next due.”

The payoff of that field is a single query you can run against your
own PMS: show me every patient whose next-due date has passed. That’s
it — that’s the overdue list, and it’s the most valuable report in the
building. Sort it by treatment and you can see at a glance that you
have, say, ninety tox patients past due and forty filler patients drift-
ing. You cannot capture a renewal you aren’t tracking, and you can-
not run a renewal business off a calendar you have to reconstruct
from memory. The due-date field is the calendar. The overdue query
is the business.
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Book the next one before they leave. The single highest-return,
lowest-cost move in this entire book is making the next appoint-
ment part of checkout — not an afterthought, not “we’ll call you,”
but a standard step: “Your tox will start softening around mid-
March. Let’s get you on the calendar now so you stay ahead of it.” A
patient who leaves booked is twice as likely to still be your patient a
year from now. I'll spend a whole chapter on this (Chapter 6), be-
cause that one sentence at checkout is worth $144,000 a year at
Lumen’s scale.

Catch the overdue before they’re gone. Some patients won't pre-
book, and some will drift anyway. So you run the overdue list as a
standing safety net, with a fixed trigger: when a patient passes their
treatment-due date by about two weeks, they get one warm, specific
nudge — “It’s been about four months since your last visit with
Dr. Adler; you're right about due. Want to grab a spot?” Two weeks is
deliberate. It’s far enough past due that the result has genuinely
started to fade, so the message lands as true rather than pushy, and
it’s early enough that the patient hasn’t yet booked elsewhere. Sent
at that deviation point, the nudge recovers most at-risk patients.
Sent six months later, after they’'ve found someone closer to home,
it recovers almost none. The message is identical. Only the timing is
different — and the timing is the whole game.

Notice what these three moves have in common: they are not
about being more persuasive, more discounted, or more “loyal.”
They are about closing the loop between what biology already
wants and what your operation actually does.

How to Make It Stick

You can do all three of these by hand, and you should start there. A
spreadsheet with a last-visit column, a sentence at checkout, and a
standing fifteen minutes each week spent working the overdue list
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will produce real money this quarter. I've watched practices recover
six figures with nothing more sophisticated than that. The principle
works at any level of polish; prove it with a spreadsheet before you
spend a dollar on software.

Be honest with yourself about why the spreadsheet eventually
fails, though. It isn’t the medicine and it isn’t the patients — it’s that
the by-hand version asks a busy person to remember to do the
unglamorous thing every single week, and the week the front desk
is short-staffed is the week it doesn’t happen. So the next step up is
not artificial intelligence. It’s wiring. The overdue query you ran by
hand becomes a saved report that lands in an inbox every Monday
morning. The reminder sequence is a setting in booking software
you already pay for. The cadence date moves out of one coordina-
tor’s memory and into a field the system fills automatically when a
treatment is charted. None of that is intelligent — it’s just the tools
in your building finally talking to each other — and for a lot of prac-
tices, that wiring closes most of the gap on its own.

So where does Al actually earn a seat? At exactly one part of this
loop: writing the right nudge to the right overdue patient at the mo-
ment they tip past due. A generic “we miss you” blast is plumbing,
and it underperforms. The lift comes from a message drafted off this
patient’s chart — their treatment, their injector, their real interval —
so it reads the way Priya would write it if Priya had time to write
three hundred personal notes a month, which she does not. The oth-
er seam is patience for the exception: noticing that one patient reli-
ably resurfaces at week eighteen and never needs chasing, while an-
other quietly vanishes at month four and should be flagged early.
That’s judgment applied across thousands of visits, one patient at a
time — the kind of continuous, individual attention no front desk
can hold through a fully booked Tuesday. Everything else here is a
spreadsheet and a setting. This last mile is where the machine pays
for itself.
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Calculate Your Number

Do this now, with your own numbers. It takes ten minutes and it
tends to change how owners see their whole practice.

1. Count your new patients last year. New, not total — the first-time
faces.

2. Estimate your first-visit return rate. What share of first-timers
came back at all? If you don’t track it (most don’t), assume 50
percent — that’s the typical leaking number.

3. Estimate your prebook rate. Of patients who leave, what share
leave with the next appointment already on the calendar? If you
don’t know, it’s almost certainly under 40 percent.

4. Apply the formulas. First-visit cliff: new patients x (0.65 - your
rate) x $3,000 . Rebooking gap: new patients x (8.60 - your
prebook rate) x 0.40 x $3,000 . Use your real LTV if you have it;
$3,000 if you don't.

Then remember the discipline: these overlap. Don'’t stack them. The
combined figure, counted once, is still almost always the largest sin-
gle line of found money in the practice — and it’s sitting in patients
who already like you.

What to Do Monday Morning

Pull a list of every patient whose last visit was more than one full
treatment cycle ago — past due on tox, past due on filler, lapsed on
their facial cadence. Count them. Multiply by $3,000. That’s the life-
time value currently drifting out the door.

You can’t recover all of it. But many of those patients are still
reachable, and a genuine “you’re about due — we’d love to see you”
will bring back more than you expect, because they never decided
to leave in the first place.
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Then change one thing at checkout, starting Monday: nobody
walks out without being offered their next appointment, framed
around when their result will fade. One sentence. Every patient.
That’s the subscription switch, and it’s already wired into your prac-
tice. All you have to do is turn it on.

Resource: Want to see what your cadence gap is worth? The free
Practice Diagnostic at alchemyinside.com/scorecard estimates your re-
booking and retention leaks in 90 seconds — no email required. If re-
booking shows up as your weakest area, this chapter and Chapter 6 are
your starting point.
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+ Chapter 4: Why Patients Drift
Away (and It’s Not Price)

She didn't leave over price. She left because no one noticed she was gone.

When Dr. Rachel Adler and I pulled Lumen Aesthetics’ numbers in
the last chapter, one figure stopped her cold: 40 to 50 percent of her
new patients never came back after their first treatment. Her first
instinct was the one almost every owner has. “We must be too ex-
pensive,” she said. “Everyone’s opening down the street and under-
cutting me.”

I hear that explanation in nearly every practice I walk into, and it is
almost always wrong. Rachel’s patients weren't price-shopping her
out the door. The Botox lasted the normal three to four months. The
results were excellent. The reviews were glowing. And still, half of
her first-timers vanished.
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So we did something most practices never do. We looked at why.
We pulled the small set of lapsed patients we could actually reach,
and we asked them. Almost none of them mentioned price. What
they described, over and over, was something quieter and more
damning: nobody had reached out. Nobody noticed they were gone.
They got their treatment, they walked out, and the relationship end-
ed at the front desk. They didn’t leave angry. They drifted.

That distinction — drift, not rejection — is the entire subject of
this chapter, because it changes everything about what you do next.

The First-Visit Cliff

In Chapter 3 we named the leak: every patient is a subscription set
by biology, and most practices never turn it on. This chapter is
about the first and steepest place that subscription fails to renew —
the cliff right after the first visit.

A first-time aesthetic patient is the most fragile relationship in
your practice. They've spent real money. They're a little nervous.
They’re watching to see whether you treated them like a patient or a
transaction. And at a leaking practice, between 40 and 50 percent of
them never return. A healthy practice gets that first-visit return rate
up toward 65 percent or better. That gap — the difference between a
one-and-done first visit and a patient who comes back — is the sin-
gle largest piece of found money most practices have, and it has al-
most nothing to do with what you charged.

Here’s the part owners resist hearing. When a patient doesn’t
come back, the practice tells itself a story, and the story is usually
about price or competition because those are external and comfort-
able. “They found someone cheaper.” “The market’s saturated.”
Those stories let the practice off the hook. The data doesn’t support
them.
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What the Data Actually Says

The reasons customers leave have been studied for decades across
service industries, and the breakdown is remarkably stable. It looks
like this:

The largest share — the dominant driver, by a wide margin —
leave because of perceived indifference. Not anger. Not a botched
result. Indifference: the sense that the practice didn’t particularly
care whether they came back. The practice never followed up.
Never recognized them. Went silent between visits. They felt like a
transaction, not a patient.

A smaller share leave over an unresolved problem — something
went wrong, they raised it, and nobody closed the loop. A slow ero-
sion of trust rather than a blowup.

And only a small slice — on the order of 9 percent — actually
leave on price. A competitor was cheaper, and they valued the sav-
ings over the relationship.

@ WHY PATIENTS LEAVE

It's how they felt, not what you charged

Most practices brace for price objections. The data says the exit is almost always emotional — patients drift when they feel
unseen

e Perceived indifference 68%
They felt the practice stopped caring 9
O [ Unresolved problems 14%
0 A complaint or concern left hanging )

felt, not price i
p o Price 9%
6

Genuinely left over cost

@ Moved/ life change 9%

Out of anyone's control

82% leave over how they felt — perceived indifference and unresolved problems — not the 9% who leave on price.
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Sit with the proportions. The overwhelming majority of patient
loss has nothing to do with your prices and everything to do with
how the patient felt about the relationship. That is simultaneously
the most uncomfortable and the most hopeful fact in this book.
Uncomfortable, because it means the leak is internal — it’s some-
thing your operation did or didn’t do. Hopeful, because internal
problems are the ones you can actually fix. You cannot control the
price war down the street. You can absolutely control whether a
first-time patient hears from you again.

What Indifference Looks Like in a Med Spa

“Indifference” sounds harsh, like somebody was rude. It almost nev-
er is. Indifference isn’t what goes wrong — it’s what doesn’t happen.
In an aesthetic practice it has a very specific shape, and once you
see it you’ll recognize it in your own operation immediately.

No message after the first treatment. A new patient gets tox on a
Tuesday. By Thursday she’s wondering if the slight asymmetry is
normal, whether she should have more movement than this,
whether she did the right thing. She hears nothing. The silence
doesn’t read as “they’re confident in their work.” It reads as “they
got my money and moved on.” A two-line check-in — “How are you
settling in? Forehead should be smoothing out nicely around day four —
anything feel off, text us” — would have made her a patient for life. It
never came.

No acknowledgment of a result. A filler patient comes back at
three weeks, looks fantastic, and the practice never marks the mo-
ment. No “you look incredible,” no before-and-after she can see, no
recognition that something worked. The most powerful retention
signal in aesthetics is a patient who feels seen in her own transfor-
mation, and most practices let that moment pass in silence.
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No nudge when the treatment is wearing off. This is the big one,
and it ties straight back to Chapter 3. The patient’s tox starts soften-
ing around month three. She notices her eleven lines creeping back.
She thinks, vaguely, I should call someone. If your practice doesn’t
reach her in that window — “You’re right about due, let’s get you back
in before it fully fades” — somebody else’s ad will. She didn’t reject
you. Her result wore off on a clock you weren’t tracking, in a quarter
when nobody reached out. That’s drift.

Feeling like a transaction, not a patient. She re-explains her his-
tory to a new coordinator every visit. Nobody remembers she was
nervous about looking overdone, or that she’s getting married in the
fall, or that this was her first time. She’s a name on a schedule.
Names on a schedule are easy to replace, and easy to walk away
from.

None of these is a failure of medicine. Every one is a failure of fol-
low-up — the relationship layer that falls through the cracks be-
cause, at most practices, it is nobody’s actual job.

The Boutique That Retains at a Premium

Now let me show you the other side, because it proves the point bet-
ter than any statistic.

Nina Alvarez runs Refine Aesthetics, a solo-injector boutique do-
ing about $650,000 a year — Nina, one front-desk coordinator, and a
calendar of injectables. By the cold logic of the market, Nina should
be vulnerable. She’s more expensive than the chains. She can’t com-
pete on volume, on hours, or on price. And yet her retention runs
circles around practices ten times her size, and her patients pay her
premium without flinching.

It isn’t her injection technique, though she’s excellent. It’s that her
patients feel known. Every new patient gets a personal text from
Nina two days after their first visit. She remembers that one patient
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is self-conscious about looking “done,” that another is building up to
filler but scared of it, that a third just went through a divorce and is
doing this for herself. When a patient’s tox is due, the message
doesn’t read like a marketing blast — it reads like a note from some-
one who’s been thinking about her. Nobody at Refine drifts away un-
noticed, because Nina notices.

That’s not a service strategy. It’s a relationship. And relationships
are nearly immune to price competition. The patient who feels
known doesn’t open the competitor’s Instagram ad and think maybe
I’ll save forty dollars. She thinks that’s not my injector. Nina is more ex-
pensive than the practice down the block, and she keeps her pa-
tients anyway — for exactly the reason the chains lose theirs.

The uncomfortable truth for a larger practice like Lumen is that
Nina’s edge isn't a function of being small. Everything she does by
memory and instinct for a few hundred patients is something a big-
ger practice can do for a few thousand — it just can’t do it by memo-
ry and instinct. It needs a system. We’ll get to that.

Drift, Not Rejection
Hold onto the central reframe, because it’s where the money is.

There is a profound difference between a patient who has rejected
you and a patient who simply drifted. A patient who rejected you
had a bad result, a bad experience, a reason to be angry — and she’s
genuinely hard to win back. A patient who drifted had a perfectly
good experience, and then her result wore off in a window when no-
body reached out, so she let it fade and told herself she’d get around
to it. She didn’t choose a competitor. She didn’t choose anything.
She’s not gone — she’s overdue.

This matters enormously, because the two require completely dif-
ferent responses and most owners conflate them. If you believe
your lapsed patients rejected you, you’ll spend money chasing

49



brand-new faces to replace them. If you understand they merely
drifted, you’ll realize the cheapest, warmest revenue in your entire
practice is sitting in patients who already like you and are simply
waiting for a reason — and a reminder — to come back.

The patient who never got a follow-up text didn’t reject your med-
icine. The patient whose tox wore off in month three without a
nudge didn’t choose someone else. They drifted, in a gap your oper-
ation left open. Close the gap and most of them come back, because
there was never a decision to leave in the first place.

The First-Visit Journey, Engineered

Before we talk about tools, let’s make “fight indifference with fol-
low-up” concrete, because that instruction is useless until it’s a spe-
cific sequence with specific timing and specific words. Nina runs
this in her head. You're going to write it down so it survives a busy
week.

A first visit should trigger a short, fixed journey — three touches,
each tied to a known moment in the patient’s experience:

Touch one — the next-day settle-in check (day one). A two-line
message the day after the first treatment, while the experience is
still fresh and the small anxieties are loudest. “Hi Maria — it’s Priya
from Lumen. How are you settling in after yesterday? Your forehead
should be smoothing out over the next few days. Anything feel off, just
text me here.” It answers the question she’s afraid to ask and signals
that the relationship didn’t end at the front desk.

Touch two — the results check (about two weeks). The most un-
der-used touch in aesthetics. Tox has fully set, filler has settled, and
the patient is either delighted or quietly disappointed — and you
don’t know which unless you ask. “You're right around the two-week
mark — this is when your results are fully in. How are you loving it?” A
delighted patient just told you she’ll be back. A disappointed one
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just handed you the chance to fix it before she drifts, which is the
whole point of the next technique.

Touch three — the wearing-off nudge (timed to her cadence).
The one from Chapter 3 — the message that lands in the window
where her result fades and her attention wanders, before a competi-
tor’s ad gets there first. For tox that’s around week twelve; for filler,
the back half of the year.

Three touches. Fixed triggers. Drafted from her chart, not from a
blank page. That’s the difference between “we should follow up
more” and a journey that actually runs.

Catching the Silent Leaver

Touch two has a sharp edge worth its own technique. Most dissatis-
fied patients never complain — they just don’t rebook, and you nev-
er learn why. So build a signal that surfaces them before they
vanish.

Attach a single satisfaction question to the results check: “On a
scale of one to five, how happy are you with your results?” A four or five
rolls into your normal rebooking flow. Anything lower routes — im-
mediately — to a real person for a personal call, not an automated
reply. “Rachel saw your note and wants to make this right — can she call
you this week?” A patient who got tox that under-responded and felt
unheard is gone. The same patient, offered a no-charge touch-up
and a provider who noticed, is often more loyal than one whose first
visit went perfectly. The recovery touch turns the practice’s worst
silent-leaver risk into its strongest retention moment — but only if
the low score actually triggers a fast, human follow-up instead of
disappearing into a report nobody reads.
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How to Make It Stick

You can run the whole journey by hand. The settle-in text, the two-
week results check, the satisfaction question, the wearing-off nudge
— none of it is complicated, and a disciplined coordinator with a
checklist can do it. Nina does exactly this for a few hundred pa-
tients, from memory, and it works beautifully.

The reason it breaks at a larger practice isn’t carelessness.
Indifference is systemic, not personal — nobody at Lumen decided
to be indifferent. Twelve staff, eight thousand visits a year, a fully
booked Tuesday with a patient waiting and three more in the lobby.
On that day, last week’s settle-in text is the first thing to fall off the
plate, because the relationship layer is nobody’s specific job and the
urgent always crowds out the important.

Most of the fix isn’t AT — it’s plumbing. The three-touch sequence
is ordinary automation: your booking or EMR system almost cer-
tainly sends scheduled SMS and email already, so the settle-in text
and the results check become a triggered sequence you turn on
once. The satisfaction question is a standard survey field. The wear-
ing-off nudge is an integration — connect the EMR so the system
knows this patient had tox on this date, the interval is fourteen weeks,
the nudge fires in week twelve — and the cadence stops living in any-
one’s memory. For many practices, that wiring alone closes most of
the gap, and it’s the tools you already pay for finally talking to each
other.

AT earns its place at the seam where a schedule isn’t enough and a
judgment is. Two spots in this chapter. First, the low-satisfaction
routing: deciding how serious a soft answer really is — a terse “fine”
from a normally chatty patient, a three that came with a worried
sentence — and drafting a recovery note in the patient’s own con-
text, is reading tone across thousands of replies, not running a rule.
Second, drift detection itself: spotting the patient who’s quietly go-
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ing silent — slower to reply, stretching her interval, opening fewer
messages — and flagging her before she lapses is pattern-matching
across every patient’s history that no coordinator has the hours to
do by hand. That’s the honest place for it. Not replacing Priya’s
voice, but watching the every-patient, every-day signals she can’t
get to on a slammed Tuesday, and handing her the few that need a
human.

Patients have always stayed where they feel known. What’s new is
that a practice of any size can now make every first-timer feel
known — not just the few who happen to be in front of the desk on a
slow afternoon.

What to Do Monday Morning

Pick one recent first-time patient — someone who came in for the
first time in the last few weeks and hasn’t been back. Pull up their
chart so you remember the specifics: what they had done, who
treated them, anything they mentioned.

Then send one genuine, specific message. Not a promotion. Not a
discount. Not a template blast. Something like: “Hi Maria — it’s Priya
from Lumen. I was thinking about your first visit with Dr. Adler and
wanted to check in. How are you feeling about your results? We’d genuine-
ly love to see you again.”

If sending that feels awkward, sit with the awkwardness for a sec-
ond — because that feeling is the indifference gap. It feels strange
precisely because the relationship has been transactional for so
long that a sincere human reach-out feels out of place. That’s the
whole problem, named in a single uncomfortable moment.

Send it anyway. Then ask the question that should keep you up
tonight: if that message would mean something to one first-time pa-
tient, how many others are quietly waiting for the same recognition
— and how many have already drifted away because it never came?
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We’ll spend the next chapters turning that one message into a sys-
tem. Chapter 5 closes the gap on the consult and first follow-up —
the moment a prospect decides whether they’re a patient at all.
Chapter 6 makes “book the next one” a reliable habit instead of a
hope. The drift stops when the follow-up becomes infrastructure.

Resource: The articles at alchemyinside.com/articles go deeper on why
patients drift — the warning signs that show up weeks before a patient
lapses, the post-treatment messages every practice should send auto-
matically, and what indifference actually costs in lost lifetime value. Or
run the free Practice Diagnostic at alchemyinside.com/scorecard to see
where your own first-visit and follow-up gaps are leaking.

54



e Chapter 5: Consult Conversion &
Follow-Up

The consults weren't lost. They were composting.

In a med spa, the consult is the proposal. It’s the moment a stranger
decides whether to hand you their face, their body, and their mon-
ey. And it is, in most practices, the single most carelessly handled
moment in the building.

Dr. Rachel Adler thought Lumen Aesthetics was good at consults.
Her injectors are warm and credible. Patients leave the room liking
them. So when I asked her what share of consults actually turned
into a paid treatment, she gave me the answer most owners give:
“Most of them, I'd assume. People don't come in unless they'’re
serious.”

We pulled the data. Over the prior quarter, Lumen had logged a
little over 150 dedicated consults — new patients who came in
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specifically to discuss filler, a laser series, body contouring, or a
weight-loss program. Right around a third had booked a treatment.
The other two-thirds had walked out, said “I’ll think about it” or “let
me check my schedule,” and were never contacted again. Not once.

“Where did they go?” Rachel asked.

Nowhere, mostly. That’s the point. They didn’t reject Lumen. They
went home, life happened, and the practice — which had spent real
money and real chair time to get them in the room — simply let
them evaporate. Two leaks live inside that one story, and together
they’re worth more than most owners’ entire marketing budget.

Two Leaks, Not One

The consult gap is actually two distinct failures, and you have to see
them separately to fix them.

The first leak happens before the consult ever occurs. Someone
fills out a form on your website at 9:14 on a Tuesday night, or mes-
sages your Instagram, or leaves a voicemail. They are, in that mo-
ment, as interested as they will ever be. And then nothing happens
for a day, or two, or until someone at the front desk works through
the backlog. By then they've booked with the practice down the
road that called them back in four minutes. This is the speed-to-lead
leak, and the pattern is brutal: by most measures, the large majority
of practices — on the order of three-quarters — miss that five-
minute window. The inquiry goes cold not because the patient lost
interest but because interest has a half-life measured in minutes,
and almost nobody responds fast enough.

The second leak happens after the consult. The patient came in,
had the conversation, and left without booking. In most practices,
that’s the end of the story — no call, no message, no second touch.
The consult that doesn’t convert simply dies, the way a proposal
dies in an inbox. And here is the uncomfortable truth: the patient
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who left your consult room undecided is not a “no.” They’re a “not
yet.” Treated as a no, they’re gone. Worked properly, a large fraction
of them book.

Two leaks. One before the door, one after. Let’s put dollars on
both.

What a Consult Is Worth

You already paid to create the consult. That’s what makes this leak
so expensive — the money is sunk before the patient ever walks in.

A new patient who comes through a paid channel costs Lumen
roughly $100 per lead to generate — the ads, the landing pages, the
staff time fielding inquiries. That cost is identical whether the pa-
tient books a $600 filler appointment or walks out and never re-
turns. The acquisition spend is already gone. The only variable is
whether you capture the return on it.

Now the conversion math. Industry close rates on consults typi-
cally run 25 to 35 percent — about where Lumen sat. But practices
that actually work their consults, with fast response and structured
follow-up, push that to 45 percent and higher, with the best reach-
ing into the 60s. That spread isn’t about better injectors or better
medicine. It’s about whether anyone closes the loop.

Watch what that does at Lumen’s volume. Take those roughly two-
thirds of consults that walked out unbooked — call it 100 patients in
the quarter, 400 a year. At an average ticket of $300 to $600, even re-
covering a modest share moves serious money:

400 unworked consults x 0.20 recovered x $450 avg ticket =
$36,000 a year — in first visits alone, before a single one of those pa-
tients comes back for a second treatment, a membership, or a filler
appointment six months later.
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And that’s the conservative read. Lift the close rate from the low
30s toward 45 percent and the number climbs well past that — re-
covered first visits that then enter the lifetime-value math from
Chapter 4. The consult leak isn’t a marketing problem. The market-
ing already worked; it got the patient in the room. The leak is the
failure to do the cheap, obvious thing after.

@ THE CONSULT FUNNEL

Two leaks between inquiry and treatment

Most of the drop-off in the consult funnel isn't the consult itself. It's the speed at the top and the silence at the bottom.

100 inqu
top of funne RECOVERABLE BAND

B The two leaks,
Speed-to-lead capture e
O Gttt | — e 00 D closed

Catch the inquiry in five minutes and

follow up after the consult, and most of
Consults booked this loss comes back — it's already in
in the chair the building.

Both fixes live in the silence, not the sales

Closed to treatment
revenve

@ Nofollow-up after consult —
Most of the loss fsn't the consult: Its the silence around it.

Speed-to-Lead: The Five-Minute Window

Let me be precise about why five minutes matters, because owners
hear “respond fast” and assume “respond today” counts. It doesn’t.

A patient who fills out your form is, at that instant, sitting at their
phone thinking about themselves. They have your tab open. They
may have three other tabs open — your competitors. Respond inside
five minutes and you reach a person who is still in the decision.
Respond in two hours and you reach a person who has moved on to
dinner, to their kids, to the next thing, and who now has to be re-
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sold on a desire they already had. Respond the next morning and
you’re often too late; someone else called back first.

This is why most practices lose here. Not because they don’t care,
but because the inquiry lands in an inbox or a voicemail that gets
checked when someone gets around to it, and “gets around to it” is
never five minutes on a busy clinical day. The front desk is with a
patient. The owner is in a treatment room. The lead sits.

The fix has three parts, and none of them require hiring anyone:

Decide who owns the response, and make it a role, not a hope.
At Lumen, that’s Priya at the front desk — but “Priya when she’s
free” is exactly the failure mode. The response has to be owned by a
system that fires whether or not Priya is mid-checkout.

Respond in under five minutes, every time, including nights
and weekends. Most aesthetic inquiries arrive after hours, when the
patient is finally scrolling at home. A practice that only responds
during business hours has structurally surrendered the majority of
its leads. You don’'t need someone awake at midnight to fix this —
you need an instant acknowledgment that catches the lead the mo-
ment it lands and buys you the window. The second a form is sub-
mitted, the patient should get a real reply: “Hi Maria — got your note
about Botox, you're on Dr. Adler’s list. I'll have two times for you
first thing in the morning.” That message stops the patient from
opening the next tab. Then name the one person who works the
overnight queue at 8 a.m. before anything else — not “whoever gets
to it,” a named owner — and forward after-hours phone inquiries to
a number they actually check. The acknowledgment holds the lead;
the named owner closes it.

Make the first message do real work. Not “Thanks, we’ll be in
touch.” That’s a placeholder, and patients read it as one. The first
message should acknowledge the specific thing they asked about,
answer the first obvious question, and offer a concrete next step:
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“Hi Maria — thanks for reaching out about Botox at Lumen.
Dr. Adler has openings Thursday and Friday this week. Want me to
hold one for you?” Specific. Human. Bookable. That message, sent in
three minutes instead of three hours, is the difference between a
consult and a cold lead.

The 3-Touch Post-Consult Sequence

Now the second leak — the consult that happened and didn’t close.
The patient sat in the room, liked everyone, and left undecided. In
most practices that patient never hears from the practice again.
That’s the gap, and it closes with three messages over a week.

This isn’'t pestering. It’s the structured follow-up a serious pur-
chase deserves — and a $600 to $3,000 aesthetic decision is a serious
purchase. The patient wants a reason to move forward. You're giving
them one.

Touch 1 — 24 hours: value reinforcement. Not “did you decide?”
— that puts the work on them. Instead, reinforce why they came in.
“It was great meeting you yesterday. Based on what you described
wanting, the [treatment] we discussed is exactly the kind of natural
result Dr. Adler is known for — here’s a before-and-after from a simi-
lar patient.” You're re-lighting the desire that brought them in, with
proof.

Touch 2 — 72 hours: objection preemption. By now the patient
has talked themselves into a hesitation. Your job is to name it before
they do. The real med-spa objections are predictable: I'm nervous
about needles. I don’t want to look fake or overdone. I'm worried about
the cost. Is it even worth it? So you address the most likely one direct-
ly and gently: “A lot of patients tell me they’re nervous about look-
ing ‘done. That’s exactly why Dr. Adler starts conservative — the
goal is that people say you look rested, not that you've had work. We
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can always add; we can’'t always subtract.” That single message dis-
solves the fear that was quietly killing the booking.

Touch 3 — 7 days: decision facilitation. Not pressure — an easy
path. “I don’t want timing to get in the way. I've got two openings
next week — Tuesday at 2 or Thursday at 10. Want me to hold one?
No commitment, easy to move if something comes up.” You're re-
moving friction, not applying it. A patient on the fence often just
needs the booking to be effortless.

When Lumen ran this sequence on consults that hadn’t convert-
ed, the close rate on that previously-dead group climbed sharply —
those patients weren't lost, they were unworked. (The specific mes-
sage templates and longer-horizon nurture cadence live in Chapter
16, “The 4 Messages.”)

@ AFTER THE CONSULT

The 3-touch post-consult sequence

A consult that walks out undecided isn't lost — unless you go silent. Three timed touches across the first week carry her from "not
yet" to booked.

o (] 0 — @I

DAY 1 DAY 3 DAY 7

Value + proof Easy booking
o

she came for, attach a
fore/after, reassure the

The consult that didn't book is a *not yet," not a "no."

How to Make It Stick

Start by hand. One coordinator with a phone and the three mes-
sages written on an index card can respond fast and work every
consult — I've watched it convert with nothing more. Time your
speed-to-lead, write the auto-acknowledgment, draft the value/ob-
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jection/booking touches once, and run them off a sticky note. The
principle works at any level of sophistication, and you should prove
it the cheap way before you spend a dollar on tooling.

The next step up is mostly plumbing, not intelligence — and you
should say so to anyone selling you otherwise. The instant acknowl-
edgment is a form auto-reply your website builder already supports;
you write the message once and switch it on. The 24-hour, 72-hour,
and 7-day touches are an ordinary drip sequence, the same au-
tomation your booking software uses for appointment reminders,
pointed at unconverted consults instead. The hand-off to the named
morning owner is an integration: route every after-hours inquiry
into one queue so it can’t scatter across a voicemail, an inbox, and
three Instagram DMs. None of that is Al It’s the tools you already
pay for finally talking to each other, and for a lot of practices it clos-
es most of the gap by itself.

Then there’s the seam where ordinary automation stalls and judg-
ment actually earns its keep. A canned drip can fire on a schedule; it
can’t read this patient’s consult notes and write a 72-hour touch that
names her specific fear of looking overdone, in the words her injec-
tor used, so the message lands like Priya wrote it at her desk. That’s
drafting against context, one patient at a time, at a volume no coor-
dinator can sustain across hundreds of consults — pattern-match-
ing, not scheduling. The other seam is the signal a busy desk never
sees: the patient who opened the value email three times and
clicked the booking link without finishing. Across thousands of
opens and clicks, spotting the one hand quietly going up — and flag-
ging her for a personal call while she’s still warm — is exactly the
every-patient attention a slammed Tuesday can't spare. That’s the
honest place for the intelligence: not answering the phone for you,
but writing in context and watching for warmth at a scale a person
can’t reach.
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The order is the whole method. Write the messages first, auto-
mate the sequence second, integrate the after-hours queue third,
and add intelligence last — only at the two seams where context and
continuous attention finally outrun what a person can do by hand.

What to Do Monday Morning
Two numbers, then two changes.

First, time your own speed-to-lead. Have someone submit a test
inquiry through your website form and your Instagram tonight, af-
ter hours. See how long it takes — and whether anyone responds at
all before morning. Most owners are startled. That stopwatch is
your speed-to-lead leak, measured.

Second, pull every consult from the last quarter and count the
ones that didn’t book. For each, count the follow-up touches. If the
answer is zero for most of them — and it will be — you’'ve found the
second leak. Multiply that count by 20 percent and by your average
ticket. That’s recovered first-visit revenue sitting in patients who al-
ready came in and already liked you, before you count what they’re
worth over a lifetime (Chapter 4) or what disciplined rebooking
adds on top (Chapter 6).

Then change two things this week. One: nobody who inquires
waits more than five minutes for a real, specific, bookable response
— including nights and weekends. Two: no consult that doesn’t book
gets dropped. Write the three messages — value, objection, easy
booking — and make sure every undecided patient gets all three.
The consult is your proposal. Stop letting your proposals compost in
a drawer.
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Resource: Want to know what your consult gap is costing you? The free
Practice Diagnostic at alchemyinside.com/scorecard estimates your
speed-to-lead and consult-conversion leaks in 90 seconds — no email re-
quired. If consult follow-up shows up as your weakest area, this chapter
is your starting point.
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e Chapter 6: Rebooking & No-Shows

"We'll call you" was costing Mara $144,000 a year.

Priya runs the front desk at Lumen Aesthetics, and she is very good
at it. She checks patients in without a wait, takes payment cleanly,
answers the phone before the third ring, and keeps Dr. Adler’s day
running on time. By every standard the practice has ever measured
her against, Priya is a star. And every single day, without anyone
noticing, tens of thousands of dollars walk past her desk and out the
front door.

It isn’t her fault. Nobody ever told her that the most valuable thing
she does has nothing to do with check-in, payment, or the phone.
The most valuable thing Priya can do happens in the ninety seconds
after a treatment, when a glowing patient is standing in front of her
with their card already out — and she either books their next visit or
she doesn’t.
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Most days, she doesn’t. Not because she’s careless, but because
the script she was handed says, “We’ll send you a reminder when
you're due.” That single sentence is the most expensive habit in the
building.

This chapter is about the cheapest fix in the entire book. Not the
most sophisticated, not the most exciting — the cheapest. It costs
nothing to implement, it requires no new technology to start, and at
Lumen’s scale it is worth roughly $144,000 a year. It is the checkout
step that turns a glowing patient into a booked one, and the system
that keeps the slot you booked from quietly evaporating into a no-
show.

The Book-the-Next-One Step

In Chapter 3, I made the case that every patient is a subscription
you haven’t turned on — a renewal date written into their own biolo-
gy. This chapter is where that idea becomes an operational habit at
the front desk. Because the moment a subscription business actual-
ly proves it works is renewal, and for a med spa, renewal happens at
exactly one moment: checkout.

Here is what the data says, and it is some of the starkest data in
aesthetics. A patient who leaves with their next appointment al-
ready on the calendar is retained at roughly 70 percent. A patient
who leaves with only an intention — “T'll call when I'm ready” — is
retained at roughly 30 percent. Same patient. Same result. Same
satisfaction with their treatment. The only difference is whether a
single sentence was said at the front desk before they walked out.

That forty-point swing is not a marketing outcome. It is not a loy-
alty outcome. It is a checkout outcome. The patient who walks out
booked has a reason to come back on the day their biology says they
should. The patient who walks out unbooked has to re-decide, re-
prioritize, and re-schedule from scratch three or four months later
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— by which point life has filled the gap, a competitor’s ad has found
them, or the result has faded so gradually they’ve stopped noticing
it’s gone.

At Lumen, the prebook rate — the share of departing patients
who leave with a next appointment booked — sits around 40 per-
cent. That’s typical for an independent practice, and it’s a leak. The
healthy benchmark is 50 percent and up; the best practices run 65
percent or higher. The entire fix is to move “book the next one”
from an optional courtesy to a mandatory step at checkout.

Making It Mandatory, Not Optional

The difference between a 40 percent prebook rate and a 60 percent
one is not motivation. Priya doesn’t need a pep talk. The difference
is whether rebooking is a required field or a nice-to-have.

Right now, at most practices, checkout can be completed without
booking the next visit. Payment is mandatory — you cannot close
the transaction without it. Rebooking is optional — you can close it
with a cheerful “we’ll call you.” Whatever is optional on a busy day
gets skipped on a busy day, and busy days are every day.

So you make the next appointment part of the close, tied directly
to the treatment’s cadence:

* Tox today? The result starts softening around mid-March. “Let’s
get you on the calendar now so you stay ahead of it.” Book it for
week 14.

* Filler? “Most patients come back in about nine months to refresh.
Want me to hold a spot in the fall?”

* HydraFacial? “These work best monthly — should I get your next
four on the calendar?”

Notice the structure. Priya isn’t asking whether the patient wants to
come back. She’s assuming the next visit and helping them place it.
The cadence does the persuading; she just operates the calendar.
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And because the cadence is biologically real — the tox will wear oft
— the patient isn’t being upsold. They’re being told the truth about
their own results and offered the convenient thing.

@ THE CHECKOUT FORK

Two doors at the front desk

Every patient reaches the same fork at checkout. One sentence decides which door she walks through — and how likely she is to
come back.

u i ~70%
ent on the eaves e

Patient “We'll call you” = 30 O/

at checkout . o 0

(@ o date set — the follow-up that rarely happens
RETAINED

One sentence at checkout is the whole difference. Book the next visit before she stands up — or lose more than half of them to silence.

When the Patient Hesitates

Most patients, offered a specific date tied to a real reason, just say
yes. The technique is for the ones who don’t — and how you handle
those few is the whole difference between a 50 percent prebook rate
and a 65 percent one. Four moves, none of which require new
software:

Offer two times, not an open question. “When would you like to
come back?” hands the work to the patient and invites “I'll have to
check.” Instead: “I've got a Tuesday the 12th at two, or a Thursday
the 14th in the morning — which is easier?” A choice between two
options is far easier to answer than a blank calendar, and either an-
swer is a booking.

For “let me check my calendar,” hold the spot. The low-pressure
move is a provisional hold: “Totally — let me pencil you in for the
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12th so you don't lose it; if your week shifts, it’s one text to move.”
“We’ll call you” puts the burden on a busy front desk that won’t. “Let
me hold it for you” puts a placeholder on the calendar that does the
remembering, and almost nobody cancels a convenient appoint-
ment they never had to think about.

Let the provider do the prescribing. The single most effective re-
booking technique doesn’t happen at the desk at all — it happens in
the chair. When the injector says, “Your tox will be ready for a
touch-up in about fourteen weeks; I want to see you back then,” the
return becomes a clinical recommendation, not a sales ask. The pa-
tient reaches checkout already expecting to book, and Priya is con-
firming a decision the provider made. Train every provider to close
the visit by naming the next one. It reframes rebooking from “the
desk trying to fill the calendar” to “my practitioner told me to come
back.”

Make the booked slot real. A booking the patient half-meant be-
comes a future no-show. The same deposit or card-on-file you’ll use
against no-shows in the next section does double duty here — it
turns a soft “sure, book it” into a small commitment — and a confir-
mation the patient actually receives, with a one-tap reschedule link,
keeps the far-out appointment from quietly evaporating.

None of this is a personality trait or a sales gift. It’s a script, a
provider habit, and a desk that treats the next appointment as part
of the visit rather than a favor tacked on at the end.

What the Book-the-Next-One Step Is Worth

Let me put the dollar sign on it, because that’s the only way the
front desk gets reframed as a revenue role instead of an admin role.

Lumen takes in about 600 new patients a year. A patient is worth
about $3,000 over the relationship — the conservative lifetime value
I use for every “found money” calculation in this book. Move the
prebook rate from 40 percent toward the healthy 60 percent — a

69



twenty-point improvement — and apply it to the retention swing
that prebooking actually drives:

600 new patients x 0.20 x 0.40 x $3,000 = $144,000 a year.

The 0.40 in that formula is the honest part. It’s the retention
swing prebooking is responsible for — not the full lifetime value of
every patient you book, but the difference between the booked-pa-
tient retention curve and the unbooked one. I'd rather hand you a
defensible $144,000 than an inflated number that collapses the first
time you check it against your own software.

And one more discipline, because it matters: this overlaps with
the cadence cascade from Chapter 3. The rebooking gap, the first-
visit cliff, and the dormant list all trace back to the same root cause
— no closed loop on treatment cadence. When you fix the loop, you
recover the patient once. You do not get to add this $144,000 on top
of Chapter 3’s first-visit number and put a bigger figure on a slide. I
count the rebooking recovery here, in this chapter, attributed once.
Honest math is the only math that survives contact with your real
PMS.

The No-Show Problem

Booking the next appointment solves half the equation. The other
half is making sure the appointment you booked actually happens.

A no-show is uniquely painful because it’s a loss you already
earned. You did the marketing to acquire the patient. You did the
work to book the slot. Then the chair sits empty, the time is gone —
time is the one inventory a med spa can never get back — and you
collect nothing. Worse, a patient who slips out the back as a no-
show is often a patient on their way to lapsing entirely.

Typical no-show rates run 12 to 20 percent at practices without
reminders or deposits. The target is under 10 percent, and the best-
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run practices get to 5 percent. Closing that gap is mechanical. There
are four levers, and none of them require charm.

The Four Levers

1. Card on file, or a deposit at booking. The single biggest driver of
no-shows is that the appointment costs the patient nothing to aban-
don. Put a card on file at the time of booking, or take a small deposit
that applies to the visit, and the calculus changes. The patient now
has skin in the game — modest, but enough. This one change does
more than the other three combined.

2. An enforced cancellation policy. A policy you don’t enforce is
a suggestion. Decide your window — 24 or 48 hours — state it plainly
at booking, and apply it consistently. The goal isn’t to punish pa-
tients; it’s to make the commitment real. Patients respect a clear,
evenly applied policy far more than a vague one that gets enforced
only when the owner is annoyed.

3. Multi-touch reminders, by text and email. One reminder is not
enough; six is nagging. The reliable rhythm is a confirmation at
booking, a reminder a few days out, and a final reminder the day
before — across both SMS and email, because patients live in differ-
ent channels. Each touch is a chance to either confirm or reschedule
before the slot is wasted.

4. Automated waitlist backfill. When a patient does cancel — and
some always will — the slot shouldn’t die. A waitlist that automati-
cally offers the opening to the next patient who wanted that time
turns a cancellation into a filled chair. This is the lever most prac-
tices skip entirely, and it’s the one that recovers revenue you'd oth-
erwise write off completely.

Confirmation Wording That Assumes the Visit

A small but real lever sits inside the reminder messages themselves:
the wording. Most confirmation texts make cancelling the easy, ob-
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vious path — “Reply C to cancel.” You've handed the patient a one-
tap exit.

Flip it. Make rescheduling the easy path and cancelling the harder
one. “We’re looking forward to seeing you Thursday at 2. Need a dif-
ferent time? Reply RESCHEDULE and we’ll find one that works.” The
visit is assumed. The off-ramp leads to a new appointment, not to
nothing. A patient who would have cancelled because Thursday
stopped working now moves to Tuesday instead of vanishing. Same
patient, same friction, completely different outcome — because the
wording defaulted toward keeping the relationship instead of end-
ing it.

What No-Shows Cost — Honestly

Here’s the slot-value math at Lumen’s scale. The practice runs about
8,000 appointments a year at an average ticket of $400. At a 12 per-
cent no-show rate:

8,000 appointments x 0.12 x $400 = $384,000 in slot value sitting
empty.

Now let me immediately talk you down from that number, be-
cause it is the gross figure and you should never quote the gross fig-
ure. Not every no-show is pure loss. Some patients reschedule and
come in next week. Some empty slots get backfilled from the wait-
list. Some would have been low-value visits anyway. The realistic re-
coverable portion — the money you can actually capture by tighten-
ing no-shows from 12 percent toward under 10 and refilling what
you can — is 30 to 50 percent of that gross. Call it somewhere in the
neighborhood of $115,000 to $190,000 of genuinely recoverable rev-
enue, and even that assumes you execute all four levers well.

I show you the discount on purpose. The practices that get
burned by “revenue recovery” pitches are the ones handed a
$384,000 number with no asterisk. The asterisk is the whole credi-
bility of the exercise.
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@ THE SLOT-VALUE WATERFALL

What a no-show is really worth

Start with the gross value of every missed slot, then step down through what's genuinely lost — and land on the part you can put
back on the calendar.

$384,000
- $96,000

- $77,000

. . B
value visit ec : ~30-4

ssssssssss

Not all of it is recoverable — but a third to a half is, and it's already on your calendar.

The Front Desk Is a Revenue Role

Step back and notice what these two fixes have in common. Both
live at the front desk. Both are currently measured by the wrong
yardstick.

We hire front-desk coordinators and evaluate them on speed and
accuracy: How fast is check-in? Is payment collected cleanly? Is the
phone answered? Those things matter — but they are hygiene, not
value. They keep the practice from looking sloppy. They don’t move
the revenue line.

The front desk is the single highest-leverage revenue position in
the practice, and almost nobody manages it that way. Priya touches
every patient at the exact moment of maximum trust and minimum
friction — treatment just done, result glowing, card already out.
That moment is where rebooking happens, where membership gets
offered, where the retail product gets added to the bag. If you mea-
sure her only on how fast she checks people in, you are measuring
the one thing that doesn’t matter and ignoring the three that do.
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So change what you measure. Track the front desk on prebook
rate, membership conversion, and retail attach — not just through-
put and collections. Put those numbers on a board where Priya can
see them. Make rebooking as visible and as celebrated as a clean
payment day. When you do, something quiet but powerful happens:
the role stops being administrative and starts being commercial,
and the person in it starts seeing patients the way the practice’s P&L
sees them.

This isn’t about pressure or commissions or turning a warm front
desk into a hard sell. It’s about pointing genuine care in the direc-
tion of the patient’s own biology. “Let’s keep you ahead of your re-
sults” is good service and good revenue. The two were never in con-
flict. The practice just never measured the part that mattered.

How to Make It Stick

You can do every bit of this by hand. A checkout script taped to the
monitor, a card-on-file policy, three reminder messages, and a print-
ed waitlist will recover real money this quarter. Start there if that’s
all you have — the principle works at any level of sophistication,
and the front desk is where you should prove it first.

Most of the next step isn’t AI at all; it’s plumbing. The reminder
sequence is ordinary automation — your booking software almost
certainly sends SMS and email already, and you simply turn the ca-
dence on. The rebooking prompt at checkout is an integration: con-
nect your practice-management system so the screen shows the
front desk this patient had tox, the right interval is fourteen weeks, here’s
the suggested date, and the cadence stops living in Priya’s memory.
None of that is clever. It’s the tools you already pay for finally talk-
ing to each other — and for many practices it closes most of the gap.

Where would AI actually fit, then? At the parts that need a judg-
ment, not just a schedule. When a cancellation lands, deciding
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which waitlisted patient to offer the slot to — by treatment, by value,
by who’s most likely to say yes right now — is a real decision made
instantly, and a slammed desk makes it badly or not at all. Reading
each patient’s own rebooking behavior and nudging only the ones
drifting early, while leaving the reliable ones alone, is pattern-
matching across thousands of visits that no person has the hours
for. That’s the honest place for it: not replacing the front desk, but
handling the every-patient, every-day calls the front desk can’t
reach on a fully booked Tuesday.

The order is the point. Set the rule first, automate the reminders
second, integrate the cadence third, and add intelligence last — only
where the volume finally outruns attention. Booking the next ap-
pointment has always retained patients. What’s new is that you can
now do it for every one of them.

What to Do Monday Morning
Start with one number and one rule.

The number: pull your prebook rate. Of the patients who checked
out last month, what share left with their next appointment already
booked? Most practices have never calculated this and are unpleas-
antly surprised. If you can'’t pull it cleanly, count by hand for one
day — it’s that important.

The rule: starting Monday, nobody completes checkout without
being offered their next appointment, framed around when their re-
sult will fade. Make it a required step, the same way payment is re-
quired. Give Priya the cadence for each treatment so the date is au-
tomatic, not a guess. One sentence, every patient, tied to their
biology.

Then pick the no-show lever that fits you fastest. For most prac-
tices, that’s card-on-file at booking — it does more than the other
three combined. Add the multi-touch reminders this week, flip the
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confirmation wording toward reschedule, and stand up even a sim-
ple waitlist for backfill. You'll feel the no-show rate move within a
month.

And do one thing for the person at the desk: change what you
praise. The next time Priya books a patient’s next three
HydraFacials at checkout, treat it like the revenue event it is — be-
cause at $144,000 a year, the front desk isn’t overhead. It’s the most
profitable square footage in the practice.

We’ll come back to membership and retail attach as their own
leaks in Chapter 8, and to reactivating the patients who slipped
away entirely in Chapter 7. The reliable, every-day follow-up that
makes all of it work — the system that keeps running for every pa-
tient whether or not anyone at the desk remembers — is the subject
of Chapter 12.

Resource: Want to know what your rebooking and no-show leaks are
actually worth? The  free Practice Diagnostic at
alchemyinside.com/scorecard estimates both in 90 seconds — no email
required. If Workflow shows up as your weakest dimension, this chap-
ter is your starting point, and the Found Money Audit at alchemyinsid-
e.com/audit will put real numbers on it against your own data.
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Eight hundred patients hadn't quit. They'd just been forgotten.

There is a number sitting inside Dr. Adler’s practice management
system that she had never once looked at. Not because it was hidden
— it was one query away — but because nobody had ever thought to
ask for it. When we pulled it, the screen returned a list of about 800
names. Patients who had been to Lumen Aesthetics, paid, been
treated, and then drifted past their treatment cadence without a sin-
gle piece of outreach. Eight hundred people who used to be patients
and quietly stopped being patients, and no one at the practice could
have told you who they were.

I call that list the fastest cash in the building. Not the biggest leak —
we’ve already looked at larger ones — but the fastest. Because unlike
a new-patient campaign, where you pay to attract strangers and
wait to see who converts, the dormant list is made entirely of people
who already trusted you enough to walk through the door, hand you
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their credit card, and let you put a needle in their face. The hardest
part of the sale already happened. It happened months ago, and
then it lapsed because nobody followed up.

“Eight hundred?” Rachel said. “That can’t be right. We’re not los-
ing eight hundred patients.”

She was right and wrong at the same time. She wasn’t losing eight
hundred patients this month. She’d lost them a few at a time, over
years, in a window so small that no single departure ever regis-
tered. That’s the nature of this leak. It accumulates silently, one
overdue tox patient and one abandoned laser series at a time, until
it’s a list long enough to make the owner’s stomach drop.

The Overdue Stack Nobody Queries

Here is the thing about the dormant list: it is not a marketing list. It
is the byproduct of the same root cause we’ve been tracing through
this whole book — no closed loop on treatment cadence. When a pa-
tient leaves without a booked next appointment, and no safety net
catches them when they go overdue, they don’t announce their de-
parture. They simply stop appearing. The schedule stays full be-
cause someone else takes the slot. The practice feels busy. And the
patient slides, week by week, from “due soon” to “overdue” to
“gone.”

But “gone” is the wrong word, and getting the word right is the
entire chapter. As I argued back in Chapter 3, a med spa runs a sub-
scription business whether it knows it or not — every result expires
on a biological clock. And as I argued in Chapter 4, the patients who
don’t come back rarely made a decision to leave. They didn't reject
you. Their tox wore off in a quarter you weren'’t tracking, life got
busy, the reminder never came, and the result faded without any-
one offering them a reason to renew it. That is a profoundly differ-
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ent situation than a customer who tried you and decided you
weren't worth it. These patients are overdue, not gone.

That distinction has a dollar value, and it’s enormous. A patient
who has rejected you is expensive and difficult to win back. A pa-
tient whose filler simply softened eight months ago, in silence, is
waiting for a reason to rebook. The dormant list is overwhelmingly
the second kind. They’re not a lost cause. They’re an un-sent
message.

So the first move is the simplest one in the book: run the query.
And it’s worth being precise about how, because the difference be-
tween a useful overdue stack and a useless one is whether you
query against cadence or against the calendar. The wrong query
asks, “Who hasn’t been in for six months?” — a flat cut-off that
buries a two-week-overdue tox patient in the same pile as a fine-on-
schedule filler patient. The right query has two columns: each pa-
tient’s last-visit date, which every practice management system
stores, and the expected cadence for what they last had — tox at
three to four months, filler at six to twelve, facials monthly to quar-
terly, laser by series. Subtract one from the other. Anyone whose
gap exceeds their own treatment’s cadence, with no outreach since,
is dormant — and the patient sorts by how far past their personal due-
date they are, not by a calendar everyone shares. At Lumen, that
query returned roughly 800 patients. At your practice it might be
200 or it might be 2,000. You will not know until you ask, and almost
no one asks.
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@ THE OVERDUE STACK

Who to call first

Sort the dormant list by how far past cadence each patient is. The ones just over the line are the cheapest to bring back — work
them in order.

L 3 ks overdue o
a 5 s averaue o
e s e e ———————————
sk 6 wes overdue o
a7 9 s overaue Lo 3

4 mo overdue
7 mo overdue

The dormant list is the cheapest cash in the building — worked in the right order.

The Economics of the Fastest Cash

Let me put the dollar sign on it, because that’s what turns this from
a cleanup chore into a priority.

Acquiring a brand-new patient in aesthetics costs real money —
typically $100 or more once you account for advertising, the consult
time, the front-desk labor, and the promotional discount that often
comes with a first visit. Reactivating a dormant patient costs a frac-
tion of that. A genuine message and a phone call run somewhere in
the range of $20 to $60 per patient, all in. You are not buying atten-
tion; you already have it. Youre spending a little operational effort
to reopen a door that’s merely been left ajar.

And reactivation works at a meaningful rate. Across cash-pay aes-
thetic practices, a well-run win-back campaign reactivates some-
where between 10 and 20 percent of a dormant list. Not all of them
— some patients really have moved away, or moved on, and that’s
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fine. But a tenth to a fifth of a list that the practice had written oft
entirely is found money in the most literal sense.

Now plug in Lumen’s numbers, using the conservative lifetime
value I use everywhere in this book:

800 dormant patients x 0.15 reactivation rate x $3,000 LTV =
$360,000 in recovered lifetime value.

That is a large number, and I want you to hold it carefully, be-
cause the discipline matters more than the size. That $360,000 is life-
time value, recovered over the years those reactivated patients stay
with you — not a check that clears next quarter. And it overlaps with
the cadence cascade from Chapter 3. The same root cause that pro-
duced the first-visit cliff and the rebooking gap is exactly what pro-
duced this dormant list. These are not four separate piles of money.
They are one pile, viewed from four angles. When you fix the loop,
you recover the patient once. You do not get to add the dormant-list
number to the rebooking number and put the sum on a slide. I've
watched competitors do exactly that, and it’s how “revenue recov-
ery” pitches earn their bad reputation. Attribute the cascade once.
Counted honestly, this single number is still one of the largest lines
of found money in the practice — and it’s the one you can start col-
lecting fastest.

Segment by Last Visit Versus Cadence

You don't reactivate a list by blasting all 800 people the same mes-
sage on the same day. That’s how you train patients to ignore you
and how you trip every spam filter between here and their inbox.
You segment.

The segmentation that matters is simple: how far past their ca-
dence is each patient? A tox patient who’s two weeks overdue is in a
completely different situation than a filler patient who hasn’t been
seen in fourteen months. The first is barely lapsed — their result is
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just beginning to soften, and a nudge will very likely bring them
right back. The second has lived a long time without you, and recov-
ering them takes a real win-back effort, not a reminder.

So you build the trigger off the deviation, not off the calendar. The
right moment to reach a lapsing patient is roughly two weeks past
their treatment-due date — overdue plus about two weeks. Early
enough that the result is still fresh in their mind and their body, late
enough that they’ve clearly slipped past a simple rebooking. Sent at
that point, a message lands as helpful: you're right about due, let’s get
you back in. Sent six months later, the identical message lands as a
stranger asking for money. The words don’t change. Only the timing
does, and the timing is the whole game.

This is the difference between a reactivation system and a reacti-
vation campaign. A campaign is a one-time blast at a stale list — use-
ful once, to clean up the backlog you've already accumulated. A sys-
tem catches each patient at overdue-plus-two-weeks, every day, for-
ever, so the dormant list never grows to 800 again. You'll run the
campaign once to recover the existing stack. The system is what
keeps you from ever having this conversation a second time.

The Win-Back Sequence

For the patients who are genuinely dormant — months past ca-
dence, not days — a single message rarely does it. What works is a
short, respectful sequence of three, each with a distinct job, each
leaving the patient with more goodwill than it found.

Before the wording, the frame. The reflex when a patient lapses is
to wave a discount at them — twenty percent off to come back.
Resist it. A win-back built on price teaches the patient that your real
price is the sale price, drags down the positioning you’ll defend in
Chapter 9, and attracts exactly the patient least likely to stay. The
frame that works is clinical, not promotional: the patient is overdue
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for maintenance, the same way they’re overdue for a cleaning or a
lapsed prescription. Their result has a biological expiration date,
that date has passed, and you’re reaching out because keeping the
result up is what good care looks like — not because you’re running
a promotion. That framing is what lets all three of the following
messages ask for the visit without ever discounting it.

Message one — the genuine check-in. No pitch. None. This mes-
sage exists only to reopen the relationship and remind the patient
that a real practice with real people remembers them. “Hi Maria —
it’s been a while since we’ve seen you at Lumen. We hope you’ve been well.
No agenda here; we just wanted to check in.” That’s it. The instinct to
staple a discount onto this first touch is exactly the instinct to resist.
You're not selling yet. You're knocking on the door before you walk
through it.

Message two — something new. A forward-looking reason to re-
turn. This is where you give the patient a reason that points ahead
rather than guilt-tripping them about the past. Maybe Lumen added
a new device or treatment since they were last in. Maybe it’s season-
al — the run-up to summer, the pre-holiday stretch when people
start thinking about how they’ll look. Maybe, most powerfully, it’s
simply that their result is due: “Your last filler was about ten months
ago — right around when results typically start to soften. If you’ve been
thinking about a refresh, now’s a natural time.” This message gives the
patient a reason that feels like information, not a sales push.

Message three — direct and respectful re-engagement. The door
stays open. Here you can be straightforward: “We’d genuinely love to
see you back. Here’s a link to book, or just reply and Priya will find you a
time. And if now’s not right, no worries at all — we’re here whenever
you’re ready.” That last line matters more than it looks. You are sig-
naling that the relationship survives a “no,” which is precisely what
makes a “yes” possible later. A patient who feels chased shuts the
door. A patient who feels welcome leaves it open.
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Notice the shape of the sequence. It mirrors the post-purchase
logic from Chapter 16 — value before the ask — but compressed and
aimed at someone who’s already lapsed. The first message rebuilds
the relationship. The second supplies a forward-looking reason. The
third makes it easy and keeps the door open regardless of the an-
swer. By the time you ask, you've earned the ask.

@ THE WIN-BACK

Three touches to bring her back

A dormant patient doesn't want to be sold. She wants to be noticed. Three messages, in order, that respect that — and only then
ask.

Genuine check-in Something new Direct + respectful
> — —_— Rebooked

No pitch. Just notice she's gone. A reason to return — a result, a The door stays open
sssssssssssssss

Respect first. The ask comes last, and only once.

How to Make It Stick

Start with the campaign, by hand, this week. A one-time pass
through the dormant list is genuinely doable with a spreadsheet, a
phone, and a few focused afternoons. Export the overdue stack, sort
it by how far past cadence each patient sits, and work it from the
top down with message one. I've seen practices recover real money
doing exactly that, and if that’s where you begin, begin there. Do not
wait for software to call patients who are sitting on a list right now.

What you cannot do by hand is the part that keeps the list from
refilling — and most of that part isn’t Al either. It’s plumbing. The
query that produces the overdue stack is an ordinary database re-
port: your practice-management system already stores every pa-
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tient’s last-visit date, so you join that against the treatment cadence
for each service and flag anyone who has crossed overdue-plus-two-
weeks. The three-touch sequence is the same automation you al-
ready use for reminders — your booking platform sends scheduled
SMS and email today; you’re just pointing it at a new trigger. And
the personalization tokens that drop the patient’s name, last treat-
ment, and interval into the message are mail-merge, not magic. For
a lot of practices, connecting the PMS report to the messaging tool
you already pay for closes most of this leak before AI enters the pic-
ture at all.

Al earns its place at exactly one seam: the every-patient, every-
morning judgment that no person sustains. The reason the dormant
list grew to 800 is that catching each patient at overdue-plus-two-
weeks means someone runs that query daily and acts on it — and on
a short-staffed week, that’s the first thing to fall off the plate. Here
the work isn't a fixed report; it’s reading each patient’s own history
and deciding how to reach them. AI drafts the note to the ten-month
filler patient differently from the note to the two-week-overdue tox
patient, pulling each one’s actual treatment and injector from the
chart, so 800 messages don’t collapse into mail-merge sludge a pa-
tient can smell. And it learns the pattern that varies per person: this
patient reliably drifts back at month five on her own, so leave her
alone; that one vanishes for good unless you reach him by week
two, so move him to the front of the queue. That calibration across
thousands of visits is the kind of attention a front desk simply can-
not pay — and it’s what keeps the list from ever quietly growing
back to 800.

What to Do Monday Morning

Run the query. This is the one. Open your practice management sys-
tem and pull every patient whose last visit is more than one full
treatment cycle past their cadence. Sort by how far overdue they
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are. Count them. That count, multiplied by $3,000, is the lifetime
value currently drifting out your back door — and remember, it
overlaps with the cadence number from Chapter 3, so don’t stack
them; this is the same money seen from a fresh angle.

Then, before the day is over, work the top of the stack. Not the
whole list — the top. The patients who are most recently overdue,
the ones still warm. Pick the ten names at the top of the overdue
stack and reach out today, by call or message, with the simplest ver-
sion of message one: you're about due, we’d love to see you back. No
discount, no pressure, just a genuine note from a practice that re-
members them.

You will be surprised how many reply. Not because you ran a
clever campaign, but because they never decided to leave in the
first place. Their result wore off in a window you weren’t watching,
and you’re the first person to give them a reason to come back.
That’s the whole leak, and that’s how fast it closes.

Resource: Curious how long your own overdue stack really is? The free
Practice Diagnostic at alchemyinside.com/scorecard estimates your
dormant-patient count and what it’s worth in about 90 seconds — no
email required. If reactivation surfaces as a major leak, the Found
Money Audit at alchemyinside.com/audit runs the query against your
real PMS data and hands you the list, segmented and ready to work.
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¢ Chapter 8: Cross-Sell &
Membership

Sixty percent of Mara's patients bought one thing. She sold ten.

When I segment a med spa’s patient base by what people actually
buy, the same shape shows up almost every time. A wide column of
patients who purchase exactly one kind of thing — tox and only tox,
or facials and only facials — and a thin column of patients who buy
across the menu. At Lumen Aesthetics, roughly six in ten active pa-
tients had only ever bought a single category of service. Two thou-
sand four hundred patients. Fourteen hundred of them single-
service.

Dr. Rachel Adler found that hard to believe at first. “They love us,”
she said. “Why wouldn’t they try the other things?” The answer
wasn’t that they’d tried the other services and declined. It was that
nobody had ever offered. The tox patient had never once been told
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what laser could do for the redness she mentioned at every visit.
The facial regular had never been walked through what a little filler
would do for the hollows she kept asking about in the mirror. They
weren't refusing the adjacent service. They didn't know it was on
the menu, because the practice treated each service as its own little
island and never built the bridge.

That is the fifth leak, and it has two halves. The first is the patient
who buys narrow when they’d happily buy broad. The second is the
patient who pays per-visit when they’d happily pay per-month. Both
come from the same operational habit: a practice that sells transac-
tions instead of relationships. And the cure for both — wiring the
patient into recurring, multi-service value — turns out to be the sin-
gle most important thing an owner can do for the eventual sale
price of the business. We’'ll get there. Start with the narrow patient.

The Single-Service Patient

A med spa is, structurally, a cross-sell machine that mostly forgets
to cross-sell. Every modality you offer solves a problem that sits
right next to the problem the patient came in for. The tox patient
who’s worried about her elevens is, almost always, also a candidate
for skincare, for a facial cadence, for laser on the sun damage she’s
accumulated. The HydraFacial regular is, almost always, a candi-
date for the injectable that would address the thing she actually
keeps complaining about. The body-contouring patient is a skincare
patient. The adjacency is real and clinical, not invented to pad the
ticket.

What’s missing is the moment of offer. Most practices have no de-
fined point at which a patient’s full picture gets discussed. The in-
jector treats what’s on the schedule, the esthetician treats what’s on
the schedule, and the patient’s complete set of concerns — which
they’ll happily volunteer if anyone asks — never gets assembled into
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a plan. So the patient stays in the lane they entered through. Sixty
percent of them never leave it.

This connects directly to the ticket lever from Chapter 2. There I
showed you that the average visit at Lumen runs $300 to $600, and
that moving the average ticket even modestly compounds across
thousands of visits. Cross-sell is one of the cleanest ways to move
that number, because it doesn’t require a single new patient or a sin-
gle new appointment slot. It requires that the patient already in
your chair leaves understanding the second thing you could do for
them. The same is true of GLP-1, where I made the point in Chapter
10 that the patient who loses forty pounds becomes your warmest
aesthetics prospect — the highest-value cross-sell in the building,
sitting right there, paying you monthly. The principle is identical:
the adjacent service is not a stranger you have to acquire. It’s a pa-
tient you already have, with a need you haven’t named.

The reason this leak persists isn’t that owners don't believe in
cross-sell. It’s that cross-sell done badly feels like upselling, and
good clinicians hate upselling. So they say nothing, and saying
nothing costs them. The fix is to reframe the offer as what it actually
is: a complete treatment plan for a patient who came to you precise-
ly because they trust your judgment. “You mentioned the redness —
that’s exactly what our laser is for. Want me to show you what that
would involve?” is not a sales pitch. It’s medicine. The patient asked,
indirectly, by mentioning it. The plan is the answer.

Membership Is the Cadence, Made Recurring

The second half of the leak is the per-visit patient who'd be better
served as a member — and the practice that doesn’t have a real
membership program to put them in.

Think back to Chapter 3, the spine of this whole book: every pa-
tient is a subscription, because aesthetic results expire on a biologi-
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cal clock. Membership is simply that subscription made explicit.
Instead of hoping the tox patient remembers she’s due in fourteen
weeks, you wire her into a monthly plan that assumes she’s coming
and prices accordingly. The biology was always recurring.
Membership aligns the billing with the biology.

The economics are not subtle. Members visit about 2.9 times
more often than non-members, and they spend roughly 35 percent
more. That isn’t a coincidence of who chooses to join — it’s what
membership does to behavior. A member has prepaid a relation-
ship, so the friction of the next visit drops to near zero and the ca-
dence locks in. The included benefits they don’t fully use are near-
pure margin. And the patient feels like an insider rather than a
transaction, which is its own retention force.

There’s a deeper principle underneath this, and Kennedy states it
plainly: people want upward mobility. Your patients don’t only want
the result — they want to be the kind of person who has a plan, a
standing appointment, a place where they’re known. Membership
sells that, not just the savings. The reason most practices leave this
money on the table isn'’t that patients won’t ascend; it’s that no one
ever offers them the next rung. Build the ladder and a surprising
number climb it — because climbing is part of what they came in
for.

Yet most independent practices run membership as an af-
terthought. At Lumen it was about 8 percent of revenue when we
started. That’s typical — most independents sit under 10 percent. A
healthy program runs 20 to 30 percent of revenue. The gap between
8 and 25 percent, at a $1.8M practice, is the difference between a
business that lives or dies on next month’s new-patient flow and one
with a predictable recurring floor underneath it.
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@ THE MEMBERSHIP LADDER

Build the rung, and they climb

Enroll at peak trust: post-
treatment and end-of-consult

$50; $150,, $300, Members visit

more - spend
Facial monthly Tox quarterly + perks Full-service + priority more

member savings 210% member savings 210% member savings 210% THE COMPOUNDING RUNG

People want upward mobility. Most practices just never offer the next rung.

How You Actually Build It

When an owner agrees membership matters, the next question is al-
ways the same: fine — how? Most advice stops at “offer membership,”
which is like telling someone to “be healthier.” Here is the concrete
build, in the order it pays off.

Wire the tiers to high-cadence services, not to discounts. A
membership is not a loyalty card. It’s a recurring fee traded for ca-
dence-locking value. Build three tiers — roughly $50, $150, and $300
a month — and attach each one to the services people already buy
on a clock: the entry tier around monthly facials, the middle tier
around quarterly tox, the top tier around the full mix. The savings
the member sees should be at least 10 percent, but structure it so
margin holds: youre not discounting the work, you're pre-selling
the cadence and collecting it whether or not she uses every includ-
ed benefit. The unused benefit is near-pure margin, and the locked
cadence is the retention. A tier a front-desk coordinator can explain
in one sentence is a tier that gets sold.

91



Run the consult-plus-checkout enrollment motion. This is the
lever that decides whether the program grows or languishes, and
it’s almost free. You enroll patients at the two moments trust peaks:
the end of a consult, when the patient has just bought into a plan,
and right after a treatment, when satisfaction is highest and the
card is already out. Priya’s line is short and true: “You’re going to be
coming in for this every few months anyway — membership makes
it simpler and saves you money. Want me to set it up before you go?”
Offered there, most patients leave enrolled. Offered by email three
weeks later, almost none do. The motion is the program; the paper-
work is just paperwork.

Sell cross-sell as a treatment-plan bundle, not a second item.
The single-service leak closes the same way. Don’t ask the tox pa-
tient if she’d also like a facial — bundle the clinically adjacent next
step into an outcome the patient already told you she wants. “You've
mentioned the redness a few times. The plan I'd put you on is your
tox to keep the elevens soft, plus a short laser series for the redness
— here’s what that looks like together.” That’s an ascension bundle:
the adjacent service framed as the next rung of one plan, presented
as education rather than an add-on. It moves the average ticket
without a single new patient, and because it answers a concern the
patient raised, it reads as medicine.

Make it the front desk’s measured job. None of this sticks if it
lives on goodwill. The front desk is the highest-leverage revenue
seat in the practice — every patient passes it at peak trust — so mea-
sure it that way. Put membership conversion and cross-sell prompts
on the same board as prebook rate, give Priya the one-sentence
script for each, and treat a membership signed at checkout as the
revenue event it is. What gets measured at the desk gets said at the
desk.
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Retail Is a Retention Lever, Not a Side Hustle

Before the big strategic point, one more line item that owners
chronically misread: retail.

Most practices treat the skincare shelf as a minor convenience —
a few products by the register, nobody’s real job, often under 10 per-
cent of service revenue. The benchmark is 20 percent or more. But
the revenue is almost the lesser reason to fix it. The bigger reason is
what retail does to retention.

A patient who buys a product is roughly 40 percent more likely to
come back within 30 days than a patient who doesn’t. That’s not be-
cause the serum is magic. It’s because the patient now has a piece of
your practice on their bathroom counter, used twice a day, remind-
ing them. The product is a daily touchpoint between visits — a phys-
ical version of the follow-up message. Sending someone home with
the right medical-grade regimen isn’'t merchandising. It’s a reten-
tion intervention that happens to also book revenue. When you
frame it that way to your team, the awkwardness drops, the same
way it does with cross-sell: you’re not selling product, you're extend-
ing the result the patient already paid for. Retail that’s under 10 per-
cent of service revenue isn’t just leaving the margin on the shelf. It’s
leaving the retention on the shelf.

The Part That Changes the Stakes: Membership Is an
Exit Multiplier

Now the point that should reorganize how you think about every-
thing in this chapter.

Everything so far has been about cash flow — more revenue per
patient, a recurring floor, better retention. All true, all worth doing.
But there is a second, larger thing happening when you build recur-
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ring revenue, and most owners never see it because they’re not
thinking about the day they sell.

When a practice changes hands, the buyer is not really buying
last year’s revenue. They're buying the probability of next year’s.
And the most reliable predictor of next year’s revenue is how much
of this year’s was recurring rather than re-won. A practice whose in-
come depends on constantly replacing patients is fragile, and buy-
ers price fragility down. A practice with a deep membership base —
patients contractually committed to coming back — is durable, and
buyers pay up for durability.

The number is concrete enough to plan around. A practice with
30 to 40 percent of revenue coming from membership — the exit-
grade band — tends to trade at something like 0.5 to 1.0 turn higher
on its EBITDA multiple than an otherwise identical practice running
on transactional revenue. On a practice of any real size, that half-
turn-to-full-turn is frequently the largest single number in the
whole sale, and it dwarfs the year-over-year cash-flow gain that mo-
tivated the membership program in the first place.

Sit with what that means. When Dr. Adler builds her membership
base from 8 percent toward 25 or 30 percent of revenue, she is not
merely smoothing her cash flow. She is converting transactional in-
come into transferable enterprise value — the kind of revenue a
buyer can underwrite without betting on her personally staying in
the chair. She’s making the business worth more as a business, sepa-
rate from her own hands. That is a fundamentally different project
than “improve this quarter,” and it reframes the whole service mix:
every patient you move from one-time to recurring, from single-ser-
vice to multi-service, from transaction to membership, is a deposit
into the asset, not just the income statement.

This is the thread that runs forward to the Epilogue, where I make
the full case for thinking like an owner building a sellable asset
rather than an operator running a busy schedule. For now, hold the
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reframe: membership is the cheapest way to build enterprise value
that exists in aesthetics, and you build it with patients who already
like you, one peak-trust conversation at a time.

The Dollar Math

Let me put a conservative target on it, the way I do every leak in this
book.

Lumen runs about $1.8M in revenue with membership at roughly
8 percent. Move membership to 25 percent of revenue — inside the
healthy band, short of exit-grade — and the recurring line looks like
this:

$1.8M x 0.25 = $450,000 a year in recurring, predictable
revenue.

Treat that as a target and a range, not a promise — getting from 8
to 25 percent is a multi-year build, and you'd reach it by enrolling at
every consult and checkout, not overnight. But notice what the
number represents. That’s revenue that arrives whether or not the
new-patient ads perform next month, anchored to patients on a
locked cadence, spending 35 percent more and visiting nearly three
times as often. And it carries the exit premium on top — the half-
turn to full-turn on the multiple that doesn’t show up in any month-
ly P&L but shows up, all at once, on the day she sells.

A word on discipline, because it matters here as much as any-
where. Don’t stack this on top of the rebooking and reactivation
numbers from the earlier chapters as if they were separate piles of
money. The same patient who gets reactivated, then prebooked,
then enrolled as a member is one recovered patient — count the cas-
cade once. Membership revenue isn’t a fifth bucket added to four
others. It’s the most durable form of the same recovered relation-
ship, wired so it recurs. The point of the $450,000 figure isn’t to add
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it to anything. It’s to show what the recovered base is worth once it’s
locked in for the long term — and what it’s worth to a buyer.

How to Make It Stick

You can run cross-sell and membership entirely by hand, and a
small practice should. A whiteboard of who’s a member, a one-sen-
tence checkout script, an esthetician trained to name the adjacent
service as a plan — that produces real money this quarter. Start
there, because the offer is what moves the number, and the offer re-
quires no technology at all.

But there’s a step up from the whiteboard that most owners skip,
and it isn’t AI — it’s plumbing. Your practice-management system al-
ready stores every membership and every charge; the work is con-
necting it so the front desk can see, at checkout, this patient is on
track to join, here’s the tier that fits her cadence. Your booking software
already sends email and text; you simply point a recurring se-
quence at members so their included benefits don’t lapse unused.
Recognizing membership income as benefits are actually consumed
rather than all at once on collection is an accounting setting, not an
algorithm. Most of the lift here is the tools you already pay for final-
ly talking to each other — ordinary integration, and for many prac-
tices it’s enough to take membership from afterthought to system.

So where does Al actually earn its place in this leak? At the one
thing that defeats the whiteboard and the integration alike: know-
ing each patient’s full picture at the exact moment they’re in front of
you. That knowledge sits scattered across charts nobody has time to
assemble mid-visit. Before the tox patient sits down, software that
reads across her whole record can surface the obvious adjacency —
the redness she’s mentioned at three visits that’s a textbook laser
candidate. It hands the injector a suggested conversation drawn
from her own chart, so it reads as care, not script. It can run the
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membership arithmetic on every patient and flag the ones whose
visit frequency already exceeds what they'd pay as a member —
she’d save money joining, and you’d lock her cadence; offer it today — a
judgment a busy desk never finds the time to make. And it can
watch member churn the way Chapter 6 watches no-shows, catch-
ing the at-risk member before the silent cancellation. That’s the
honest seam for the cross-sell and membership leak: not the offer it-
self, which is human, but the every-patient pattern-reading under-
neath it — surfacing the right adjacency and the right tier for the
right person, every visit, without it being the first thing that falls oft
a slammed front desk’s plate.

The sequence is what matters. Write the script and start enrolling
by hand first; integrate the membership and benefit data second;
add the chart-reading intelligence last, only when your patient
count finally outruns what any one person can hold in their head.

What to Do Monday Morning

Pull one number first: of your active patients, what share have ever
bought more than one category of service? If it’s under half, your
single-service leak is wide open, and the fix costs nothing but a de-
fined moment of offer. Pick that moment — end of consult, or post-
treatment — and make “here’s the one adjacent thing worth dis-
cussing” a standard step, framed as a plan, not a pitch.

Then pull your membership share of revenue. If you can't state it
in one sentence, that’s the finding. If it’s under 10 percent, you have
a recurring-revenue program waiting to be built. Start with enroll-
ment, because it’s the fastest lift: write one non-salesy sentence of-
fering membership at checkout and at the end of every consult, and
make it someone’s measured job to say it. Tiers and accounting can
follow; the offer is what moves the number.
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And put one product in the right patient’s hands this week,
framed as part of their result, not as a sale — then watch whether
they come back sooner. They will.

The whole chapter reduces to one move: stop selling your pa-
tients a transaction and start enrolling them in a relationship. It
raises this quarter’s revenue, and it builds something worth far
more than this quarter — a business a buyer will pay a premium to
own.

Resource: Want to know what your cross-sell and membership leak is
worth? The free Practice Diagnostic at alchemyinside.com/scorecard es-
timates your membership and retail gaps in 90 seconds. If you want the
full picture — your single-service share, your recurring-revenue floor,
and what membership is doing to your eventual sale price — the Found
Money Audit at alchemyinside.com/audit runs the numbers against
your real data.
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+ Chapter 9: Pricing & Discount
Integrity

Every coupon trained her best patients to wait for the next coupon.

Dr. Rachel Adler ran a “20 percent off tox” promotion every January
at Lumen Aesthetics. It always worked, in the sense that the phones
rang and the January book filled. She’d been doing it for years, and
she considered it a smart way to start the year strong. She’'d added a
“new patient special,” a “refer-a-friend” discount, and a “flash sale”
or two along the way. None of them felt like a problem. Each one, on
its own, was small.

When I pulled Lumen’s data, about a fifth of all appointments were
running on some kind of promotional discount. That didn’t surprise
her. What stopped her cold was the next number: of the patients
who first came in on a discount, nearly three-quarters never re-
turned at full price. They'd come for the deal, taken the deal, and
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waited for the next one — or gone somewhere else running their
own deal.

“I thought the discounts were bringing me patients,” she said.

They were bringing her price-shoppers. There’s a difference, and
it’s an expensive one.

This is the sixth leak, and it’s the one owners are most reluctant to
look at — because the discount feels like the thing that’s working. It
fills the book. It makes the phone ring. And that is exactly what
makes it dangerous. A discount that fills your schedule with pa-
tients who will never pay full price isn’t growth. It’s a slow erosion
of the one asset a cash-pay practice has that almost nobody else in
medicine does: real pricing power.

You Have Pricing Power You're Not Using

Most of medicine doesn’t get to set its own prices. Insurance does. A
cash-pay aesthetic practice is one of the rare corners of healthcare
where the patient pays you directly, chooses you on value, and has
no third party negotiating you down. You set the number. The mar-
ket tells you whether it’s right.

And here is what the data says about that number across indepen-
dent practices: it’s almost always too low, and it’s almost always be-
ing discounted on top of being too low.

The reason this matters so much comes down to a piece of math
that every business owner should have tattooed somewhere visible.
A 1 percent improvement in price has roughly two to four times the
profit impact of a 1 percent improvement in volume. Let me make
that concrete, because the abstraction doesn’t land until it has dol-
lars on it.

Take a service line doing $100,000 a month at a 60 percent mar-
gin. Gross profit: $60,000.
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Now grow volume 20 percent. Revenue rises to $120,000 — but
your costs rise too. More product, more chair time, more staft
hours, more wear on the laser. Gross profit climbs to maybe $72,000.
You worked 20 percent harder for a 20 percent gain.

Now instead raise prices 20 percent. Revenue rises to the same
$120,000 — but your costs barely move. Same patients, same prod-
uct, same chair time. Gross profit jumps to $80,000. A 33 percent
profit improvement, and nobody worked a minute harder.

@ VOLUME Vs. PRICE VS. DISCOUNT

Same starting profit. Very different effort.

Three ways to move the same business — and what each does to profit. The bars are revenue, costs, and what's left.

+20% Volume +20% Price -20% Discount
$120K $120K

80K 80K
$72K 4 s

48K
- . B B 5

REV. cosT PROFIT REV. cosT PROFIT REV cosT PROFIT

Profit +20% - 20% more chair time Profit +33% - same effort Profit ~33% - need +50% volume to break even

A point of price is worth far more than a point of volume — and a discount is the most expensive of all.

The discount runs the same math in reverse, and it’s brutal. A 20
percent discount doesn’t cost you 20 percent of revenue. It comes oft
the top, where your margin lives, so it costs you roughly a third of
your gross profit on that visit. To earn back what a 20 percent dis-
count gives away, you'd have to find 50 percent more patients. Fifty
percent more bookings, more product, more chair time — just to
stand in the same place.

A discount feels like a small, friendly concession at the front
desk. Mathematically, it is the single most expensive lever you can
pull.
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The Discount Trap

Now let’s add the behavioral cost on top of the mathematical one,
because that’s where it gets genuinely corrosive.

When roughly a fifth of your appointments run on a promotion,
you are not just giving away margin on those visits. You are teach-
ing your entire patient base a lesson: don’t pay full price — wait. The
patient who would happily have paid your rate in March learns that
if she waits until your January tox special, she gets the same syringe
for less. You have trained your best, least price-sensitive patients to
behave like your worst.

And the patients the discount actually attracts? They don’t con-
vert. The discount patient came for the price, and when the price
goes back up, most of them are gone. Most owners who run blanket
promotions will tell you, when pressed, that they can’t convert
those discount patients to full price — and that the discounting has
quietly hurt how their practice is perceived. That second part is the
one that should worry you most. A premium aesthetic brand is built
on the belief that you are worth it. Every “20 percent off” sign is a
small argument that maybe youre not — that the real price was al-
ways negotiable, that the value was inflated, that the patient who
paid full was the sucker.

You cannot build a premium brand and run a discount rack at the
same time. The two send opposite signals, and patients hear the dis-
count louder.

This is the trap: discounting feels like demand generation, but
blanket discounting is demand erosion dressed up as a full schedule.
Busy hides the leak here just like everywhere else in this book. The
January book is full. The owner feels successful. And the practice is
quietly converting full-price-capable patients into deal-hunters, one
promotion at a time.

102



The Three-Dimension Pricing Audit

Before you can fix your pricing, you have to know whether it’s actu-
ally too low — or whether the problem is that you haven’t earned the
right to charge more yet. I use a simple audit. Score your primary
service line — for most med spas, that’s injectables — from 0 to 20 on
each of three dimensions.

Outcome clarity (0-20). Can you name the specific result the pa-
tient gets, in their language? “We do Botox” is a low score. “Natural
movement, no frozen look, results you’ll see for three to four
months, from an injector who’s done ten thousand of these” is a
high score. The clearer and more specific the outcome, the more de-
fensible the price. Vague outcomes get compared on price; clear
outcomes get chosen on value.

Proof strength (0-20). Do you have before-and-afters, named re-
views, real patient stories tied to your work specifically? A wall of
generic five-star ratings is a low score. Documented results from
your hands, with your patients, is a high score. Every piece of proot
lowers the patient’s perceived risk — and perceived risk is the main
thing quietly holding your price down. People pay premiums for
certainty.

Competitive position (0-20). Are you genuinely differentiated, or
are you one of a dozen injectors in a ten-mile radius offering the
same units of the same product? “We have great service” is not dif-
ferentiation — everyone says it. A clear, specific, defensible reason
to choose you — your training, your technique, your specialization,
your outcomes — is what creates real pricing power. Without it, the
market drags you toward the lowest number on the block.
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@ THE PRICING AUDIT

Three dimensions of price confidence

Before you can raise a price, three things have to be true at once. Score each from 0 to 20 — and watch what changes when all
three rise together.

Outcome Clarity

@ Before @ After

Outcome Clarity 9 - 17
Proof Strength 6 -+ 15
Competitive Position 7 - 16
THE THRESHOLD

Competitive Position Proof Strength Total > 45 = raise
with confidence

When all three are strong, the price objection mostly disappears.

Add the three. Above 45, you are almost certainly undercharging
— your offer is clear, proven, and differentiated, and the market will
bear more than you're asking. Between 25 and 45, gaps exist; fix
your weakest dimension before you raise prices, or the increase will
generate pushback you didn’'t have to invite. Below 25, price isn’t
your problem at all — proof and positioning are, and raising prices
now would only expose you. Fix the foundation first.

When I ran this on Lumen, the injectables line scored solidly
above the line. Rachel had a decade of excellent outcomes, a loyal
base, and clear differentiation. She had every right to charge more.
She’d just never given herself permission — and she’d been actively
undercutting the value she’d built with the discounts.

The Retention Paradox: Higher Prices Hold Patients
Better

Here’s the part that surprises every owner I've shown it to, and it’s
the reason this chapter sits in the Revenue dimension next to
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retention.
Raising your price can raise your retention.

It runs against intuition. You'd expect that the cheaper you are,
the more patients stick around. The opposite is usually true, and
three forces explain it.

The first is investment justification. A patient who pays a premi-
um has a stronger psychological need to get her money’s worth. She
shows up on cadence, she follows the plan, she takes the result seri-
ously — because she paid seriously. The discount patient, who paid
little, is also invested in little, and walks away easily.

The second is identity. A patient who chooses the premium injec-
tor in town, knowingly, is making a statement about who she is and
how she takes care of herself. Leaving means abandoning that iden-
tity, not just switching providers. That’s a much higher wall to climb
than simply chasing the next cheaper deal.

The third is selection. The patients who self-select into your full
price are fundamentally different people from the ones who only
come for the special. They’re less price-sensitive, more committed,
and far more likely to still be your patient two years from now.
When you discount to attract volume, you are specifically recruiting
the least loyal patients in the market — and then wondering why
your retention leaks. (This is the same retention physics behind
everything in Chapter 2: the patient who’s committed comes back
on schedule; the deal-hunter never does.)

The implication is direct. If your fastest-churning patients are
your cheapest patients — and they almost always are — the answer
is not to discount harder to keep them. It’s to stop competing for
them, raise your price to the patients worth keeping, and let the
price-shoppers go shop.
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Value-Stacked Offers Instead of Price Cuts

None of this means you can never make an attractive offer. It means
you stop cutting the price and start adding value.

A price cut says “I'm worth less than I told you.” A value-stack
says “you’re worth more to me.” They look similar on the surface
and are opposite in what they do to your brand.

So instead of “20 percent off tox,” the offer becomes: at full price,
the patient gets her treatment, plus a complimentary skincare con-
sult, plus priority booking, plus enrollment in the membership that
locks in her cadence (the engine we built in Chapter 8). The patient
gets more. You give away no margin on the core service. And criti-
cally, you've moved her toward a recurring relationship instead of a
one-time deal. The same dollars that would have evaporated as a
discount get redirected into something that builds the relationship
instead of cheapening it.

The other half of the fix is to stop discounting blanket and start
discounting with a policy. There are legitimate reasons to offer a re-
duced price: a genuine new-patient trial of a single service designed
to lead somewhere, a loyalty benefit earned inside a membership, a
thank-you to a patient who referred three friends. Those are seg-
ment-specific, strategic, and tied to a relationship. What kills a
brand is the indiscriminate, calendar-driven, everyone-gets-it pro-
motion that trains the whole base to wait. Replace “everyone, this
month” with “this specific patient, for this specific reason.” That sin-
gle shift — from blanket to segmented — recovers most of the mar-
gin while keeping the offers that actually serve a purpose.

How to Actually Raise the Price

Most owners stall here not because they doubt the audit, but be-
cause the mechanics of raising a price feel terrifying — they picture
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announcing a number to a room full of loyal patients and watching
them leave. So don’t do it that way. There’s a sequence that takes
nearly all the risk out of it.

Raise the rate on new patients first. Change the number on your
menu for everyone who hasn’t booked yet. A new patient has no an-
chor — they’ve never paid your old price, so to them the new price
simply is the price. You get the full margin lift immediately, on
every new booking, while your existing base notices nothing. Run it
this way for a month and watch what happens: if new patients keep
booking at the higher number — and above a 45 on the audit, they
will — you’ve just proven the price holds, with zero risk to a single
existing relationship. That proof is what lets you do the next part
with a steady hand.

Then transition existing patients on a notice period, and hold
the line. Once the new rate is proven, bring your current patients to
it on a fixed runway — thirty to sixty days. The message is short,
specific, and unapologetic: “Starting [date], our injectable pricing is
moving to [new rate] to reflect [the specific thing you actually im-
proved — your injector’s training, your results, your new
technology]. As a current patient, anything you book before [date] is
honored at today’s rate.” That note does three things at once. It gives
a reason tied to value, not “costs went up.” It rewards loyalty with a
real window. And it creates a gentle deadline that pulls forward
bookings instead of pushing patients away.

Holding the line is the part that takes nerve, so decide it before
the first patient pushes back. A handful will ask for the old price.
The answer is warm and fixed: “I completely understand — the rate I
quoted is the rate, and here’s everything that’s included now.” The
moment you make one quiet exception, you've reopened the negoti-
ation for everyone, and the price you “raised” is fiction. The owners
who succeed here aren’t the ones with thicker skin; they’re the ones
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who decided the policy in advance so the slow-week version of
themselves never gets a vote.

How to Make It Stick

You can hold the line on pricing by hand, and you should start
there. Write your rate card down and post it where the desk can see
it. Write the discount policy as a one-page rule — which segments,
which reasons, which approvals — and make every reduced price
clear it. Once a quarter, sit down with your transaction report and
read what actually happened. A practice that does only this is al-
ready ahead of most of the field. The principle has never needed
software: charge what you're worth, and stop training your base to
wait.

Most of the next step isn’t Al either; it’s plumbing. Putting one
rate card into your practice-management system so the front desk
can’'t quietly invent a price in conversation is configuration, not in-
telligence. Logging every promotion against a discount code so each
one is attributed and measurable is a report you already have the
data for — your booking software just needs to be told to run it.
Connecting your membership offer so the value-stack enrolls in a
click instead of a sticky note is an integration of tools you already
pay for. For a lot of practices, that wiring alone closes most of the
leak, because the leak was never a willpower problem — it was a
system that let prices drift one front-desk conversation at a time.

Where does AI actually earn its place? At the seam where pricing
integrity needs judgment and continuous attention that no quarter-
ly review can give it. Read across a year of transactions and it sur-
faces the patients quietly paying more than your posted rate for the
identical service — live proof, hiding in your own ledger, that the
higher number holds and the market will bear it. That’s pattern-
matching across thousands of line items, not a number anyone
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reads by hand. And as your proof stack grows — new before-and-af-
ters, fresh reviews, sharper positioning — watching your three-di-
mension score cross the threshold that justifies a raise is the kind of
every-week, every-service attention a busy owner never gets
around to. The signal stops being “it’s been a year since we touched
prices” and becomes “your proof now justifies the rate.” That’s a far
better reason to move a number.

The order is the point. Write the policy first, configure the rate
card second, integrate the offers third, and let the intelligence read
the ledger last — only where the pattern hides in more data than a
person can hold in their head. Premium positioning has always
built the more durable practice. What’s new is that the proof for
your next increase is already sitting in your own transaction histo-
ry, waiting to be read.

What Lumen Did

Rachel made three changes over a single quarter.

She raised her injectables and membership pricing to match the
value she’d genuinely built — a modest, defensible increase, sup-
ported by a score well above the threshold. She dropped the blanket
calendar promotions entirely; no more January tox special, no more
flash sales. And she replaced them with value-stacked, segmented
offers: a real new-patient pathway designed to lead into member-
ship, and earned loyalty benefits for patients already inside it.

She lost some patients. Specifically, she lost the price-shoppers —
the ones who only ever came for the special and were never going to
pay her rate. She felt that in the first month, and it was uncomfort-
able. But the patients who stayed were her committed base, now
paying appropriately, retaining better, and no longer being trained
to wait. Net revenue per patient went up while she shed exactly the
patients who were costing her margin and loyalty in the first place.
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She didn’t get busier. She got more profitable on the same chair time
— which, as Chapter 2 argued, is the entire point. A full schedule
was never the goal. A profitable one is.

What to Do Monday Morning

Pull two numbers. First: what share of your appointments over the
last year ran on some kind of discount or promotion? Second: of the
patients whose first visit was a discounted one, how many ever re-
turned at full price? Those two figures tell you, immediately,
whether you have a patient-acquisition engine or a margin leak
wearing a “sale” sign.

Then run the three-dimension audit on your primary service line.
Score outcome clarity, proof strength, and competitive position, 0 to
20 each. If you're above 45 and you haven't raised prices in the last
year, the market is telling you the gap exists — raise your rate on
new patients first, transition existing patients after a notice period,
and hold the line. If you're below 45, don’t touch price yet. Spend
thirty days fixing your weakest dimension — collect documented
before-and-afters, sharpen what makes you different, name your
outcomes in the patient’s language — then reassess.

And starting Monday, declare a moratorium on blanket discounts.
Not on offers — on blanket ones. Every reduced price from here for-
ward has to answer one question: which specific patient, for which
specific reason, leading toward which specific relationship? If it
can’t answer that, it doesn’t run. That one rule, held for a year, will
do more for your margin and your brand than any promotion
you've ever run.
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Resource: The Found Money Audit at alchemyinside.com/audit in-
cludes a full pricing and discount-integrity analysis — your three-di-
mension score, your real discount penetration, and what your promo-
tions are actually costing you in margin and retention. If it doesn’t sur-
face at least $10,000 in identified value, the audit is free.
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+ Chapter 10: GLP-1 & Weight-Loss
Retention

Half of them would be gone by the holidays. Mara just didn't know which half.

Eighteen months ago, Dr. Adler added a GLP-1 weight-loss program
to Lumen Aesthetics. It was an easy “yes.” Demand was overwhelm-
ing. The clinical side was real work — eligibility, titration, monitor-
ing, contraindications, and a dependable supply, all under her med-
ical director’s protocols — but within a few months the program was
contributing real revenue. Patients were thrilled. So was she.

Then I asked her one question: “Of the patients who started a year
ago, how many are still with you?”

She didn’t know. So we looked. A little over half had quietly
dropped off. Most hadn’t quit in any visible way — they just stopped
refilling. One month they were on the schedule; the next month
they weren't, and nobody followed up because nobody was tracking
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the cadence. Each of those patients had been worth roughly $400 to
$450 a month. At that price, a patient who leaves at month three in-
stead of month twelve costs the practice over $3,000 in the first year
alone — and that’s before you count what they would have spent on
aesthetics once the weight came off.

GLP-1 is one of the most significant things to happen to cash-pay
practices in a decade. It’s also one of the most expensive leaks in
most of them right now — and, fortunately, one of the most fixable.

A note on the medicine itself: this chapter is about retention operations,
not clinical practice. GLP-1 prescribing carries real clinical and regulatory
weight, and eligibility, titration, monitoring, and contraindications are
decisions for your medical team. If your program uses compounded
semaglutide or tirzepatide, be aware that compounded versions are not
FDA-approved and the FDA has flagged dosing-error and adverse-event
concerns; treat sourcing and patient education as clinical and compliance
matters, not marketing ones.

The Most Expensive Leak in the Building

The numbers on GLP-1 attrition are sobering, and you should know
them cold, because they describe what is happening in your prac-
tice whether or not you’re measuring it.

Large real-world analyses of GLP-1 patients have found a steep
early drop-off — on the order of 18 percent discontinuing by month
three, and roughly half gone within twelve months. That is not a
Lumen problem or a “your practice” problem. That is the natural
curve of these medications when nobody intervenes. Left alone, a
GLP-1 program loses half its patients in a year.

Sit with what that means financially. A weight-loss patient paying
$400 a month is a $4,800-a-year subscription — better recurring rev-
enue than almost anything else in aesthetics. If half your patients
churn before they get there, youre not running a weight-loss pro-
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gram; you’re running a very expensive patient-acquisition tread-
mill, paying to bring people in the front door at exactly the rate they
leak out the back.

And here is the part most owners miss: these patients aren’t leav-
ing because the drug failed. They’re leaving for three reasons, and
all three are things your operation controls.

The Three Reasons Patients Quit (All Fixable)

When you actually ask the patients who discontinue why they
stopped, the answers cluster into three buckets. None of them is “it
didn’t work.”

Unpredictable cost. GLP-1 patients face a monthly bill with no
end date in sight, and the moment money gets tight or a cheaper op-
tion appears online, they’re gone. This isn’t a pricing problem so
much as a predictability problem — patients can absorb a known,
planned cost far more easily than an open-ended one they’re quietly
anxious about every month. The fix is structural: stop selling the
medication as a month-to-month refill and wrap it into a defined
commitment. Three- and six-month programs billed as a single
membership turn “$400 again this month, is it worth it?” into “I'm
enrolled in the program through October.” Same dollars — the con-
servative $400 to $450 a month — but the decision happens once, at
signup, instead of being re-litigated at every refill. For patients
who'd rather not pay a quarter up front, the same predictability
comes from a flat monthly auto-charge on a card on file: they stop
seeing a bill at all and start seeing a subscription, which is exactly
what it is.

Unmanaged side effects. The first weeks on a GLP-1 are the hard-
est. Nausea and GI side effects drive a large share of early discontin-
uations — by some estimates roughly a third — and most of them are
avoidable with slower titration, basic nutrition guidance, and an
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early check-in. A patient who feels miserable in week two and hears
nothing from the practice concludes the medication isn’t for them.
A patient who gets a proactive “this is normal, here’s what helps,
let’s adjust” stays.

The conversation that never happened. This is the big one. Most
patients start a GLP-1 with no clear picture of how long they’ll be on
it, what happens at a plateau, or what “maintenance” even means.
So when progress slows around month four — as it always does —
they assume it stopped working and quit. The practice never
framed the journey, so the patient wrote their own ending. The sin-
gle highest-leverage thing you can do for GLP-1 retention costs
nothing and happens at onboarding: tell them, clearly, what the
next twelve months actually look like, and that the plateau is a chap-
ter, not the end of the story.

This is concrete enough to script, and you should. The onboard-
ing conversation has three beats, said out loud at the first visit and
handed over on a one-page sheet so the patient hears it twice. The
arc: “Think of this as a twelve-month journey, not a prescription.
The first few weeks we go slow on purpose while your body adjusts.
The big visible loss comes over the first several months. Then it
slows — and that slowdown is the medicine working at mainte-
nance, not failing.” The plateau, named in advance: “Around month
four or five, the scale will stall. That’s the moment most people quit
because they think it stopped. It didn’t. We’ll have already planned
for it, and we’ll adjust together.” The exit rule: “If you ever want to
come off, that’s a decision we make together, here — not alone at the
pharmacy counter.” Naming the plateau before it happens is what
disarms it. A patient who was warned in month one that the stall is
coming reads it as a milestone you predicted; a patient who hits it
cold reads it as proof the drug quit on them.
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@ GLP-1 RETENTION

The drop-off curve — and the lift
Two practices, same drug, same patients at month zero. By month twelve, one keeps three in four. The other keeps half.
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The difference between those two curves isn't medicine. It's operations.

Three reasons. Cost, side effects, and a missing conversation.
Every one of them is an operational choice, not a medical inevitabil-
ity. Which is exactly why this leak is so satisfying to fix: you are not
fighting biology or the limits of medicine. You are closing gaps in
your own follow-up.

The Five Dimensions of GLP-1 Retention

When I diagnose a weight-loss program, I score it across five dimen-
sions. Together they describe whether a program is built to retain
patients or built to leak them.

1. Onboarding and expectation-setting. Does every new patient
leave the first visit understanding the twelve-month arc — titration,
plateau, maintenance — and knowing that quitting cold is a decision
to make with you, not alone at home? This is where retention is won
or lost. The practices that frame the journey at the start keep pa-
tients who would otherwise vanish at the first plateau.
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2. Titration and adherence coaching. Is dosing escalated slowly
and individually, with nutrition and protein guidance and an early-
week check-in to catch side effects before they become a reason to
quit? The goal is to get patients through the rough first weeks feeling
supported rather than sick and silent.

3. Plateau and maintenance. Is there an actual plan for month six
and month twelve — a reason and a structure to stay on the program
once the dramatic early loss slows? Programs that treat mainte-
nance as a real phase, with its own check-ins and goals, hold pa-
tients far longer than programs that quietly assume everyone
continues.

4. Cost and supply continuity. Is the monthly cost predictable,
ideally wrapped into a membership or financing structure, and is
supply reliable and compliantly marketed? Patients leave over sur-
prise costs and pharmacy gaps. Turning an open-ended bill into a
planned monthly commitment removes the single most common
reason for quitting.

5. Aesthetic cross-sell and lifetime value. And this is the dimen-
sion that makes GLP-1 a strategic gift rather than just a revenue line
— which we’ll come to next.

A program strong on all five retains most of its patients toward
that twelve-month mark and beyond. A program that’s only strong
on “prescribe the drug and collect the payment” tracks that drop-oft
curve straight down toward half. The difference between those two
outcomes is not medicine. It’s operations.

The Cross-Sell Hiding Inside Weight L.oss

Here is the strategic insight that should change how you think about
your entire GLP-1 program: the patient who loses significant
weight often becomes a strong candidate for an aesthetics conver-
sation — when the time is right and it’s clinically appropriate.
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Rapid weight loss creates aesthetic demand the way nothing else
in your practice does. Skin laxity. Volume loss in the face — what’s
come to be called “Ozempic face.” A new motivation to invest in ap-
pearance after a major physical change, often paired with a
wardrobe overhaul and a genuinely different relationship with the
mirror. A weight-loss patient at month eight is one of the warmest
aesthetic prospects you will ever have, and they are already in your
building, already paying you monthly, already trusting you with
their body.

Most practices miss this completely. They treat the weight-loss
program as a separate silo — a different intake, a different part ot
the schedule, a different mental category. So the patient finishes
their weight-loss journey and walks out the door, never once offered
the filler, the skin tightening, or the facials that their transformation
practically demands. The practice spent a year earning that pa-
tient’s trust and then handed the aesthetic upside to whoever runs
the next Instagram ad they see.

This is also the answer to the discontinuation problem. A patient
who is “done” with weight loss doesn’t have to be done with your
practice. The patient who plateaus, or reaches goal, or decides to
stop the medication is not a lost patient — they’re a patient graduat-
ing into the highest-margin services you offer. “You’ve done the
hard part. Let’s talk about helping your skin catch up to your re-
sults” is one of the easiest, most genuine cross-sells in all of aesthet-
ics. Framed that way, even quitting the drug becomes a transition in-
side your practice rather than an exit from it.

How to Make It Stick

You can run this whole program by hand, and in a small one you
should. The four moves that matter most cost nothing but a script
and a calendar reminder: the onboarding conversation that names
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the twelve-month arc, a phone call in week two to catch side effects,
a written maintenance plan you bring up before the month-four
plateau, and the goal-weight aesthetic ask. A solo program with thir-
ty patients can run every one of those out of a spreadsheet and a
sticky note. Start there. The principle holds at any scale, and prov-
ing it on a handful of patients teaches you the cadence before you
ever automate it.

The next step up is mostly plumbing, not intelligence. The week-
two check-in can be a scheduled message your booking software al-
ready knows how to send — you just decide the trigger is “two weeks
after first GLP-1 visit” instead of leaving it to memory. The refill re-
minder is the same recurring SMS you’d send for any standing ap-
pointment. Wrapping the medication into a predictable member-
ship charge is a billing setup, not an algorithm. Most of the gap be-
tween a program that leaks to 50 percent and one that holds closes
right here, with ordinary automation and the tools you already pay
for finally tracking the clock so Priya doesn’t have to.

Where does intelligence actually earn its place? At the one job no
schedule can do: reading each patient’s own drift. A fixed reminder
fires whether or not it’s needed; what GLP-1 follow-up really wants
is to notice the patient whose refills are stretching from thirty days
to thirty-six to forty-three — the quiet pre-lapse signal that looks
like nothing on any single month but means this one is leaving across
the trend. Spotting that, across every patient at once, and surfacing
each morning the short list of who is drifting toward a plateau, a
lapse, or a goal-weight moment — that is pattern-matching no front
desk has the hours for. The judgment seam is the silent leaver.
Everything before it is a calendar.

The order is the whole point. Write the onboarding script first.
Automate the timed touches second. Wrap the cost into a member-
ship third. Add the drift-watching last, only once the patient count
outruns what a person can hold in their head. Proactive follow-up
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has always retained weight-loss patients. The new part is that you
can finally deliver it to every one of them, on the week their biology
— not your memory — decides they need it.

What to Do Monday Morning

Run one number first: of the GLP-1 patients who started twelve
months ago, how many are still active? That single figure tells you
whether you have a program or a treadmill. Most owners are sur-
prised, and not pleasantly.

Then put three things in place, in order:

First, write the onboarding conversation down and make it
mandatory. Every new GLP-1 patient hears the twelve-month arc —
titration, plateau, maintenance — and hears “talk to us before you
stop.” This costs nothing and moves the needle more than anything
else on the list.

Second, build the side-effect safety net: a check-in in the first two
weeks, basic nutrition guidance, and a clear path to adjust titration
before a miserable patient becomes a former patient.

Third, identify every weight-loss patient who has lost significant
weight and start the aesthetic conversation. Skin, volume, tone. You
earned this patient’s trust over months of real results. Don't let the
most natural cross-sell in your practice walk out unoffered.

GLP-1 will either be the best recurring-revenue engine your prac-
tice has ever had or the most expensive leak in the building. The
medicine is the same either way. The difference is entirely in how
you follow up — and following up, reliably, at scale, is precisely
what the rest of this book is about.
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Resource: The GLP-1 retention breakdown at alchemyinside.com/glp1l
scores your program across the five dimensions in this chapter and esti-
mates what your drop-off is costing you. If weight loss is a meaningful
part of your revenue, start there — it’s usually the single largest leak we

find.
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= Chapter 11: Stop Buying Al Tools.
Start Building Al Systems.

Mara didn't need another tool. She needed the ones she had to talk to each other.

A med spa I worked with — a busy four-injector practice doing a lit-
tle over $2 million a year — bought three “AI” tools in a single quar-
ter. An Al receptionist that was supposed to answer the phones. An
AI marketing platform that promised to fill the schedule. An AI re-
view-and-reputation tool that would, the demo said, “turn happy pa-
tients into a referral engine.” Together they ran about $600 a month.
Within 60 days, all three were effectively dead.

Not because the tools were bad. Because nobody knew what to use
them for, and none of them were connected to the one place that
mattered: the practice management system where every patient,
every treatment, and every renewal date already lived.
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The Al receptionist answered calls but couldn’t see the schedule,
so it booked patients into slots that didn’t exist. The marketing plat-
form blasted generic “we miss you” emails to a list it had no way of
segmenting, so the patient who was three weeks overdue for tox got
the same message as the one who’d been in last Tuesday. The review
tool asked for feedback from patients the practice had already lost.
Each tool worked exactly as advertised. The practice didn’t change.
And the owner reached the conclusion I hear constantly: “We tried
Al It didn’t really do anything for us.”

The problem wasn’t the tools. It was the absence of a system.

This chapter opens Part III, where we move from what leaks (Part
IT) to how you actually plug the leaks without hiring three more peo-
ple. AI is the mechanism. But the mechanism only works if you un-
derstand the difference between buying a tool and building a sys-
tem — because that one distinction separates the practices that get a
permanent return from the ones that get a $600-a-month subscrip-
tion they forget to cancel.

The Difference Between a Tool and a System

A tool does one thing when you ask it to. You open ChatGPT, paste in
a question about a patient email, get a draft, copy it out, and close
the window. Useful. Real. But the moment you close the tab, noth-
ing persists. The next email starts from zero. The tool didn’t learn
your practice, didn’t watch your schedule, didn’t notice the patient
drifting toward the door.

A system does many things that reinforce each other, continuous-
ly, without you. The cadence loop from Chapter 3 — the one that
records every patient’s biologically correct return date, books the
next visit at checkout, and surfaces the overdue list every morning
— that’s a system. It runs whether or not anyone remembers to look.
It pulls from your real data. It gets a little sharper every month as it
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learns which patients rebook at week 18 and which ones quietly
vanish at month four.

Tools plateau. Systems compound. The practices pulling ahead
with AI right now are not the ones with the fanciest tools. They are
the ones operating at a higher level with the same tools everyone
has access to.

That difference — level — is the whole game.

The Four Levels of Al Adoption

I've watched a lot of practices adopt AI, and they cluster into four
distinct levels. Most never get past the first one. The competitive ad-
vantage — the part nobody can copy off your back — lives at levels 3
and 4.

Level 1: Public tools. ChatGPT, Claude, Gemini. You ask a ques-
tion, you get an answer. You write a better Instagram caption or
rough out a patient FAQ. This is genuinely useful, and it’s also where
the overwhelming majority of practices stop. The output is generic
because the tool knows nothing about your patients, your treatment
cadences, your pricing. It’s a smarter search engine. It will not move
your revenue, because it can’t see your revenue.

Level 2: Integrated into a process. Here Al stops being something
you occasionally ask and becomes part of how a specific job actual-
ly gets done. The reactivation message isn’t typed fresh each time —
it’s generated as a standard step in your dormant-patient workflow.
The consult follow-up from Chapter 5 fires automatically. Al is em-
bedded in a process that runs continuously, not a window you open
when you remember.

Level 3: Connected to your data. This is the line most practices
never cross, and it’s the one that matters most. At Level 3, the Al is
wired into your PMS or EMR — the real chart, the real last-visit date,
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the real treatment history. Now the overdue message doesn't say
“we miss you.” It says, “Hi Karen, it’s been about four months since
your tox with Dr. Adler — you’re right about due.” Same effort.
Completely different result, because the system is reasoning over
your patient’s actual reality instead of generic filler.

Level 4: Learning systems. The system watches what happens
and adjusts. The reactivation message that brings patients back gets
used more; the one that flops gets retired. It learns that one patient
reliably rebooks at week 18 and stops flagging her early, while an-
other tends to lapse at month four and starts nudging him sooner.
Every cycle, it’s a little more calibrated to your practice and your
patients specifically.

@ A1 ADOPTION

The four levels — most stop at one

Each level takes the tool deeper into the practice. The advantage isn't owning Al — it's how far down these tiers you're willing to
go.

=1

Where the advantage
lives

LEVEL 1 LEVEL 2

Public Tools Integrated Process

Most practices stop here. Al embedded in a workflow.

The advantage isn't the tool. It's how deep you take it.

Here’s the encouraging part. The jump from Level 1 to Level 2
isn’t a technical leap. It doesn’t require you to understand a single
thing about how AI works under the hood. It requires answering
one question: which process will AI be part of, instead of something I oc-
casionally ask? Most practices never answer that question, which is
exactly why they’re stuck buying tools instead of building systems.
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Why the Excitement Is the Trap

Watch where the three dead tools came from. The owner bought an
AI receptionist, AI marketing, and AI reviews — the shiny, demo-
able, conference-floor stuff. None of those was her most expensive
leak. Her most expensive leak, when we finally measured it, was a
GLP-1 program tracking the registry curve straight down toward 50
percent attrition and a prebook rate sitting under 40 percent. Two
leaks worth, conservatively, well into six figures a year. She’d spent
her AI budget on the things that excited her and ignored the things
that drained her.

This is the most common mistake in the building, and it’s worth
naming as a rule: start from the drainage, not the excitement. The
most expensive leak in your practice is almost never the thing the
conference demo is selling. The demo sells a glossy Al voice agent.
Your money is leaking out of an un-instrumented rebooking step
and an unmanaged GLP-1 drop-off. The tool that addresses the leak
is rarely the tool that’s fun to buy.

The fix is unglamorous and it works: before you buy anything, au-
dit the tasks. Walk through the recurring work in your practice and
sort each task into one of a few buckets. Does it create something
new? Does it sort, route, or categorize? Does it watch for a change
and flag it? Does it keep something current? Or does it require real
clinical or business judgment? The first four buckets are Al-ready —
they’re consistent, repeatable, and rule-shaped. The last one is hu-
man. Your job, your injectors’ judgment, your relationship with a
patient in the chair — that stays human. Always.

When that four-injector practice finally ran the audit, the picture
was obvious in an afternoon. The single most time-consuming, most
consistent, most pattern-shaped task in the building was follow-up:
the GLP-1 check-ins, the overdue rebooking nudges, the consult pa-
tients who never heard back. Mechanical, relentless, and exactly the
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work that falls off the front desk’s plate on a busy Tuesday. That was
the AI deployment target. Not the receptionist. Not the reviews. The
follow-up loop that, ignored, was costing more than every tool sub-
scription combined.

You Can’t Improve What You Can’t See

There’s a second reason tool sprawl is so quietly expensive, and it
connects directly to the financial-visibility theme that runs under
this whole book.

Most practices I look at are paying for more software than they
can name. The PMS. A separate booking widget. A texting platform.
An email marketing tool. A reviews tool. A “patient engagement”
app a rep sold them at a conference in 2022. Two of them do roughly
the same thing. One of them, nobody has logged into in eight
months. The owner could not, off the top of her head, tell you the to-
tal monthly spend across all of it — which means she also can’t tell
you what each one is actually returning.

This is the same disease as the revenue leaks, just on the cost side.
You can’t manage what you can’t see. A pile of half-used subscrip-
tions, none of them talking to each other, is a financial blind spot
dressed up as a tech stack. And the most expensive line in that blind
spot isn’t even the subscription fees. It’s the hidden cost of “free”
and disconnected. The cost of re-explaining context to a tool that
starts from zero every single time. The cost of a front desk copying
patient names from the PMS into the texting app by hand. The cost
of three systems that each hold a fragment of the patient, and none
of which hold the whole.

A free public Al tool isn’t free in a practice. Every session starts
blank. Your coordinator re-types the patient’s history, the treat-
ment, the tone you want, every time — and the output still doesn’t
match last week’s because nothing accumulates. Across a small
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team using Al a handful of times a day, that re-explanation tax runs
hours a week, every week, forever. The free tool produces the same
generic quality in month twelve as it did in month one. A system
connected to your data gets measurably better over the same
stretch. The free tool stays flat. The gap widens every month you
don’t close it.

So the right question is never “why would I pay when ChatGPT is
free?” The right question is “what is free — and disconnected, and
unmeasured — actually costing me?” For most practices, once you
add up the re-explanation time, the duplicated subscriptions, and
the leaks that disconnected tools can’t see to plug, the answer is a
number with a comma in it.

We’'ll get to the discipline of actually seeing those numbers — true
costs, true margins, what each system returns — in Chapter 15. For
now, the point is narrower: stop buying. Start connecting.

What Al Changes

Here is the part that should change how you shop. The advantage
was never going to come from owning a better tool than the practice
down the road. They can buy the same AI receptionist you can. The
vendor will happily sell it to both of you.

The advantage comes from the level you operate at — and the lev-
el is determined by one thing the vendor can't sell you: the connec-
tion between AI and your data, your processes, your patients. A Level
1 tool is a commodity; anyone can have it tomorrow. A Level 3 sys-
tem, wired into your PMS and reasoning over your real cadence
data, is yours alone. It can’t be copied off your back because the
moat isn’t the model — it’s your data flowing through it. That’s the
subject of Chapter 13, and it’s the whole reason this book treats AI as
a mechanism rather than a product.
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AI didn’t change the principle. The principle is ancient: the prac-
tices that win are the ones that act on what they know about their
patients faster and more consistently than anyone else. What Al
changed is that acting on it — every patient, every day, without the
discipline breaking on a busy Tuesday — finally became achievable
without adding staff. But only if you build a system. A drawer full of
disconnected tools gives you none of it.

What to Do Monday Morning

Do not buy another tool this week. That’s the first instruction, and
for some readers it’s the hardest one.

Instead, do this:

First, list your team’s top recurring tasks by time spent. Not
projects — tasks. “Run the GLP-1 program” is a project. “Send the
week-two GLP-1 check-in” is a task. “Call the overdue tox patients” is
a task. “Follow up with consults who didn’t book” is a task. Get them
on one page.

Second, classify each task. Is it production, sorting and routing,
monitoring for a change, keeping something current, or genuine
judgment? Mark the judgment tasks “human” and set them aside.
Everything else is a candidate.

Third, rank the candidates by time spent times how consistent
the pattern is. The task that eats the most hours and follows the
most repeatable pattern is your single highest-value AI deployment.
For most practices reading this book, it lands on the follow-up loop
— the cadence, the rebooking, the GLP-1 check-ins — because that’s
where the biggest leaks and the most repeatable work overlap.

Fourth, pick that one process and resist everything else. Don't
try to systematize five things. Build Al into your single highest-value
process, connect it to your real PMS data, and let it run until it pro-
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duces consistent results without your daily attention. When that
one loop is working, you will have crossed from buying tools to
building systems — and from there, the path to the next process is
incremental, not heroic.

One process. Connected to your data. Running on its own. That’s
the whole assignment. The rest of Part III shows you how each piece
fits together.

Resource: Not sure which process to systematize first? The free Practice
Diagnostic at alchemyinside.com/scorecard points you to your weakest
dimension in about 90 seconds — that’s almost always where your first
AI system belongs. For a plain-English walkthrough of how the levels
connect to your PMS without ripping anything out, see alchemyinside.-
com/how-it-works.
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e Chapter 12: The Al Chief of Staff

Mara didn't hire a practice manager. She uncorked the bottle.

There’s a moment in every practice owner’s relationship with Al
where the question changes. They stop asking “which software
should I buy?” and start asking “what job does AI actually do in my
practice?” That second question is the one that matters, and it
changes everything.

A tool is something you pick up when you need it and set down
when you’re done. A team member has a defined role, a set of re-
sponsibilities, and a performance curve that improves over time.
The owners who get real money out of Al stop thinking of it as soft-
ware and start thinking of it as a hire — specifically, the hire most
independent practices can never quite justify: a chief of staff.

Think about everything Dr. Adler does at Lumen that isn’t medi-
cine. Scanning the schedule for tomorrow’s gaps. Wondering which
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new patients never came back. Asking Priya whether the consult
from Tuesday ever got a follow-up. Pulling a report to see how the
GLP-1 program is holding up. Checking whether the no-show list got
rebooked. None of that requires a physician. None of it requires
Rachel at all. It just requires someone who watches the whole prac-
tice, every day, and tells the owner what needs attention.

That someone is the Al chief of staff. It monitors Lumen’s roughly
2,400 active patients every day. It flags who’s off cadence, who’s at
risk, who'’s overdue. It drafts the follow-ups before anyone asks. And
every morning it hands Rachel a fifteen-minute briefing — what
happened, what needs her, and what can wait. Her daily involve-
ment in running the operation drops from hours of report-pulling
and asking-around to a single cup of coffee.

This isn’t automation in the science-fiction sense. Nobody woke
up one morning and found the practice running itself. Rachel spent
twelve weeks managing the system into competence — the same
way she’d onboard any new hire who’s capable but doesn’t yet know
how Lumen works.

The 12-Week Ramp

The success stories all start at Week 12. Nobody starts there. Here’s
what the road actually looks like, week by week, so you know what
you're signing up for — including the part nobody likes.

Weeks 1-2: Everything is supervised. You turn on your first sys-
tems — a rebooking watch, a follow-up sequence, a lead-triage rule.
Each one starts producing output immediately. And you review one
hundred percent of it.

This is the honest part most AI pitches skip: week one feels like
more work, not less. You're spending sixty to ninety minutes a day
reading what the system produced and deciding whether it got it
right. Priya asks why you're spending more time at the screen if the
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computer is supposed to be helping. The answer is that you're not
doing busywork — you’re calibrating. You’re teaching a smart new
hire how your specific practice thinks: which patients always book
late, which “routine” message is actually urgent, what your tox ca-
dence really is versus the textbook number.

Lumen’s first week was rough. The lead-triage system filed a high-
intent injectable inquiry into the general queue because the mes-
sage was short and polite — no urgency words, no exclamation
points. Rachel caught it during review and explained: “Anyone ask-
ing about availability this week is hot, no matter how calm they
sound.” The system never made that mistake again. Every correc-
tion like that is onboarding. Every confirmation is a vote of confi-
dence the system remembers.

Weeks 3-4: The first promotions. By now the follow-up system
has drafted forty messages. Thirty-something were good as written;
a handful needed edits. That’s enough accuracy to stop reading
every message and start reviewing only the ones the system itself
flags as uncertain. That’s a promotion — earned by demonstrated
performance, not by the calendar.

Lumen’s promotion moment came at the end of Week 3. The at-
risk monitor had been flagging fifteen to twenty patients a day — far
too many for Priya to call. After two weeks of corrections (“she’s
fine, she always rebooks at week 18”), the daily flag count dropped
to three to five. Those three to five were the real signals: the gen-
uinely overdue, the lapsing GLP-1 refill, the consult going cold. The
noise had been trained out, and what remained was worth acting
on.

Your daily involvement drops from ninety minutes to about forty.
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@ THE 12-WEEK RAMP

Daily owner time, week by week

Bar length is the minutes you spend each day. As the system takes on more, your time on it falls — every two weeks.

WEEKS 1-2

Supervised ~90 min/day - 1 system

WEEKS 3-4

First Promotions ~48 min/day - 2 systems

WEEKS 5-8

Coordination ~25 min/day - 3-4 systems

WEEKS 9-12

Management by Exception ~15 min/day - 4+ systems

The system does more each week. You do less.

Weeks 5-8: Coordination emerges. Something shifts here, and
it’s the part owners find most surprising. The systems start being
useful to each other. The at-risk monitor notices a patient who’s
slipped past her tox cadence. The morning briefing includes her.
The follow-up system queues a warm rebooking note. If she replies,
the triage system already knows she’s a priority and routes her
straight to Priya.

Nobody designed that hand-off explicitly. It emerged because
each system produces clean signals the others can read. This is the
moment Al stops feeling like a pile of separate tools and starts feel-
ing like a coordinated team. Your daily involvement settles around
twenty-five minutes.

Weeks 9-12: Management by exception. A scheduled job hiccups
overnight — a reminder batch fails to send. The monitoring catches
the failure, retries it, logs what happened, and notes it in the next
morning’s briefing. You read that it broke and that it’s already fixed.
You do nothing.
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That’s the destination. Fifteen minutes a day: read the briefing,
handle the one or two genuine exceptions, approve the single strate-
gic recommendation that actually needs a human with a license and
a stake in the business. The practice runs. You decide.

The Five Functions

For an independent practice, the chief of staff role covers five func-
tions. Each one absorbs work the owner is doing now — not the
medicine, not the judgment calls, but the operational watching that
eats the day without requiring the owner.

1. The morning briefing. Every morning, the system synthesizes
the night’s data into one page: new inquiries and where they came
from, today’s schedule with the gaps and the prep notes, patients
flagged at-risk or overdue, GLP-1 refills lapsing this week, consults
aging without an answer, and one strategic observation worth a mo-
ment’s thought.

For Lumen that briefing replaces the first forty-five minutes of
Rachel’s day — the time she used to spend opening the PMS, the
messaging inbox, and the schedule, and assembling a mental pic-
ture of what mattered. Now the assembly is done. She reads, she de-
cides. One recent briefing led with a single line: “Eleven tox patients
are now past their cadence window with no next visit booked —
drafts ready to send.” That’s the whole game in one sentence, and it
took her ninety seconds to approve.

The problem the briefing solves is one every owner feels in her
gut. The day opens with twenty things that might matter and no fast
way to tell which three actually do. So the urgent crowds out the im-
portant — and the important is usually where the money is. The
briefing inverts that. Instead of opening five systems and assem-
bling the picture herself, she reads one page — the decisions that
need a human at the top, the money in motion just below — and the
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rest stays handled until she says otherwise. This is management by
exception: her attention goes only to what’s off-pattern. Here is
what a Saturday morning looks like once the chief of staff is
running.
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Alchemy Saturday, June 14

YOUR MORNING BRIEFING 6:41 AM * 4-min read

Good morning, Rachel.

Quiet night. Two decisions need you; everything else is handled. | drafted 14 messages and held
them for your nod.

NEEDS YOUR DECISION 2

¢  Price exception requested — filler, returning VIP
Front desk offered 10% off to keep a 4-year patient. Policy says no blanket discount. She'll likely
stay at full price.

Hold the line

t+  New-patient rate increase is ready

Your three-dimension score crossed 47. Proof and positioning now support +$40 on injectables
for new patients only.

i

AT-RISK TODAY 3

| $:K— GLP-1 refill skipped (month 3) $4,800

74% likely to lapse - the cliff. Reactivation note drafted in her words.

1 J-M — tox 19 days past cadence $3,000
82% likely to lapse, no next visit booked. Rebook nudge drafted.

»  T-W — dormant 7 months, just re-opened the win-back $3,000

Re-engaging right now. Worth a personal call from you before noon.

HANDLED OVERNIGHT

11 4 $2,140

rebook + win-back drafts queued cancellations backfilled from recovered while you slept
waitlist

TODAY'S ONE NUMBER

Prebook rate: 41% — 449% this week

Approve the two decisions and I'll release the rest. Have a good Saturday. — your chief of staff

Approve all & release queue
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The fifteen-minute morning: two decisions only she can make, three patients worth
a call today with the dollars at stake, $2,140 already recovered while she slept, and
one number to watch. Everything else was drafted and held for her nod. The
outcome isn’t a busier owner — it’s an owner who touches only what needs her
and trusts that the rest is already moving.

2. Communication and lead triage. The system reads incoming
messages and inquiries, sorts them by urgency and type, drafts
replies to the routine ones, and pushes the rest to the right person.
Instead of wading through fifty messages, the front desk handles the
handful that need a human.

The part that pays for itself is speed-to-lead. You'll see the number
again later in this book: most practices miss the five-minute win-
dow on a new lead, and the lead goes cold or books with whoever
answered first. A triage system, set up correctly, doesn’t have to
miss that window. A new injectable or weight-loss inquiry gets an
instant, accurate, personal-sounding first response at 9 p.m. on a
Saturday, and a flag for Priya to follow up Monday — instead of sit-
ting unread until someone has a free minute that may never come.
After a few hundred messages, the system knows your top patients
get priority routing regardless of wording, that anything containing
“cancel” or “refund” jumps the queue, and that pricing questions
can be answered from your own approved language.

3. Follow-up enforcement. The system watches every consult,
every patient due to rebook, and every patient drifting past their
treatment cadence — and it makes the follow-up actually happen.
This is the rebooking and no-show gap from Chapter 6, permanently
closed.

Here’s why this matters more than it sounds. A person works the
overdue list every week until the week the practice is short-staffed
— and then they don’t, and that’s exactly the week it mattered. A sys-
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tem has no short-staffed weeks. It tracks every consult from “inter-
ested” to “booked or lapsed,” fires the rebooking nudge at the biolog-
ically correct moment, and — when a patient who’s been quiet for
months suddenly opens three messages in a week — flags her for a
personal call: “She’s re-engaging. Now’s the time.”

4. Operational monitoring. The system watches the metrics that
quietly bleed money — no-shows, lapsing GLP-1 refills, at-risk pa-
tients drifting off cadence, capacity utilization — and surfaces only
what’s changed. The key word is exceptions. A system that reports
everything is as useless as no system at all; the owner drowns.
Lumen’s monitor scans roughly 2,400 patients every day and typi-
cally surfaces three to five. Thousands watched, single digits raised.
That ratio is what makes it usable instead of overwhelming.

The GLP-1 piece deserves its own mention. As Chapter 10 laid out,
weight-loss patients leak silently — they don’t quit, they just stop re-
filling, and the curve bends toward losing half of them in a year
when nobody intervenes. The monitor watches every patient’s place
in the journey: the week-two side-effect check-in, the month-four
plateau message before they decide it stopped working, the refill
that’s three days from lapsing, the goal-weight patient who’s now
the warmest aesthetic prospect in the building. It surfaces each one
on the morning it matters.
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@ THE Al CHIEF OF STAFF

One role, five functions

Not five disconnected tools bolted on. One coordinated system that runs five jobs at once — and keeps them talking to each other.

o BRIEFING

Morning Briefing

© OPTIONS + TRADE-OFFS ° © SPEED.TO-LEAD

Decision Preparation y Y Communication & Lead
Triage

Al Chief

ONE COORDINATED ROLE

© aLp-1 Lase © REBOOKING

Operational Monitoring Follow-Up Enforcement

Not five tools. One coordinated system.

5. Decision preparation. When you face a real decision — raising
injectable pricing, adding a second injector, launching a member-
ship tier — the chief of staff assembles the context before you sit
down: the relevant history, comparable past moves, the financial
impact, and the options laid out with their trade-offs. You decide in
ten minutes instead of researching for two hours.

When Rachel weighed whether to add a second injector, the sys-
tem compiled it for her: current chair utilization, the average wait
for a new-patient injectable appointment, revenue per injector, the
hiring and ramp cost, and the projected revenue from the consults
Lumen currently loses to wait time. The decision took ten minutes.
The analysis behind it would have taken days she didn’t have.

The Cost Comparison

An AT chief of staff costs somewhere in the range of one hundred to
five hundred dollars a month in tooling, plus the twelve-week ramp
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— sixty to ninety hours of your attention, declining every week as
the systems earn trust.

A human chief of staff costs fifty to eighty thousand dollars a year,
takes ninety days to onboard, and works forty hours a week. For
most independent practices that hire is simply out of reach, which
is why the operational watching never gets done — it falls on the
owner, between patients, on the days there’s time.

The Al version isn't better at judgment, and I won’t pretend it is. A
human is irreplaceable for the relationship calls, the sensitive con-
versations, the cultural decisions. But for the operational layer —
monitoring, triage, follow-up, briefing — the AI is more consistent,
more complete, and awake at 2 a.m. The strongest configuration I've
seen pairs the two: the AI handles the watching and the drafting,
and a human like Priya handles the personal calls and the moments
that need a real voice. The AI makes the human dramatically more
effective by preparing the ground.

The owner’s role shifts from doing the work to reviewing it —
from being the one who has to catch everything to being the one
who decides what to do about what the system caught. That’s not a
technology story. It’s the same leadership transition every growing
practice eventually faces: the founder stops doing and starts manag-
ing. AI just lets you make that transition without hiring a manage-
ment layer you can'’t afford.

None of this is a new idea. Proactive, consistent follow-up has al-
ways retained patients and saved money. What’s finally within
reach is delivering it to every patient, every day — including the ful-
ly booked Tuesday when a human chief of staff would simply have
run out of hours.
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What to Do Monday Morning

Don'’t try to build all five functions at once. Start with the one that
would buy back the most of your time. For most practices that’s
communication and lead triage — the speed-to-lead leak — or fol-
low-up enforcement on rebooking and overdue patients.

Pick one. Turn it on. Review one hundred percent of its output for
the first week, and expect that week to feel like more work, because
it is. Correct what’s wrong; confirm what’s right. By Week 3 you're
spot-checking. By Week 4 that function runs with little from you,
and you add the second. As Chapter 18 lays out, the twelve-week
road to management by exception is exactly that: one function this
week, promoted on demonstrated accuracy, then the next.

Week 12 is closer than it looks. But it starts with Week 1 — and
Week 1 always feels like more work, not less. That’s the investment.
Everything after it is the return.

Resource: If you'd rather have the chief of staff built and calibrated
against your own PMS data, the Found Money Audit at alchemyinsid-
e.com/audit identifies which of the five functions will produce the high-
est return in your practice first. Prefer to start by seeing where your big-
gest operational leak is? The free Practice Diagnostic at alchemyinside.-
comy/scorecard scores it in 90 seconds, no email required.
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A Chapter 13: Your Data Is Your
Moat

Her best marketing was already in the building. It just wasn't filed.

Every practice owns data that no competitor can replicate. Not the
data in your PMS fields — names, phone numbers, treatment codes.
The data in your conversations and on your walls. The exact words
your patients use to describe what they want. The objection that al-
most stopped them from booking. The moment in the consult when
a “let me think about it” became a “let’s do it.” And the before-and-
after photo that closed the next ten patients.

That material is the most valuable AI training data your practice
owns. And in almost every med spa, it is being lost — because no-
body records the consult, nobody transcribes it, and the photo li-
brary sits in a phone roll that nobody mines.



A competitor can copy your menu in an afternoon. They can copy
your prices off your website. What they cannot copy is a few hun-
dred analyzed consults that reveal exactly how patients in your mar-

ket talk about looking “refreshed, not overdone” — and exactly
which sentence, from you, turns a nervous first-timer into a
member.

Mara’s Discovery

When the front-desk coordinator at Lumen Aesthetics — call her
Priya — started recording the practice’s injectable consults, with pa-
tient consent, Dr. Rachel Adler expected to learn about her close
rate. She did. But what she actually discovered was more valuable.

In roughly the first thirty recorded consults, a striking share of
patients used some version of the same phrase: “I want to look re-
freshed, not overdone.” Not “I want to look younger.” Not “I want
more volume.” Refreshed. Natural. A few said “I don’t want anyone
to know I had anything done.” That language appeared again and
again — and it was nowhere in Lumen’s marketing. The website
talked about “advanced injectable artistry” and “full-face rejuvena-
tion.” The patients were buying not looking like they’d had work done.
Lumen was selling transformation.

That single insight — pulled from consults the practice had previ-
ously let evaporate — changed the homepage headline, the consult
opener, and the follow-up emails. The new language mirrored the
patient’s own words back to her: “Subtle, natural results that look
like you on your best day.” Consult-to-treatment conversion moved
up in the quarter that followed. At Lumen’s volume and ticket, even
a modest lift is real money — and it came from words the patients
had been saying all along.

No competitor could have found this. Not because the insight was
secret, but because it lived inside conversations between Lumen’s
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injector and Lumen’s specific patients, in Lumen’s specific market.
Generic aesthetics marketing would never surface “refreshed, not
overdone” as the dominant buying language in a particular suburb.
Only Lumen’s own data could.

Three Types of Valuable Data

The Patient’s Own Language

When a patient says “I just want to look like myself, but less tired,”
that is not small talk — it is intelligence. An Al system trained on
fifty of those descriptions knows exactly how your market talks
about what it wants. No copywriter would invent those exact words.
No competitor can access them.

The vocabulary is specific and it is gold. Patients describe their
goal in their own terms — “snatched,” “natural,” “not frozen,” “I
want my jawline back,” “I just want to look less angry.” Those phras-
es are the most persuasive marketing copy you will ever write, be-
cause you didn’t write them. Your patients did. When your ad head-
line, your consult script, and your treatment-plan email use the pa-
tient’s own language instead of clinical language, the patient feels
understood before you've recommended a thing.

This pattern is invisible in your billing data. It is invisible in your
appointment system. It lives only in the conversation — and until
you start capturing it, it walks out the door with every patient.

The Objection Sequence

Most aesthetic consults have two or three objection moments, and
the order matters. A patient who raises cost first behaves differently
from one who raises fear of looking fake first. After processing a
hundred consults, AI can identify the pattern and surface the re-
sponse that has historically converted that specific sequence.

At Lumen, three objection patterns showed up again and again:
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“I'm nervous about needles.” The fear-first patient leads with the
procedure itself — the needle, the pain, the recovery. This patient
has usually already decided they want the result; they need to feel
safe. The response that converts is not a discount and not a feature
list. It is reassurance and control: walking them through exactly
what they’ll feel, offering numbing, starting conservative, and the
line that worked over and over — “We can do a little now and add
more in two weeks if you want; we can always add, we can’t
subtract.”

“I don’t want to look fake.” The identity-first patient is afraid of
the outcome, not the procedure. They’'ve seen the overdone results
and they’re terrified of becoming one. The response that converts is
the before-and-after library used surgically: showing this patient
natural, subtle results on faces like theirs, and naming the philoso-
phy back to them — “refreshed, not overdone” — in the practice’s
own voice.

“I'm worried about the cost.” The price-first patient often isn’t ac-
tually price-sensitive; they’re uncertain about value and frequency.
The response that converts reframes cost as cadence — a neuromod-
ulator is a few hundred dollars every three to four months, not a
mystery — and offers the membership that turns an unpredictable
expense into a planned one.

Before recording, every consult got treated the same. After, the
team had a response ready for each opening objection. The lift
showed up across all three.

The Conversion Trigger

In every consult that closes, there’s a moment where the patient
shifts from evaluating to deciding. It might be a phrase you used, a
photo that matched their face, or the way you named the fear they
hadn’t said out loud. That trigger is invisible in PMS data. In a
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recorded, consented consult, it’s identifiable — and once identified,
it can be built into every consult the practice runs.

At Lumen, the conversion triggers clustered into a short, repeat-
able list. The most reliable one: showing the patient a before-and-af-
ter of someone who looked like them before treatment. Not a model.
Not a dramatic case. A face with their concern, their age range, their
coloring, achieving exactly the “natural” result they’d asked for. The
moment they saw it on a real face, “the injector says I'd benefit” be-
came “I can see what this would do for me.”

The other triggers were just as concrete: a friend’s result they
could name, an upcoming wedding or reunion or vacation, and the
turn of a season — the run-up to summer, the run-up to the holidays.
A patient with a date on the calendar converts at a different rate
than one without, and once you know that, the consult changes.
“When’s the event?” stops being chitchat and becomes part of the
close. Discovered by reviewing recorded consults to find the consis-
tent moment of commitment, then built into the room: the relevant
before-and-afters queued before the patient sits down, the event
question asked every time.
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@ YOUR DATA IS YOUR MOAT

Three kinds of consult data, one engine

Every consult quietly produces three streams of data. Fed into one engine, they become the assets generic Al can never own.

©® Patient Language

“refreshed, not overdone”

_, Marketing copy
N HER WORDS

©® Objection Sequence

_, Consult scripts
nervous about needles - l0ok fake - cost Your practice’s

OBIECTIONS, PREEMPTED

TRAINED ON YOU

@ Conversion Trigger — Process requirements

TRIGGERS, OPERATIONALIZED
amatching before/after, a friend!’s result, an event, a
season

Generic Al can't have this. It's yours because you recorded it.

The Before-and-After Library Is an Asset

There is one more proprietary, compounding asset that almost
every practice undervalues: the before-and-after photo library.

Every result you produce is a marketing asset and a conversion
tool at once — but only if it is captured consistently, organized so
you can find the right one, and used compliantly. A wall of a thou-
sand real results, indexed by concern, by age range, by treatment,
by skin type, is something no competitor can replicate. They would
need your patients, your hands, and your years. It is the single most
persuasive thing in the building, and in most practices it lives as an
unsorted camera roll.

Handle it correctly, because this is patient data and the rules are
not optional. Photos require explicit, documented consent for the
specific uses you intend — internal reference is one thing, market-
ing and social are another, and the patient gets to choose. Store and
transmit images in a HIPAA-compliant way; faces are protected
health information. Legal before clever is the rule here as every-

148



where. Chapter 17 covers the referral and review engine that turns a
consented result into new patients the right way; treat the photo li-
brary as part of that same compliant system, not a free-for-all.

Done right, the library compounds exactly like the conversation
data. Every consult that ends in treatment adds an asset that closes
the next consult. The objection “I don’t want to look fake” is an-
swered not by your reassurance but by twenty real faces who feared
the same thing and got the result they wanted.

The Four-Layer Knowledge Architecture

Beyond the consult and the library, your expertise has a structure —
layers that can be documented, codified, and eventually extended
by Al systems that add capacity without adding staff.

Layer 1: Foundation — Your Core Principles

These are the beliefs that guide every recommendation you make,
usually without your stating them. “Natural beats dramatic.” “We
can always add; we can’t subtract.” “Start conservative with a new
patient.” “A full schedule is not a profitable one.

b AN1]

Treat the patient,
not the menu.”

Lumen’s foundational principles, once Rachel finally articulated
them: “Refreshed, not overdone, on every face.” “The result has to
look like the patient on a good day, never like a different person.” “A
med spa is a relationship business that happens to involve
injectables.”

These sound obvious when stated. They are not obvious to a new
injector, a new coordinator, or an Al system. Documenting them ex-
plicitly creates the decision-making framework that keeps the prac-
tice consistent whether the decision is made by you, your team, or a
system operating on your behalf.
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Layer 2: Strategic Frameworks

Your diagnostic models, decision trees, and evaluation criteria. The
revenue formula. The retention math — every patient is a subscrip-
tion written on a biological clock. The pricing and discount-in-
tegrity framework. The five dimensions of GLP-1 retention. These
are the tools of your trade, and they are documentable.

Lumen’s frameworks include its consult-qualification approach,
its treatment-cadence model (neuromodulator every three to four
months, filler every six to twelve, facials monthly to quarterly), and
its membership-versus-a-la-carte decision logic. In most practices
these live only in the owner’s head. Documented, they become
trainable. Trainable, they can be applied at scale — an AI system us-
ing Lumen’s cadence model can pre-sort each morning’s patients by
who is biologically due and prepare a briefing before the injector
walks into the room.

Layer 3: Tactical Processes

The step-by-step procedures that execute the frameworks. How to
run the consult so the objection sequence gets handled in order.
How to build the GLP-1 onboarding conversation. How to queue the
right before-and-afters before a patient sits down. The implementa-
tion guides that turn strategy into action.

This layer is where most documentation starts and where most
stops. But tactical steps without the framework above them produce
robotic execution, and frameworks without the principles above
them produce technically correct but off-brand decisions — the in-
jector who follows the procedure perfectly and still talks a “re-
freshed, not overdone” patient into too much.

Layer 4: Communication Patterns

The language, tone, analogies, and reassurances you use to explain
your thinking. Not just what you say — how you say it.
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This layer is the hardest to document and the most valuable for Al
to reproduce. When Rachel reassures a needle-nervous patient, she
doesn’t say “we’ll administer the neuromodulator via a series of in-
tradermal injections.” She says: “You'll feel a tiny pinch, like a quick
mosquito bite, and we’ll start small — we can always add more in
two weeks, but we can never take it back, so we go slow and you
stay in control the whole time.” That phrasing — refined over thou-
sands of consults — converts nervous patients into treated ones. It’s
documented nowhere. It lives in Rachel’s instinct. But once cap-
tured in a consented, recorded consult and transcribed, it becomes
part of the architecture AI can use to draft patient messages, treat-
ment-plan emails, and consult notes that sound like Lumen.

Building the Moat Over Time

@ THE KNOWLEDGE ARCHITECTURE

Four layers that make Al sound like you

All four needed for Al to sound like your practice.

LAYER 4
Communication Patterns — Tone, reassurances,
analogies

LAVER 3
Tactical Processes — The consult, GLP-1 onboarding

Strategic Frameworks — Cadence, pricing, retention models

LAYER 1
Foundation — Core principles & beliefs

Skip a layer and it sounds like everyone else.

An AI system informed by all four layers produces outputs that
sound like your practice and reason like it — within the domain
you've defined. For the share of patient interactions that follow es-
tablished patterns, the system delivers what you would. For the in-
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teractions that demand genuine clinical judgment, your full atten-
tion is free for them.

Here is what makes this a moat rather than a one-time edge: the
data compounds. This is the long-arc advantage Chapter 14 is built
on, and it shows up here concretely.

Month one, you have ten or fifteen analyzed consults. Enough to
spot the most obvious pattern. Lumen found “refreshed, not over-
done” almost immediately.

Around month three, you have a few dozen. The objection se-
quences come into focus. The needle-fear, fake-fear, and cost pat-
terns separate cleanly, each with the response that converts it. Your
consult playbook has real data behind it, not guesses.

By month six, the conversion triggers are documented. You know
not just what closes, but which trigger closes which kind of patient
— the matching before-and-after for the fake-fearful, the event ques-
tion for the date-driven. Your systems and your photo library are or-
ganized around patterns specific to your practice.

By month eighteen, the gap from Chapter 14 applies directly. A
competitor starting fresh has the same AI tools you do. They do not
have your hundreds of analyzed consults, your documented frame-
works, your calibrated objection playbook, or your indexed library
of real results. The tools are commoditized. Your data is not. Month
one shows you obvious patterns; month eighteen is a moat.

How to Make It Stick

Start by hand, because you can, and because the first patterns are
the loudest. Pick one stack of consult recordings and one afternoon.
Read fifteen transcripts with a highlighter. Pull the patient’s exact
words, mark the objection moments, flag the moment they decided.
You will find “refreshed, not overdone” — or your market’s version
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of it — by the time you reach the tenth transcript. A folder of tran-
scripts and a monthly hour will sharpen your entire message. I've
watched practices do exactly that and rewrite their homepage oft
one afternoon’s reading.

The next step up is mostly plumbing, not intelligence — and it’s
worth saying so plainly, because the word “AI” makes owners as-
sume the whole thing is exotic. Recording the consult is a consent
checkbox and a phone on the counter. Transcription is a tool you
point at the audio that hands back searchable text in about a
minute. Indexing the before-and-after library — tagging each con-
sented photo by concern, age range, treatment, skin type so the
right one is a query away in the room — is ordinary database work
your PMS or a simple media tool can do. None of that needs a mod-
el. It’s capture and storage, the unglamorous half that most prac-
tices skip and then wonder why the data “disappeared.”

AT earns its place at exactly one seam in this chapter, and it’s a
real one: reading across the whole pile. A person reviews the fifteen
consults they had time for. A system reads all four hundred, every
consented one, and finds the pattern no afternoon would surface. A
particular phrase in the first two minutes tracks with a larger treat-
ment plan. The needle-fear opener converts at a different rate than
the fake-fear one. Patients who name an event on the calendar close
higher. That is pattern-matching across volume, the one job a busy
owner genuinely cannot do by hand and shouldn’t pretend to. It’s
also the job that keeps running on a fully booked Tuesday, mining
month nine’s consults against month one’s instead of letting the
analysis go stale the first week the front desk is slammed.

So the order is: capture everything by hand first, get the plumb-
ing in so capture and storage stop depending on a good week, and
let the system do the cross-volume reading no person has the hours
for. Patient language was always the best marketing copy and a sat-
isfied result was always the best close. What’s new is being able to

153



mine both from every patient, not just the handful you had time to
remember.

What to Do Monday Morning

Start recording your consults — with consent. Aesthetic consults are
clinical encounters, so this is consent twice over: get the patient’s
permission to record, and keep recordings and any photos in a
HIPAA-compliant way. Inform the patient, document the consent,
and honor it. The patient who hesitates is telling you something
useful about their trust threshold, which is itself worth knowing.

Make the asking routine so it doesn’t feel awkward. Add one line
to your intake form — “We sometimes record consults to improve our
care and training; may we record yours?” with a checkbox — and have
the provider name it in the first thirty seconds: “I record my con-
sults so I can give you my full attention instead of taking notes — is
that all right?” Tied to better care, it reads as thorough, not sur-
veillance, and most patients say yes without a second thought.
Capture the checkbox state in the chart so the consent is document-
ed, not remembered. The same habit makes the transcription effort-
less: when consent is the default and the recorder is already on the
counter, pressing record stops being a decision you re-make every
visit.

Transcribe automatically. Generic Al transcription tools do this at
near-zero cost and turn a thirty-minute consult into searchable text
in about a minute. (Confirm any tool you use can handle protected
health information appropriately before you point it at patient con-
versations — legal before clever.)

Set a monthly cadence: review ten to fifteen transcripts and pull
three things.

* Highlight the patient’s exact words for what they want —
“refreshed,” “natural,” “snatched,” “not frozen.” These become

154



your headlines, your ad copy, your consult opener.

* Mark the objection moments — not just the objection, but the
sentence that resolved it. These become your consult scripts, one
response ready per opening objection.

¢ Flag the conversion trigger — the matching before-and-after, the
named friend, the event on the calendar, the season. These
become process requirements: the right photos queued before
the patient sits, the event question asked every time.

While you're at it, start treating the before-and-after library like the
asset it is. Two habits make it usable instead of a liability. First, cap-
ture the consent level with each photo, not just a yes/no — internal
reference, marketing, and social are three separate permissions,
and the patient gets to choose; tag each image with what they ap-
proved so the front desk never has to guess later. Second, organize
as you capture, by concern, age range, treatment, and skin type, so
the right result is one query away when a fake-fearful patient is sit-
ting in the chair. A photo you can’t find, or can’t legally use, isn’t an
asset. Chapter 17 lays out the compliant referral-and-review engine
this library plugs into; treat the two as one system from day one.

After a few months and thirty to forty-five transcripts, the pat-
terns are clear enough to act on. Feed them back into your systems.
Each cycle makes the next one smarter — and it all starts with press-
ing record.

Resource: The articles at alchemyinside.com/articles include guided
walkthroughs for building your four-layer knowledge architecture —
from recording your first consult to extracting the language, objections,
and triggers that convert, to using your before-and-after library com-
pliantly. Browse the Data dimension for the full series, or subscribe at
alchemyinside.com/newsletter to get them as they publish.
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% Chapter 14: The 18-Month Window

Same menu. Same town. One of them started eighteen months ago.

Eight months ago, Dr. Rachel Adler turned on the systems this book
describes at Lumen Aesthetics. Not all of them at once — she started
with the one leak that was costing her the most, the cadence loop
from Chapter 3, and let it run. A few months later she added rebook-
ing at checkout. A few months after that, the GLP-1 retention follow-
up from Chapter 10. Each one was a small change to how her exist-
ing practice already worked. None of it required new patients, new
services, or new staff.

The early results were the ones you'd expect. Her prebook rate
climbed out of the low forties. Her overdue patients started getting
reached at the deviation point instead of six months too late. Her
GLP-1 drop-off curve bent.
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But here is the part that matters for this chapter, and it’s the part
almost nobody sees coming: those improvements weren't a one-
time jump. They were compounding. Every month of data made the
next month’s work better. The reactivation messages got sharper be-
cause the system learned which framing actually brought Lumen’s
patients back. The cadence got calibrated to real behavior instead of
a textbook interval. The before-and-after library grew into a sales
asset that closed consults on its own.

Across the street — figuratively; in Rachel’s case it’s a clinic eleven
minutes away — sits a med spa of almost exactly the same size.
Same injectables menu. Same lasers. Same GLP-1 program. Same
kind of excellent, fully booked physician. They are running the
practice the way Rachel ran hers a year ago: well, manually, and en-
tirely from memory.

Rachel is roughly fifteen percent ahead of them now. And the gap
is accelerating.

The Compound Gap

Manual operations improve in a straight line, if they improve at all.
You train the front desk, tighten a script, hire a sharper coordinator,
and you get better by some single-digit percentage. Each gain takes
effort, and the effort produces a one-time bump. Then you plateau
until the next push.

Instrumented operations improve differently, because the im-
provement isn’t driven by effort. It’s driven by feedback loops that
run whether or not anyone is having a good week. A reactivation
message that learns from who actually rebooks doesn’t stay the
same — it gets a little better every month. The framing that brings
patients back gets reinforced. The timing that lands gets repeated.
The phrasing that gets ignored gets dropped. Over a year, that’s a
meaningful lift on the same list of patients. Over two, it compounds
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into something a manual practice simply cannot reach with the
same effort.

The manual practice across the street can optimize too. But its op-
timization cycle is quarterly at best — someone notices a pattern,
mentions it in a staff meeting, half the team remembers to apply it,
and then a busy month buries it. Three or four real cycles a year.
The instrumented practice adjusts continuously, after every send
and every rebooking, and the adjustment doesn’t depend on anyone
remembering.

This is the % Signal dimension of the practice. The asset that
compounds isn’'t the medicine and it isn’t the tool. It’s the accumu-
lated signal — what your practice has learned about your patients
that nobody else can see.

Here is the gap over eighteen months, using Lumen as the illus-
tration. Treat the numbers as the shape of the curve, not a promise
— your practice will land somewhere on this slope, not on a precise
point.

Month 6: about fifteen percent ahead. Lumen’s cadence and re-
booking loops have now run across thousands of visits. The system
knows which overdue patients respond to which nudge, and the
front desk no longer relies on memory for any of it. The practice
across the street has seen the same patient volume walk through
and learned nothing systematic from it — whatever was learned
lives in one coordinator’s head and leaves when she does.

The gap is real but catchable. A competitor who turned on the
same systems this month could close it within a couple of quarters.

Month 12: about thirty-five percent ahead. Lumen’s systems
have now seen a full year. They’'ve watched a January filler patient
and an October tox patient and a summer GLP-1 starter move
through their whole cycles, and they’ve learned the seasonal shape
of the practice — when patients drift, which months the no-show
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rate climbs, which reactivation windows actually convert. The prac-
tice across the street doesn’t have any of that, because there is no
shortcut to it. It takes a year of data to know what a year looks like.

The gap is now structural. A competitor starting today would
need twelve months of accumulation before they could match the
calibration, no matter how good their tools are.

Month 18: about sixty-five percent ahead. Now Lumen’s systems
aren’t just doing the same things faster. They’re doing things the
competitor cannot do at all. Flagging the GLP-1 patient whose refill
is slowing two weeks before she lapses. Knowing that a particular
tox patient reliably rebooks at week eighteen and shouldn’t be
nudged early, while another tends to vanish at month four and
should be flagged sooner. Surfacing the patient who just hit her goal
weight as the warmest aesthetic consult in the building, at exactly
the right moment.

@ THE comPouND GAP

Manual vs. instrumented, over 24 months

Both practices start at the same number. One improves in a straight line. The other compounds — and the gap stops being
catchable.

— Instrumented practice ~=~ Manual practice

ance (indexed)

Operational perform

100

Same start. The gap doesn't add — it compounds.

The competitor could buy the same tools tomorrow. But the tools
without eighteen months of Lumen’s specific patient data are an
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empty library — an impressive building with bare shelves. Rachel
isn’t twice the injector her neighbor is. Her practice’s memory is.

What Actually Compounds

Not everything benefits from an early start, and confusing the two
is how owners waste their first six months. The compounding ad-
vantage belongs specifically to the systems that close feedback
loops on your own patients. Knowing the difference keeps you from
investing in the wrong things first.

What compounds:

Retention intelligence. A system calibrated against eighteen
months of real outcomes knows which signals actually precede a
patient leaving your practice — not a generic benchmark, but the
specific behavior that means a Lumen patient is about to drift. A
slowing GLP-1 refill. A tox patient who has slid two cycles past due.
A first-visit patient who didn’'t prebook. A fresh deployment starts
with textbook thresholds and has months of calibration ahead of it
before it knows your patients the way yours does.

Message and consult effectiveness. A reactivation system that
has worked thousands of overdue patients has learned which fram-
ing brings Lumen’s patients back and which gets ignored. A consult
follow-up that has seen hundreds of conversions has learned what
actually moves a “let me think about it” to a booking. That specifici-
ty came from real data points. It cannot be guessed, and it cannot be
bought.

Patient-language data. Every consult, every review, every objec-
tion your practice handles is a sample of how your patients actually
talk about their faces, their cost worries, their results. Over time
that becomes a vocabulary — the exact words that convert, the exact
concerns that recur — and it makes every message and every con-
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sult script sound like it was written by someone who has been in the
room a thousand times, because it was.

Your before-and-after library. Every result you photograph and
tag is an asset that compounds. After eighteen months it’s not a fold-
er — it’s a searchable, organized library that closes consults on its
own, the single most persuasive thing in aesthetics, growing every
week you stay instrumented. The practice across the street has the
same camera and the same results. They just never turned them
into an asset.

Calibrated cadence. The treatment clock from Chapter 3 starts as
a generic interval and becomes, over a year, a per-patient prediction
tuned to how each individual actually behaves. That calibration is
the heart of retention, and it exists only inside a practice that has
been watching long enough to learn it.

What does NOT compound:

One-off content. A single batch of social posts, a one-time email
blast, a brochure — these are the same quality whether you make
them today or in a year. There’s no loop. The output doesn’t improve
with repetition because nothing is feeding back into it.

A tool you bought but didn’t connect. This is the expensive one.
A platform sitting in a tab, disconnected from your PMS, not pro-
cessing your patient data, accumulates nothing. It is the empty li-
brary you paid for. The compounding doesn’t come from owning
the tool. It comes from the data flowing through it. A tool that isn’t
wired into your practice is just a monthly charge.

The distinction is simple. Systems that process feedback loops on
your own patients compound. One-shot tasks don’t. Build the loops
first.
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Why the Window Narrows — and Why It’'s Honest

I want to be careful here, because “the window is closing” is exactly
the kind of line a salesman uses to rush you, and this book is not
that. So let me tell you precisely why the urgency is real, and where
itisn't.

The urgency is not that the technology is about to change and
leave you behind. It will keep improving, and that improvement
will be available to everyone, including the practice across the
street. If the advantage came from the tool, there would be no win-
dow at all — you could just buy the better tool later and catch up.

The urgency is that data accumulation cannot be skipped. This
is the whole argument of Chapter 13, and it’s the load-bearing idea
of this one. The advantage compounds inside your practice’s own
record of your own patients, and there is no version of that you can
purchase, license, or fast-forward. A competitor who starts eighteen
months after you will have the same tools you have — possibly bet-
ter ones — and none of your eighteen months. They can start any
time. What they cannot do is start eighteen months ago.

That’s why the first practice in a market to instrument this owns a
head start that widens on its own. Not because they’re smarter or
because their tools are special, but because they began accumulat-
ing signal sooner, and signal can only accumulate in real time. The
window narrows every month not because anything is being taken
away from you, but because every month you wait is a month of
data your future self will wish they already had — and a month your
neighbor might be banking instead.

Honest version of the friction, too: the first weeks of any of these
systems feel like more work, not less, because you’re instrumenting
something that used to run on memory. The compounding doesn’t
show up on day three. It shows up at month six and becomes unde-
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niable at month twelve. The practices that win are simply the ones
that started, and didn’t quit before the curve bent.

@ THE 18-MONTH WINDOW

Same tools. Different outcomes.

Two practices start Day 0 with the identical injectables menu. The difference isn't the tool — it’s whether every month of patient
data is captured or thrown away.

PracticeA ~  insTRUMENTED PracticeB. oisconnecTed

nnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnn

Month 18 — deep moat

Month 3 — tagged data accumulating

ssssssssssssssssssssssssss

The neighbor can buy the same tool tomorrow. He can't buy your eighteen months.

How to Make It Stick

Here’s the part that should be a relief: most of the head start in this
chapter isn’t exotic. It’s instrumenting what you already do and let-
ting the record accumulate. You can start by hand, and the first
eighteen months of advantage are mostly just having the data at all —
something a diligent owner can begin this week.

Start manual, because the loop is what compounds, not the so-
phistication. Pick your highest-dollar leak and start writing things
down on purpose. A shared sheet of overdue patients you actually
work every Monday. A photo drive where every result gets tagged
with the treatment and the date the same afternoon it’s taken. A
running note of which reactivation text got a reply and which got si-
lence. None of that is clever, and all of it is real signal. A practice
that does only this — manually, stubbornly, every week — will still
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be meaningfully ahead of the identical practice across the streetin a
year, because the neighbor is accumulating nothing.

Most of the next step is plumbing, not intelligence. The reason
manual accumulation feels heavy is that the data lives in scattered
places — the PMS, the photo drive, the texting app, the coordinator’s
memory — and nobody is wiring them together. The fix for that is
ordinary integration. Connect your practice-management system to
your messaging so the overdue list builds itself instead of being re-
queried by hand. Pipe your tagged photos into one organized,
searchable library instead of a dated folder. Turn on the reminder
cadence your booking software already ships with. This is the
unglamorous middle, and it’s where most of the fragility disappears
— not because anything got smart, but because the data stopped de-
pending on someone remembering to move it.

Intelligence earns its place at exactly one seam in this chapter:
reading each patient’s own accumulated history and acting on it, every
day, at a volume no person can hold in their head. That’s the part the
spreadsheet can’t reach. Knowing that one tox patient reliably re-
books at week eighteen and shouldn’t be nudged early, while anoth-
er tends to vanish at month four and should be flagged sooner —
that’s a per-patient pattern learned from your own record, applied
across thousands of visits, the morning after each one. Surfacing
the GLP-1 patient whose refill is slowing two weeks before she laps-
es. Recognizing that the patient who just hit her goal weight is now
the warmest aesthetic consult in the building. These aren’t a
smarter tool doing a generic trick; they’re the same compounding
asset you built by hand, finally being read closely enough, often
enough, to act on. The signal had to exist first. That’s why the order
is start the loop, wire it together, and only then ask software to
watch every patient the way you'd watch one.

The practice that learns about its patients sooner pulls ahead —
that was always true. What’s different now is that the learning can
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keep happening on the slammed Tuesdays and through the staffing
gaps, instead of being the first thing that gets dropped.

What to Do Monday Morning

Don't try to instrument the whole practice at once. That’s the most
common mistake, and it’s why most of these efforts stall — the own-
er reads a chapter like this, tries to turn on six systems at once,
drowns, and six months later is exactly where they started, minus
the time and the money.

Do this instead. Identify your single highest-dollar leak — the one
gap from the chapters in Part Two that is costing you the most right
now. For most practices reading this, it’s the cadence cliff from
Chapter 3, the GLP-1 drop-off from Chapter 10, or the dormant list
from Chapter 7. If you're not sure which, the Found Money Map
from Chapter 15 will point you straight at it: the lowest score is the
biggest dollar opportunity.

Then start one system on that one leak, this month, and let it be-
gin compounding. Not a plan. Not a six-month transformation. One
feedback loop, running on your real patient data, accumulating sig-
nal starting this week. Prove it. Let it earn its place. Then add the
next one on top of the data the first one is already generating —
which is exactly the sequence Chapter 18 lays out, week by week.

Rachel didn’t launch an initiative or hire a consultant. She turned
on one loop, watched it work, and expanded from there. Eight
months later she’s fifteen percent ahead of an identical practice
down the road, and the only thing separating them is that she start-
ed first. The neighbor can still start. They just can't start eight
months ago — and neither can the practice across the street from
you.

Your month one began the moment you read this chapter. The
only question is whether you let it pass, or turn on the one system
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that makes month eighteen look effortless.

Resource: Not sure which leak is costing you the most — or how to turn
the first loop on without blowing up your week? The walkthrough at
alchemyinside.com/how-it-works shows exactly how the first system
gets wired into your practice and starts compounding from day one. If
youd rather we find your single highest-dollar leak with you, the
Found Money Audit at alchemyinside.com/audit does it against your
real numbers.
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+ Chapter 15: The Found Money Map
for Med Spas

For the first time, Mara knew exactly where the money was hiding.

Everything in this book so far has named one leak at a time — the
weight-loss patients who vanish at month three, the consults that
never convert, the no-shows, the dormant list, the membership that
never sold, the discount that quietly became the price. Six leaks. Six
chapters. This is where they become a single map.

The point of a map is not to admire the territory. It’s to tell you
where to dig first. By the end of this chapter you’ll have a number
for each of the six leaks in your own practice, a way to rank them,
and an honest combined figure that survives contact with your real
PMS data. That combined figure, for a typical practice in the $1.4 to
$1.8 million range, lands somewhere between $80,000 and $250,000
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a year in recoverable revenue. Not someday. Now. Sitting inside pa-
tients who already like you.

But before I hand you the map, I have to fix your instruments.
Because a map drawn on bad data leads you confidently in the
wrong direction.

First, You Have to Be Able to Trust Your Own Numbers

Here is the uncomfortable foundation under everything in this
book: most practice owners cannot tell you, to within twenty per-
cent, how profitable they actually are. They can tell you their rev-
enue. They cannot reliably tell you their margin by service line,
their true capacity utilization, or how much of last month’s “rev-
enue” was actually cash collected for services not yet delivered.

This is not a competence problem. It’s an instrumentation prob-
lem, and it has three specific failure points.

True margins by service line. A HydraFacial and a syringe of
filler are not equally profitable, and neither is your GLP-1 program
once you load in the drug cost, the nurse’s time, and the refill-man-
agement overhead. Most practices run a blended sense of “we do
well” without knowing which services subsidize which. You cannot
prioritize a found-money fix if you don’t know which leaks are
draining your most profitable chair time.

Capacity and provider utilization. “My schedule is full” is the
most expensive sentence in aesthetics, and we’'ve returned to it all
book long. A full schedule of low-margin, single-service, never-re-
booked visits is a treadmill, not a business. Until you can see each
provider’s utilization — booked hours against available hours, and
revenue-per-provider-hour by service — you can'’t tell whether you
have a demand problem, a mix problem, or a capacity bottleneck
where the owner-injector is the constraint. Busy hides the leak.
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Revenue recognition. This is the one that ambushes owners, and
it’s worth slowing down on.

When a patient pays $2,400 today for a package of six treatments,
how much of that is revenue today? The honest accounting answer
is zero — you’ve delivered nothing yet. You've taken on a liability:
six treatments you now owe. The same is true for an annual mem-
bership paid up front, and for every gift card sold in December that
won’t be redeemed until spring. Yet most med-spa books record all
of it as income the moment the card is swiped.

The result is predictable and dangerous. Packages, memberships,
and gift cards booked as income on sale can overstate revenue by
15 to 20 percent. Most owners think they are meaningfully more
profitable than they are — they are spending against money they’ve
collected but not yet earned, and the cliff arrives the quarter sales
slow but the delivery obligations don't.

“Busy hides the leak. So does cash you’ve collected but haven’t earned.”

Fix the books first. Move packages, memberships, and gift cards to
deferred revenue, recognized as the treatments are actually deliv-
ered. Pull true margin by service line. Instrument provider utiliza-
tion. None of this requires AI — it requires an honest chart of ac-
counts and someone who will look at it. But everything downstream
in this chapter depends on it, because every dollar figure the map
produces is only as trustworthy as the numbers you feed it.
Diagnose on overstated revenue and you’ll “recover” money that
was never really there.

With the instruments calibrated, here’s the map.
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The Map: Six Leaks, Six Dollar Ranges

The six leaks are not my invention and they’re not industry-specific
gimmicks. They’re the six places, in this specific kind of business,
where the gap between what biology dictates and what the practice
tracks turns into lost money. Each one got a full chapter in Part II.
Here they are side by side, with what each examines and the typical
annual range a practice in Lumen’s size class can expect to recover.

@ THE FOUND MONEY MAP

Six leaks, six dollar ranges
Each leak got a chapter in Part Il. Here they are side by side — what each examines, and the annual range a practice in Lumen's
size class can expect to recover.

CHAPTER 5 Speed-to-lead, close rate, the consult that didn't book

ConsuttComersionaFolow . (I

CHAPTER'® Single-service patients, retail attach, recurring membership

Cross-Sel & Wambership GEE——— e
CHAPTER 10 Drop-off across the 12-month curve; onboarding to maintenance

GLP-1 & Waight-Loss Retertion G e
cHAPTER 6 Prebook rate at checkout, noshows, the frstviitclif

Rriesiin S Heshors I i
CHAPTER 7 The dormant list — patients past cadence who simply drifted

Peject Rems sty a—— Lo
CHAPTER 9 Below-value pricing,discount leakage, promo patients

Pricing & Discount Integrity [ | $8K-$25K

Combined, $80K $250K

1. GLP-1 & Weight-Loss Retention — Chapter 10 - typical annual
range $15K-$40K What it examines: drop-off across the 12-month
curve — onboarding, titration, plateau, cost continuity, and aesthet-
ic cross-sell.

2. Consult Conversion & Follow-Up — Chapter 5 - typical annual
range $20K-$55K What it examines: speed-to-lead, consult-to-treat-
ment close rate, and what happens to the consult that didn’t book.

3. Rebooking & No-Shows — Chapter 6 - typical annual range $12K-
$35K What it examines: prebook rate at checkout, no-show rate, and
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the first-visit return cliff.

4. Patient Reactivation — Chapter 7 - typical annual range $10K-
$30K What it examines: the dormant list — patients past their treat-
ment cadence who simply drifted.

5. Cross-Sell & Membership — Chapter 8 - typical annual range
$15K-$45K What it examines: single-service patients, retail attach,
and recurring membership revenue.

6. Pricing & Discount Integrity — Chapter 9 - typical annual range
$8K-$25K What it examines: below-value pricing, discount leakage,
and promotional patients who never return at full price.

Read the ranges, not single numbers. A boutique like Refine
Aesthetics at $650K will land near the floor of each band; a busy
practice like Lumen at $1.8M lands toward the top. The ranges are
deliberately conservative — they assume conservative lifetime val-
ue, partial capture, and refill reality. They are meant to be money
you can count on, not money you can dream about.

Scoring Your Six Leaks

A map you can’t navigate is wallpaper. So here is the simplest honest
way to turn the six leaks into a ranked to-do list.

Score each leak from 0 to 5 on how well your practice currently
handles it:

* 5 — Systematized, measured, and working. You'd put it on a slide
for a buyer.

* 4 — Good, with known gaps. A system exists and mostly holds.

e 3 — Partial. You've addressed it, but inconsistently.

* 2 — Aware, not acting. You know it matters; you haven't built
anything.

* 1— Ad hoc. It happens when someone remembers.
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* 0 — Not addressed. The drain is open and you can't see it.

The score isn’t a grade. It’s a flashlight. A 2 is not the same asa 0 — a
2 means you know the money is there and haven't captured it,
which is a far easier conversation than a 0 where you don’t yet see
the drain. The lowest scores, weighted against the biggest dollar
ranges, tell you exactly where to start. Lowest-scoring and highest-
dollar first. One leak fixed well beats six leaks poked at superficially.

Here’s how Lumen’s six leaks scored the first time we ran them.

1. GLP-1 & Weight-Loss Retention — scored 1/5. Program 18
months old, ~50% gone by month 12, no onboarding arc or refill
safety net.

2. Consult Conversion & Follow-Up — scored 2/5. Consults con-
verted when worked, but no speed-to-lead discipline and no follow-
up on the ones who didn’t book.

3. Rebooking & No-Shows — scored 2/5. Prebook ~40%, no-shows
~14% — patients leaving with an intention, not an appointment.

4. Patient Reactivation — scored 1/5. ~800 dormant patients, no
standing query, no warm outreach.

5. Cross-Sell & Membership — scored 2/5. ~60% single-service,
membership ~8% of revenue, retail attach under 10%.

6. Pricing & Discount Integrity — scored 3/5. Rates roughly cur-
rent, but recurring discounting had quietly become the real price.

Six leaks, mostly ones and twos. Rachel’s reaction was the one I
hear most often: “I had no idea it was that much, in that many
places.” It wasn’t everywhere. It was in six specific places, and the
lowest scores — GLP-1 and reactivation, both 1s — pointed straight
at where to start. Both were also high-dollar. That’s the whole exer-
cise: lowest score, highest dollar, go.
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@ LuMEN, SCORED

The map, scored — and where to start

Each leak rated 0-5 today, with the dashed line marking the realistic target. The lowest scores carry the highest recoverable
dollars — so that's where Lumen begins.

| GLP-1 & Weight-Loss Retention [ 1?
Patient Reactivation [ e | Tl s (A
Consult Conversion & Follow-Up [ | 244
Rebooking & No-Shows — 2 -4
Cross-Sell & Membership — i 2 -4
Pricing & Discount Integrity [ i 344

@ Scoretoday === Targetafter

Lowest score, highest dollar, go.

The Most Important Rule on the Map: Count the
Cascade Once

Now the part that separates honest found-money work from the
pitch decks. You will be tempted to add the six ranges together and
put a single enormous number on a slide. Don’t. The math will be-
tray you the moment it meets your real data, and it will betray your
credibility along with it.

The six leaks are not six independent holes. Several of them share
a single root cause — there is no closed loop on treatment cadence.
That one missing loop is what produces the first-visit cliff, the weak
rebooking rate, the dormant list, and the unsold membership.
When you instrument the cadence and close the loop, you don’t fix
four separate problems and get four separate recoveries. You recov-
er the same patient once, and that patient shows up in your first-visit
math, your rebooking math, your dormancy math, and your mem-
bership math simultaneously.
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So when you tally the map, you cannot stack Leak 3 (rebooking)
plus Leak 4 (reactivation) plus the membership half of Leak 5 at full
value, because the cadence patient appears in all three. Count that
patient one time. Attribute the cascade once.

This is exactly why the combined figure for a Lumen-sized prac-
tice is $80,000 to $250,000 — a conservative range — and not the
half-million you'd get by naively summing every leak’s ceiling. The
honest number is smaller than the fantasy number. It’s also the only
number that’s still standing after you reconcile it against your PMS.
Iwould rather hand Rachel a defensible $140,000 she can actually go
capture than a thrilling $400,000 that evaporates in the first audit.

GLP-1 (Leak 1) and pricing (Leak 6) sit somewhat apart from the
cadence cascade and can largely be counted on their own. The re-
booking-reactivation-membership cluster cannot. When in doubt,
count once and present the range. Conservative math is the only
math that survives.

There’s a simple discipline that keeps you honest here. When you
fix a cadence leak, tag each recovered patient to the first leak that
would have caught them — the prebook at checkout before the reac-
tivation query, the reactivation query before the membership con-
versation — and don’t re-credit them downstream. The downstream
leaks still matter; they’re your safety nets for the patients the first
net missed. But a patient caught at checkout is checkout’s recovery,
full stop. Walk the cascade in order, credit each patient at the first
net that holds them, and the double-counting takes care of itself.
What’s left is a number you can defend line by line.

A Quarterly Re-Diagnostic, Not a One-Time Audit

The map is not a thing you do once and frame. Leaks reopen. A new
coordinator stops filling the cadence field. A busy season buries the
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dormant-list query. A discount introduced “just for the holidays”
quietly becomes the everyday price by March.

So every 90 days, re-score the six leaks. It takes twenty minutes
once the instruments are in place. Youre looking for two things:
leaks that have crept back down a point or two (the system degrad-
ed), and leaks you fixed last quarter that are ready to move from a 3
to a 5. Rachel runs this re-score at the start of each quarter along-
side her financials, because the financial-visibility foundation and
the leak map are the same conversation viewed from two angles —
one says how much you earned, the other says how much you left
behind.

Over four quarters, Lumen’s scores climbed from a board of ones
and twos toward a board of fours, and the recovered revenue
showed up where the map said it would — heaviest in GLP-1 reten-
tion and reactivation, the two lowest-scoring, highest-dollar leaks
she attacked first.

What to Do Monday Morning
Don't try to fix six leaks at once. Diagnose all six; fix one.

First, calibrate the instruments. Ask your bookkeeper one ques-
tion: are packages, memberships, and gift cards recorded as income
when sold, or deferred and recognized as delivered? If it’s the for-
mer, your revenue is likely overstated by 15 to 20 percent, and that’s
the first fix — before any leak math, because every figure below de-
pends on it.

Second, score the six leaks, 0 to 5, honestly, using the rubric in
this chapter. Twenty minutes. Write the six numbers down where
you’ll see them.

Third, pick one. Take the leak with the lowest score and the high-
est dollar range, turn to its Part II chapter, and run the “What to Do
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Monday Morning” section there. Just one. The point of the map was
never to overwhelm you with six fronts. It was to make sure that
when you pick one, you've picked the right one — the one hiding the
most money, not the one that happens to be top of mind.

Then put a note in your calendar for ninety days out: re-score the
six. The map is a habit, not an event. And the sequencing of those
habits — which leak in which order, and how to fix each without it
falling apart on a busy Tuesday — is the 12-week plan in Chapter 18.

Resource: The free Practice Diagnostic at alchemyinside.com/scorecard
scores your six leaks in about 90 seconds and ranks them by recoverable
dollars — no email required. When you're ready for the reconciled ver-
sion against your real PMS data — true margins, deferred-revenue cor-
rection, and a leak-by-leak Found Money Report — the Found Money
Audit at alchemyinside.com/audit is where the estimate becomes a
number you can take to the bank.
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e Chapter 16: The 4 Messages Every
Practice Should Automate

Four messages, written once, working while Mara slept.

How many message sequences does your practice run on its own —
texts and emails that send themselves based on where a patient is in
their treatment journey, without anyone at the front desk pressing
send? For most med spas, the honest answer is none.

Not because owners don'’t believe in follow-up. Because building au-
tomation feels like a project, and projects get pushed to the week
that never comes. Meanwhile, every day without these sequences,
revenue leaks through four predictable gaps — the same gaps the
rest of this book has been mapping.

When I first looked at Lumen Aesthetics, Dr. Adler’s practice sent
exactly two kinds of automated messages: appointment confirma-
tions and payment receipts. Both generated by her practice manage-
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ment software. Both transactional. Between them, patients heard
nothing. A tox patient walked out glowing in October and the next
message Lumen sent her was a receipt — three or four months later,
if she happened to rebook. In the gap where her result faded and the
decision to return got made, the practice was silent. And silence, to
a patient who could go anywhere, reads as indifference.

Here is the good news. There are four foundational message flows
that cover the entire patient lifecycle. Each one takes roughly two to
three hours to build. Each one then runs indefinitely, for every pa-
tient, without anyone remembering. And together they close the ex-
act gaps named in Consult Conversion (Chapter 5), Rebooking and
No-Shows (Chapter 6), Patient Reactivation (Chapter 7), and Cross-
Sell and Membership (Chapter 8).

Four flows. Built once. Running forever. Let me walk you through
each one, what triggers it, and — this is the part most practices get
wrong — how its timing should be tied to biology, not to an arbitrary
calendar.

@ THE 4 MESSAGES

Four flows along the patient journey

Every patient moves through the same arc. Four automated flows, each pinned to a moment, cover the whole of it — built once,
running forever.

ssssss

Welcome Flow Abandoned-Consult Post-Treatment Flow Win-Back Flow
\\\\\\\\\\ Flow TIMED TO CADENCE PAST CADENCE
WITHIN THE WEEK

Four flows cover the whole lifecycle. Build them once; they run forever.

178



Flow 1: Welcome (triggers on: first visit complete)

The window right after a first visit is the most attentive a new pa-
tient will ever be. They just chose you with their face. They’re a little
nervous, a little excited, watching to see whether the result holds
and whether this practice is the kind that pays attention. Whatever
you send in this window gets read.

Most practices waste it completely. They send a receipt and then
go quiet until a marketing blast months later — by which time the
patient has either rebooked somewhere convenient or let the result
fade and told themselves they’ll get around to it. Remember from
Chapter 3: roughly half of new patients never come back after the
first visit. This flow is your first line of defense against that cliff.

The welcome flow is a short series spread across the first weeks
after the first treatment:

Right after the visit: aftercare plus what to expect. Not a form
letter. A specific, useful message tied to what they actually had
done. For a first-time tox patient at Lumen: “You did great today. For
the next 24 hours, stay upright and skip the gym — here’s the full af-
tercare list. You'll see your result settle in over the next week or two,
and it'll hold for about three to four months before it starts to
soften.” That last sentence is doing quiet, important work — it plants
the renewal date in the patient’s own mind before they’ve even left.

A few days later: a helpful resource, no ask. Something that
makes the patient’s life better and proves the practice is useful be-
tween visits, not just when it wants money. A short guide to getting
the most out of their result. A skincare note that complements the
treatment. The patient should think “that was helpful,” not “they’re
selling me something.”

Around the time the glow is real: a little social proof. A brief,
genuine story from a patient in a similar spot — someone who was
nervous about their first injectable and is now a regular. Buyer’s re-
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morse is real even in aesthetics; this lands while the new patient
might be second-guessing the spend and replaces doubt with “I
made the right call.”

Before the result fades: a reason to come back. This is the mes-
sage that drives the second visit. Tie it to the treatment cadence, not
a generic day count: “Your tox will start softening in a few weeks.
Want to stay ahead of it? Here’s the easiest way to grab your next
spot.” For a HydraFacial patient that timing is monthly; for filler it’s
many months out. The point is the same — the nudge arrives when
biology says it should, not on day seven because day seven was
convenient.

A welcome flow built this way moves a practice’s first-visit return
rate off the leaking floor of 50 percent or below and toward the
healthy 65 percent and up — and it reduces the first-month drop that
quietly drains every new-patient marketing dollar.

Flow 2: Abandoned-Consult (triggers on: consult with
no booking)

This is the follow-up gap from Chapter 5, automated. A prospect
came in for a consult — a filler consult, a laser series, a GLP-1 intake
— got the recommendation, and then went quiet. In most practices
that silence is permanent. Nobody follows up, because nobody
tracks which consults are outstanding, because the follow-up feels
pushy, or because everyone is too busy with today’s patients to
chase last week’s maybes. And so a warm prospect who was one re-
assurance away from booking simply evaporates.

The math here is brutal and motivating at once. Consult-to-treat-
ment close rates typically run 25 to 35 percent — but worked proper-
ly, with follow-up, that number climbs toward 45 percent and be-
yond. The gap between those two figures is almost entirely follow-
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up that never happened. This flow makes it happen, for every con-
sult, automatically.

The arc is value reinforcement, then objection preemption, then
an easy path to book:

The next day: reinforce the value. Not “just following up,” which
says nothing. A specific reminder of why this patient was interest-
ed. “I wanted to make sure you saw the part about timing — starting
your laser series now means you finish before summer, when the
sun makes treatment harder to schedule.” Concrete, tied to their
stated reason for coming in.

A couple of days later: preempt the objection before they raise
it. Aesthetic hesitation clusters into a few predictable fears, and you
can address them head-on. Nervous about needles: “Most first-timers
tell me the anticipation was worse than anything they felt — we
numb the area and most appointments are done in fifteen minutes.”
Worried about looking ‘done’: “Our whole philosophy is results people
notice without knowing why. We always start conservative; you can
add, you can’t subtract.” Hung up on cost: if you offer a membership,
this is where you make the open-ended number predictable —
“Here’s how patients spread this across the year so it’s planned, not
a surprise.” Naming the fear first is what disarms it.

Within the week: make booking effortless. “If you'd like to move
forward, here’s everything you need — one tap to book. And if the
timing isn’t right, no pressure at all; I'll check back in case things
change.” That explicit permission to say no is not weakness. It low-
ers the pressure, and people say yes far more readily when they
genuinely feel free to say no.

Pair this flow with the speed-to-lead discipline in Chapter 5 —
most practices miss the five-minute window on inbound leads en-
tirely — and you’ve closed both ends of the consult leak: the lead
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you never answered fast enough, and the consult you never fol-
lowed up on.

Flow 3: Post-Treatment (triggers on: any service
completed)

Satisfaction peaks at delivery. The tox is in, the skin is glowing, the
patient loves what they see in the mirror. That peak is the single
best moment to confirm they’re cared for, to catch the rare unhappy
patient before they go quiet, to earn social proof, and to set up the
next visit. Without this flow, the satisfaction simply fades, and the
patient drifts into the one-time segment.

This flow fires after every service, and its cadence is timed to the
treatment — which is what makes it different from a generic “30-
day” sequence. Four beats:

Right after: aftercare check plus a specific observation. “Your
skin looked great today — Dr. Adler noted how well you responded
to the last session. Here’s what to expect over the next few days.”
Specificity is the whole game. A generic “thanks for your business”
is noise. A detail tied to what actually happened in the room is proot
someone was paying attention. It is the opposite of indifference.

A few days later: one satisfaction question. Short. One question,
not a twenty-item survey: “How are you feeling about your results?
Anything we'd do differently?” Most won’t answer, and that’s fine.
The ones who do hand you two gifts — happy patients who become
testimonials and referral sources, and the rare quietly-dissatisfied
patient you can now save before she silently disappears. Catching
silent dissatisfaction early is worth more than any survey metric; an
unhappy aesthetic patient almost never complains, she just never
comes back.
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When the glow is at its peak: social proof plus an adjacent ser-
vice. Share a brief, real patient story, then mention a natural next
step. “A lot of patients who love their tox results ask about softening
the lines around their mouth with a little filler — here’s what that in-
volves.” For a GLP-1 patient who’s lost real weight, this is the skin-
and-volume conversation from Chapter 8 and Chapter 10. It isn’t a
hard sell; it’s a recommendation that feels like it came from a peer,
offered at the moment the patient is most open to it. This is the
cross-sell lever that lifts single-service patients — most practices sit
at 60 percent single-service — toward the multi-service relation-
ships that drive lifetime value.

Timed to cadence: the rebooking nudge. This beat is set by biolo-
gy, and it is the one that connects to Chapter 6. For tox, it arrives as
the three-to-four-month mark approaches. For a HydraFacial,
monthly. For filler, many months out. “You're coming due — here’s a
link to grab your spot before it fills.” A patient who rebooks here
never becomes a no-show statistic or a dormant name. A patient
who doesn’t gets caught by the next flow.

Prebooked patients retain at roughly 70 percent against roughly
30 percent for those who leave without a next appointment. This
flow’s whole purpose is to keep moving patients onto the right side
of that line — automatically, every cycle.

Flow 4: Win-Back (triggers on: patient goes dormant)

This is the reactivation gap from Chapter 7, automated. The trigger
is concrete: a patient crosses their treatment-due date and then
keeps going for about two more weeks past it — overdue against
their own cadence, not a generic calendar. Tox due at fourteen
weeks fires the win-back around week sixteen; a monthly
HydraFacial patient fires roughly six weeks out. That two-week
grace is deliberate — long enough that a patient who’s truly drifting
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has revealed it, short enough that you reach her while she’s still
reachable. It’s the safety net from Chapter 3, except instead of de-
pending on someone remembering to pull the overdue list every
week, the system runs it for you.

This matters because dormant patients are the fastest cash in the
building. Reactivating one costs a fraction of acquiring a new pa-
tient, and a genuine, well-timed nudge brings back a real share of
them — these are people who never decided to leave; their tox just
wore off in a quarter nobody was tracking. Three beats, paced
respectfully:

At the deviation point: a genuine check-in. “Hi — it’s been a
while since we’ve seen you, and I wanted to check in. Is everything
okay? If there’s anything we could’ve done better, I'd honestly like to
know.” No pitch. No offer. A real question from a real person, signed
by someone the patient knows — Priya at the front desk, or Dr. Adler
herself. A patient who’s drifting expects to be sold to; a sincere
check-in breaks the pattern, and many reply with the actual reason,
which is intelligence you can use.

A couple of weeks later: something new. Give them a forward-
looking reason to return, not a backward-looking guilt trip. Not
“come back, you used to come here,” but “since your last visit we’'ve
added [a specific new treatment, a new device, a membership that
makes your cadence predictable] — thought of you because [connec-
tion to their history].” It must be specific and genuinely new.
Generic “we miss you” messages get ignored.

A bit later: a respectful, direct open door. “I know life gets busy
and there’s zero pressure here. If you'd like to come back, here’s the
easiest way to book. And if you’'ve moved on, I completely under-
stand — I just wanted you to know the door’s always open.”
Acknowledging that they might have left removes the awkwardness.
A patient who feels cornered resists; a patient who feels free is,
paradoxically, more likely to return.
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The 75/25 Rule

One principle governs everything you put in front of patients —
these four flows, a monthly newsletter, any regular communication.

@ THE 75/25 RULE

What Al can't fake

75% 25%

Genuinely helpful & personal — aftercare tips, patient stories, Business — offers, services,
the human behind the practice reminders

Al makes 100%-business content trivially easy. The 75% is the part it can't fake.

Earn the 26% with the 75%.

Roughly three-quarters of what you send should not be about sell-
ing anything. Aftercare that genuinely helps. A real patient’s story
told as a story, not a testimonial card. A useful note from the person
behind the practice. These are what people actually read, because
your message is not competing with other med spas — it’s compet-
ing with everything else in the inbox.

The remaining quarter can be business: a new service, a seasonal
reminder, the membership. But it should feel like a natural inclu-
sion in something the patient already enjoys receiving, not the rea-
son it exists. “Speaking of keeping your results consistent, here’s
how our membership smooths the cost across the year” lands; a
pure promotion does not.

Here is the part that makes this a 2026 principle and not just an
old marketing rule. AI now makes 100-percent-business content
trivially easy to produce. Every inbox is filling with polished, AI-
written promotion that reads fine and says nothing. The personal 75
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percent is precisely what AI cannot generate, because it requires a
real practice run by real people who actually treated this patient. In
an era where business copy is commoditized, the human part is the
entire differentiator. AI can draft and personalize the 25 percent
beautifully. The 75 percent has to come from you — and that is ex-
actly why it works.

How to Make It Stick

You can begin by hand, today, with nothing fancier than a notepad.
Write the welcome flow’s four messages in the practice’s own voice,
save them as templates, and have Priya paste and personalize them
as new patients come through. It’s manual, it’s a little tedious, and it
works — a practice that does only this will recover real money this
quarter. Start there to prove the messages land before you automate
anything.

Here’s the part most owners overstate in their heads: the firing of
these four flows is not AI, and it never was. It’s ordinary au-
tomation. Any email-and-text tool you already pay for can send a se-
quence on a schedule — welcome on first-visit-complete, aban-
doned-consult the day after a consult with no booking, post-treat-
ment after any service, win-back when a patient passes their due
date. You set the trigger and the cadence once, and the messages
send themselves. This is the plumbing layer, and it is the bulk of the
four flows. No model required — just the tools you have, finally talk-
ing to your booking calendar so the trigger knows when each pa-
tient crossed each line.

So where does Al actually earn its place? In the one thing the
plumbing can’t do: making each message read as though Priya
wrote it for this patient, at a volume Priya never could. A scheduled
tool sends every new patient the same “Welcome to the practice.” Al
drafts the same message from this patient’s actual chart — her spe-
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cific treatment, her specific injector, her result and its specific fade
window — so the rebooking nudge lands as her tox is genuinely soft-
ening, not on an arbitrary Tuesday. A scheduled tool sends every
dormant patient the identical “something new.” Al sends the patient
who once asked about skin tightening a note about the new device,
and the GLP-1 patient who hit her goal the aesthetic conversation
she’s perfectly positioned for. And the 75/25 judgment — deciding
what in each message is genuinely personal and helpful versus what
is business — is exactly the every-message, every-patient discrimi-
nation a person can'’t sustain across thousands of active charts on
thousands of different clocks.

The architecture never changes. Four flows, the same handful of
beats each. Automation fires them; AI fills them. Keep the order
straight and you’ll never overspend: write the messages by hand, let
ordinary automation send them on cadence, and reserve Al for the
personal drafting and the 75/25 call — the seam where the work
needs judgment across more patients than any front desk can hold
in its head.

What to Do Monday Morning
Build one flow. Just one. Pick the one that maps to your biggest leak.

If your consults close low and follow-up is manual or nonexistent,
build the abandoned-consult flow first — it captures revenue al-
ready sitting in your pipeline. If half your new patients never re-
turn, build the welcome flow; it sets the tone for the entire relation-
ship and drives the second visit. If your patients come once and
drift, build the post-treatment flow; it converts single services into
cadenced relationships. If reactivation is something you mean to do
and never get to, build the win-back flow; it catches dormant pa-
tients while they’re still reachable.
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One flow this week. Three or four messages. Write them in the
practice’s own voice, load them into whatever tool you already use,
set the trigger, and turn it on. The platform doesn’t matter. What
matters is that, from now on, every patient who reaches that mo-
ment enters a sequence that runs without you.

Then build the second flow next week, the third the week after,
the fourth the week after that. Each one is two to three hours of
work, once. By month’s end the entire patient lifecycle that used to
be managed by hope is managed by systems — and the messages
keep arriving on cadence whether or not anyone at the front desk
remembers it’s a Tuesday.

The money was always in the relationship. These four messages
are just the mechanism for keeping it alive.

Resource: The Alchemy Inside Letter at alchemyinside.com/newsletter
is itself a working example of the 75/25 rule — practical insights, real
stories, and one useful idea a week, with the occasional note on how 1
can help. Subscribe to watch the principle in action while getting some-
thing worth opening.
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¢ Chapter 17: The Referral Engine

A friend can argue with a testimonial. She can't argue with a jawline.

A referred patient is the best patient your practice will ever treat.
She books faster, because a friend already vouched for the result.
She spends more, because she arrives believing rather than shop-
ping. She stays longer, because she came in through trust instead of
a discount. And she refers others in turn. Every owner of an aesthet-
ic practice knows this in their gut. Almost none of them have a sys-
tem that produces it on purpose.

Roughly four out of five practices have no referral system at all.
They rely on spontaneous goodwill — a thrilled patient who hap-
pens to mention her injector to a friend at brunch. That goodwill is
real, and in a med spa it is unusually strong, because the result is
sitting right there on the patient’s face. But spontaneous goodwill is
inconsistent, unpredictable, and far too small a foundation to build
revenue on. You are sitting on the most referable product in all of
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small business — a visible, flattering, before-and-after transforma-
tion — and most practices leave it entirely to chance.

This chapter gives you the system. But it starts with an insight
that reframes what a referral actually does for your practice.

The Referral-Retention Virtuous Cycle

Most owners think of referrals as an acquisition strategy — a way to
get new patients. That’s true but incomplete. The deeper insight,
and the one that ties this chapter to everything else in the book, is
this: the act of referring deepens the referrer’s own commitment to
your practice.

When a patient tells her friend “you have to go see Dr. Adler,” she
has put her personal reputation on the line. If the friend has a bad
experience — overdone, underwhelming, a result that doesn’t match
the promise — the referrer looks foolish. That social risk creates a
psychological lock. The referring patient is now invested in your
success, not only for herself but for the person she sent. She has
publicly endorsed you. Walking away to try the new place across
town now means admitting her own endorsement was wrong.

So the referral creates a loop:

Referral - deeper commitment - longer tenure - more referrals
- deeper commitment.
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@ THE REFERRAL ENGINE

The referral-retention virtuous cycle

A referral isn't just a new patient. It changes the referrer — once she's vouched for you, she has a reason to stay.

Refers

a friend

/7

Refers

Virtuous Stakes her
reputation

W

again cycle

N\

Referring patients retain at the top of the healthy band; non-referrers drift toward leaking.

Stays

longer

Each loop reinforces the last. The first referral is the hardest to
earn. Every one after that is easier, because the patient’s identity
has become tied to your result.

This is why your referral system is not only an acquisition strate-
gy. It is a retention strategy — the same fight we’ve been having
since Chapter 3, where every patient is a subscription on a biologi-
cal clock. A patient who refers is a patient who is far harder to lose.
Remember Lumen’s retention physics: a patient who leaves with no
reason to come back drifts toward the leaking end of the band,
while an engaged, prebooked, invested patient retains at the healthy
end. Referring is one of the strongest forms of investment a patient
can make. When Dr. Adler pulled her own data, the pattern was un-
mistakable: the patients who had referred at least one friend re-
tained at the top of the healthy range, well above the practice aver-
age. They were not different people. The act of referring had
changed their relationship with Lumen.

That reframes the whole exercise. You are not just buying new pa-
tients cheaply. You are converting your existing patients into ones
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who stay.

The Med-Spa Superpower: Before and After

Here is where an aesthetic practice has an advantage almost no oth-
er business can touch.

Most businesses have to describe their result. A law firm de-
scribes it. A dentist explains it. You can show it. A before-and-after
photo is the single most shareable, most trusted, most persuasive
marketing asset that exists, and your practice manufactures them
every single day. A friend can argue with a testimonial. She cannot
argue with a jawline.

This is the engine behind what I call the Forced Referral — a way
to generate referrals without asking your patient to do any work at
all.

Most referral approaches depend on the patient proactively rec-
ommending you. “Do you know anyone who might be interested in
injectables?” She says “let me think about it,” which means no — not
because she’s unwilling, but because the ask requires too much.
Search her network. Identify someone with a need. Bring it up with-
out it being awkward. Follow through. That’s four steps of friction
standing between a happy patient and a referral.

The Forced Referral bypasses all of it. Instead of asking your pa-
tient to give a referral, you feature her in a way that does the refer-
ring for her.

The mechanism: with explicit written consent, you choose a de-
lighted patient and build a Patient Spotlight around her story and
her result. Her transformation, in her words, with her before-and-
after. Then you put that spotlight where her network and your audi-
ence will see it — your email list, your social channels, a printed
piece mailed into her neighborhood. She doesn’t call anyone. She
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doesn’t write anything. Her face, her name, and her result do the
selling, and you supplied the vehicle.

A familiar name and a visible result create a trust that no cold ad
can manufacture. The neighbor who’s been quietly considering
Botox for two years sees that the woman three doors down — some-
one she actually knows — got a natural, beautiful result at Lumen,
and the entire decision changes character. It stops being “should I
try a med spa” and becomes “I want what she has.”

Dr. Adler ran this once. She featured a long-time patient — with
full written consent — in a spotlight that paired the patient’s words
with her before-and-after, and shared it to Lumen’s email list and lo-
cal social audience. The featured patient did zero work beyond sign-
ing the consent and approving the photo. She also became one of
Lumen’s most loyal advocates almost overnight, because she had
been publicly recognized, her name was now associated with a
great result, and she suddenly had a personal stake in Lumen look-
ing good in her circle. The virtuous cycle, made visible.

Legal Before Clever: The Non-Negotiable Guardrail

Now stop, because this is the part of the chapter that matters more
than the tactic.

Patient images and patient stories are protected health informa-
tion. The fact that a before-and-after is your best marketing asset
does not give you the right to use it. Consent is not implied by a pa-
tient being happy, by her telling you “I love it,” or by her tagging
you in a post. Consent for you to use her image and story in your
marketing must be explicit, in writing, specific about where and
how the image will be used, and revocable.

This is the rule, and it is not optional: no patient photo, no patient
story, no name, no “she’s the one in the blue top” — nothing — goes
into a spotlight, a post, an email, or a mailer without a signed,
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HIPAA-compliant authorization on file that covers that specific use.
A consent to take clinical photos for the chart is not a consent to
publish them. A consent from last year for one campaign is not a
consent for this one. When in doubt, you do not use it.

This connects directly to your before-and-after library from
Chapter 13. That library is only a marketing asset to the extent that
each image in it carries documented, current consent for external
use. An image without consent is a liability, not an asset — one com-
plaint can cost you far more than any campaign could ever earn.
Tag every image in that library with its consent status, and let noth-
ing untagged leave the building.

Legal before clever. Always. A referral engine built on a consent
violation isn’t an engine; it’s a lawsuit with good production values.
Do this right and the Forced Referral is one of the most powerful
tools in the practice. Do it wrong and it’s the most expensive mis-
take in the book.

The 11-Point Referral Culture

Beyond any single tactic, the practices with the highest referral
rates have something the others don’t: a culture in which referring
feels normal and expected. Not because of one awkward ask at
checkout, but because of eleven small ideas woven gently into every
touchpoint over time.

. Our patients refer.

. Good patients refer often.

. Our best patients refer often and bring several friends.

. Referrals are expected from you.

. Referrals are genuinely appreciated.

. Anyone you refer is treated beautifully.

N o g AN

. Not referring is the exception, not the norm.
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8. People come to us for many different reasons.

9. Most people don’t know how to find a great, safe injector — you'd
be doing a friend a real favor.

0. There are easy ways to refer.

1. Here’s exactly how: scan, send, done.

You don’t deliver all eleven in one conversation. You embed them
across time — roughly one idea a month through the communica-
tions you’re already sending. By the end of the year, every active pa-
tient has absorbed the full culture without a single heavy-handed
referral pitch.

Point four — stating plainly that referrals are expected — is the
one owners find hardest. It feels presumptuous. But once the first
three are established (our patients refer; good ones refer often; the
best bring friends), the expectation feels like belonging, not
pressure.

Point seven is the most powerful. Once the culture is set, the ab-
sence of a referral starts to feel like an omission — not through any
punishment, simply through environmental design. It’s the same
quiet force as a wall of donor names in a hospital lobby: when
everyone’s listed, not being listed feels conspicuous.

The shift is gradual and cumulative. No single message is a “refer-
ral ask.” Together, over a year, they build an environment in which
referring is simply what a happy patient does — the natural next
step after loving her result.

Three Conditions for the First Referral

The eleven points build the culture. But the first referral from any
given patient turns on three specific conditions lining up at once.

Peak-satisfaction timing. The ask must land at the moment of
highest satisfaction — and in a med spa, that moment is predictable.
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It is not the day of the injection, when she’s a little swollen and can't
see the result yet. It’s the window a couple of weeks later when the
tox has fully kicked in, she catches herself in the mirror, and she
loves what she sees. Or it’s the GLP-1 patient who just hit a mile-
stone on the scale. Ask at that peak and you convert several times
better than the same ask sent at a random moment. Ask three
months later, mid-routine, and you get a polite nothing.

A specific, narrow ask. Not “do you know anyone interested in
aesthetics?” — which forces her to scan her entire address book and
yields nothing. Instead: “So many of my patients come in because a
friend finally told them where they go. If you have a friend who’s
mentioned wanting to try Botox but didn’t know where to start, I'd
love to take great care of her.” Narrow, concrete, and easy — it sur-
faces one or two faces in her mind instead of the whole crowd.

Reduced friction. Hand her the rails. A card with a QR code that
opens a pre-written text — “This is the place I go for my Botox, you
should check them out: [link]” — turns a referral into a five-second
action. She scans, she sends, she’s done. Every step you remove be-
tween intention and introduction is a step where the referral would
otherwise have quietly died.

Peak timing, a narrow ask, near-zero friction. Get all three in the
same moment and the first referral happens. Miss any one of them
and it doesn’t.

How to Make It Stick

Start by hand. Pick three delighted patients this week, make the
narrow ask at their peak moment, and feature one consenting pa-
tient in a Patient Spotlight. A signed consent form, a QR card, and a
calendar reminder to thank anyone who refers — that’s a working
referral engine, and it costs nothing but attention. Prove it on a
handful of patients before you systematize anything. The culture
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and the three first-referral conditions don’t need software to begin;
they need you to actually do them.

The middle of this is plumbing, not intelligence. The eleven cul-
ture points are a content calendar — one idea a month dropped into
the newsletter you already send. The recognition thank-you is a
templated message your existing email tool fires when you mark a
referral converted. The QR card links to a pre-written text. Tying a
new patient back to her referrer is a “How did you hear about us?”
field connected to your practice-management system. Most of the
engine is ordinary automation and a few integrations between tools
you already pay for — turn those on before you reach for anything
cleverer, and for many practices they close most of the gap.

The seam where intelligence actually earns its keep is timing and
attribution — the two jobs no busy front desk can do by hand for
every patient. Catching the individual peak-satisfaction window is
the first. The right moment to ask isn't a fixed checkout; it’s the two-
week mark when the tox finally lands, or the morning a GLP-1 pa-
tient clears a milestone on the scale. Watching each patient’s own
satisfaction signals — the glowing survey, the rebooking, the five-
star review — and surfacing her peak rather than asking everyone at
the same generic moment is pattern-matching across thousands of
visits that no person has the hours for. Attribution is the second:
connecting each new patient back to the one who sent her, then
tracking the whole chain — what the new patient spent, how the re-
ferrer’s own loyalty shifted afterward — so you can prove the virtu-
ous cycle in real dollars and learn which patients to invest in most.
A lighter touch in the same seam decides which delighted patient to
build a Spotlight around, since some are private and a few are both
delighted and deeply connected.

The order is the point. Make the asks by hand first, automate the
culture and the recognition second, and reserve the judgment work
— whose peak is now, who referred whom, who’s worth featuring —
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for last, where the volume finally outruns what any one person can
track. Referred patients have always been the best patients. What’s
new is being able to catch every patient’s peak moment, every
week, without it being the first thing that slips when the schedule
fills.

What to Do Monday Morning

Identify your three most recently delighted patients — the ones who
said “I love it” out loud this week. For each, make the specific, nar-
row ask while the satisfaction is still warm: “If you have a friend
who’s been wanting to try this but didn’t know where to go, I'd love
to take care of her.” If even one converts, you've proven the model
on your own patients, and you can systematize from there.

Then start the culture, one signal at a time. In your next patient
email or newsletter, include a single point from the eleven: “Most of
our patients found us because a friend they trust finally told them
where she goes. If we’ve earned that trust with you, we’d be honored
if you shared us.” That’s it. One idea, this month.

And before any of it touches a photo, audit your before-and-after
library against Chapter 13 for one thing only: documented, current
consent for external use. Tag every image. Anything untagged stays
in the chart, not in a campaign. Legal before clever — every time.

One specific ask today. One culture signal this week. One consent-
clean Patient Spotlight this month. The referral engine starts with a
single conversation and a single signed consent, and it compounds
from there.
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Resource: The Alchemy Inside Letter at alchemyinside.com/newsletter
regularly breaks down referral systems for aesthetic practices — the
peak-satisfaction asks, the consent-safe Patient Spotlight framework,

and the dollar results. One practical email a week, no hype. Subscribe
free.
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e Chapter 18: Your First 90 Days

Week 12. Mara made one decision before lunch. Then she took lunch.

This is the chapter that makes the rest of the book practical. You've
seen the leaks (Part II), understood the mechanism — that every pa-
tient is a subscription written on a biological clock — and you have
the playbook. Now the only question that matters: what do you actu-
ally do, week by week, for the next 90 days?

The answer is not “everything at once.” The practices that succeed
with AI don’t launch a transformation. They deploy one system,
prove it works, and expand from there. The 90 days that turn a skep-
tical owner into a believer always start the same modest way — with
a single leak and a single system pointed at it.

So let me be specific about the most important decision you’ll
make in these 90 days, because almost everyone gets it wrong.
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You will be tempted to start with the most interesting system. The
one that sounds most like the future. Don’t. Start with the most ex-
pensive leak — the one quietly draining the most money out of your
practice right now. For most independent med spas, that’s one of
two: rebooking and no-shows (Chapter 6) or GLP-1 retention (Chap-
ter 10). Both have immediate dollar impact. Both are straightfor-
ward to instrument. And both share the same root cause this whole
book has been circling — no closed loop on treatment cadence.

If you genuinely don’t know which leak is biggest, you don’t have
to guess. The Found Money Map (Chapter 15) ranks them for you
against your own numbers; the lowest-scoring category is your
starting point.

@ YOUR FIRST 90 DAYS

Less time, more system, every week

Across twelve weeks the trade reverses: your daily involvement falls while the number of systems running on their own climbs.

== Ownertime / day == Systems live

WK 1-2 WK 3-4 WK 5-8 WK 9-12

Choose & Deploy First Promotions Coordination Management by
Exception

Owner time 60-90 nin/day Owner time 3048 nin/day Owner time 20-25 nin/dey

1 Systems live 21 Systems live 3-4

The work goes down as the system goes up.

I'll walk you through the 90 days using Lumen Aesthetics as the
example — because I watched Dr. Adler go through this process,
week by week, with all the friction and doubt that the success sto-
ries never mention.
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Weeks 1-2: Choose and Deploy

Dr. Adler’s most expensive leak was the one from Chapter 6: rebook-
ing. Roughly 40 to 50 percent of her new patients never returned af-
ter the first visit, and of the patients who did come back, only about
40 percent left with their next appointment already booked. The rest
left with an intention — and intentions don’t show up on a schedule.
That gap was the largest single line of found money in her practice.

So her first system was the rebooking and cadence monitor: a dai-
ly scan of all 2,400 active patient records that recorded each pa-
tient’s biologically correct return date and surfaced everyone drift-
ing past it. Past due on tox at four months. Past due on filler. Lapsed
on a facial cadence. Booked but not confirmed for tomorrow.

For a practice whose biggest leak is weight loss instead, the first
system is the GLP-1 retention monitor from Chapter 10 — the same
idea, pointed at refill cadence, the week-two side-effect check-in,
and the month-four plateau. Same calibration process, different
clock. Pick the expensive leak and start there.

Week 1, Day 1. Deploy the system. For Dr. Adler, that meant con-
necting the monitor to Lumen’s practice management system and
running the first scan. It took about two hours — an hour of configu-
ration, an hour of reviewing the first output.

The first output was overwhelming. The system flagged hundreds
of patients as overdue or at-risk. Far too many to act on in a day.
Dr. Adler’s immediate reaction: “This can’t be right.”

It was right. She just hadn’t realized how many patients were qui-
etly drifting. When you’ve never measured something, the first mea-
surement always looks alarming. That’s not a system problem.
That’s an awareness problem — and it’s exactly the awareness
Chapter 3 promised would change how you see your whole practice.
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Week 1, Days 2-5. Review 100 percent of the system’s output.
Every flagged patient. Every recommended action. Every drafted
message. Dr. Adler and Priya, her front-desk coordinator, spent 60 to
90 minutes each morning going through the list. For each flag they
asked three questions: Is this right? Would we have caught this our-
selves? What should we actually do?

Some flags were obviously correct — patients six months past a
tox cycle with no contact since. Some were questionable — a patient
who’d missed one appointment but had years of loyal history. And
some were plain wrong. One patient flagged as overdue had simply
told Priya in person she was traveling for the summer. Another was
flagged as at-risk who'd actually moved her appointment by a week.
These false positives are not a sign the system is broken. They’re the
raw material of calibration.

Week 2. More review. By day seven the system’s accuracy was
roughly seven in ten flags actionable. Every correction Dr. Adler

PE N1

and Priya made — “this patient is fine,” “that patient actually needs
a call today” — fed back in. Each one taught the system something
about this practice: Lumen’s specific patients, Lumen’s specific ca-

dences, Dr. Adler’s specific definition of “about due.”

Time investment: 60 to 90 minutes a day. And here’s the honest
part the transformation stories skip — it felt like more work, not less.
On day nine Dr. Adler told me, “I thought this was supposed to save
me time.” I told her what I tell every owner at this stage. “You're not
running the system yet. You're calibrating it. You’re teaching it what
good looks like for your practice. Every correction you make is a
correction it won't need again.”

This is the part where most people quit. The AI success stories
jump straight from “we deployed it” to “our retention jumped.” The
road between those two points is fourteen days of tedious, unglam-
orous review — and it is the most important fourteen days in the en-
tire 90.
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Weeks 3-4: The First Promotions

By week three the system had absorbed enough feedback to im-
prove sharply. Lumen’s rebooking monitor was now running at
roughly 80 percent accuracy — about four of every five flags action-
able without changes.

This is the inflection point. Not because the accuracy is perfect,
but because it’s good enough to trust for routine cases. The system
correctly surfaces the clearly overdue. It correctly leaves the stable
patients alone. The remaining one in five — the edge cases — are
where Dr. Adler’s judgment still earns its keep.

The promotion: reduce your review to the exceptions. Let the
confident outputs through. Review only the flags the system marks
uncertain, or the ones that simply look unusual to you.

Dr. Adler’s daily time dropped from 60-90 minutes to 30-40. The
system handled the routine overdue list and drafted the warm, spe-
cific nudges — “It’s been about four months since Dr. Adler treated
you; you're right about due. Want to grab a spot?” Priya reviewed
and sent. Dr. Adler handled only the judgment calls. Not because
she trusted the system blindly, but because she’d spent two weeks
testing it and knew precisely where it was reliable and where it
wasn’t.

Deploying the second system. This is also when Dr. Adler added
her second leak: GLP-1 retention (Chapter 10). She’d proven the
model on rebooking. She understood calibration now. The second
deployment went faster because the pattern was familiar — deploy,
review everything, correct the mistakes, promote when it earns
trust. The week-two side-effect check-in, the slowing refill, the ap-
proaching month-four plateau: the same daily surfacing she’d al-
ready learned to read, on a different clock.

Two systems running. Each calibrated to Lumen specifically.
Each improving with every day of data. And — this matters — both
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pointed at the same root cause, so Dr. Adler was careful to count the
recovered patient once, the way Chapter 3 insisted. She wasn't stack-
ing two slides of found money. She was closing one loop in two
places.

Weeks 5-8: The Coordination

Somewhere around week six, something shifts. The systems start
working together in ways you never explicitly designed.

Here’s what happened at Lumen on a Tuesday morning in week
seven.

The rebooking monitor flagged a patient whose cadence had
slipped — she was three weeks past her tox window and hadn't re-
booked. Independently, the GLP-1 monitor noted the same patient:
she was a weight-loss patient approaching her month-four plateau,
and her last refill had come in two days late. Two systems, two dif-
ferent clocks, pointing at the same quiet conclusion: this patient
was drifting, and she was about to drift on two fronts at once.

The system didn’t just flag her. It compiled the context — her
treatment history, her last few visits, her start date and current dose
on the GLP-1, the tox that was now wearing off. And it drafted out-
reach that fit her, not a generic “we miss you”: a note acknowledging
she was right around the point where weight-loss progress naturally
slows (“this is a chapter, not the end”), paired with a gentle re-
minder that her tox was softening and a spot was open.

Dr. Adler glanced at the morning briefing. Saw the flag. Read the
context. Read the draft. Added one personal line — “I want to check
in on how the last few weeks have felt; let’s adjust if you've had any
side effects” — and approved the send.

What used to take 30 or 40 minutes of investigation — noticing the
problem, pulling the chart, reconstructing the history, drafting the
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message, sending it — took about three minutes of review.

The patient replied that afternoon. She rebooked her tox. She ad-
mitted she’'d been discouraged by the plateau and had been quietly
considering stopping the medication — exactly the silent exit
Chapter 10 warns about. The conversation that never happens, final-
ly happening, because two systems noticed what no busy front desk
could.

One patient. Both leaks closed at once — counted once. Three
minutes of Dr. Adler’s time.

That’s what coordination looks like. Not one system doing one
job, but several sharing what they see and presenting a single, uni-
fied picture the owner reviews in minutes.

Deploy your third and fourth systems during this phase.
Dr. Adler added a no-show and confirmation system — deposit
prompts and same-day reminders for the next day’s high-value ap-
pointments — and a reactivation system that worked the dormant
list from Chapter 7 a few patients at a time. By week eight she had
four systems running. Daily involvement: 20 to 25 minutes.

Weeks 9-12: Management by Exception
Week nine brought Lumen’s first system failure.

The practice management software pushed an update that
changed how it exported appointment dates. The rebooking moni-
tor’s data feed broke. Patient records stopped flowing in. The morn-
ing scan ran on stale data.

Here’s what didn’t happen: panic. Hours of troubleshooting. A
frantic call to a consultant.

Here’s what did. The monitoring layer detected the broken feed at
6:11 AM. It diagnosed the cause — a changed date format in one spe-
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cific field. It attempted an automatic repair and adapted to most of
the new format on its own. For the one piece it couldn’t resolve
cleanly, it escalated to Dr. Adler’s morning briefing with the diagno-
sis and a recommended fix in plain language: the last-visit date field
changed format; here’s the one setting to change; estimated time,
about ten minutes.

Dr. Adler saw it over coffee at 7:25. She approved the fix. Total
time: two minutes. The system was back to full operation before her
first patient.

This is management by exception. The system handles the rou-
tine — including diagnosing and repairing most of its own failures —
and escalates the small slice that needs human judgment with con-
text, diagnosis, and a recommended action attached. The owner’s
role shifts from doing to deciding.

By week twelve, Dr. Adler’s daily involvement was about fifteen
minutes: a briefing scan, one or two exception decisions, one strate-
gic suggestion to consider.

The work she used to do before patients arrived — scanning for
overdue patients, chasing confirmations, wondering who’d lapsed,
manually piecing together which weight-loss patients were slipping
— didn’t vanish. It became infrastructure. And the hours it freed
went where only she can go: the chair, the consults, the high-value
injectable and treatment conversations where her expertise directly
drives revenue.

The Part Nobody Tells You

Every “Al transformed my practice” story is a week-twelve story.
The patient saved before she knew she was leaving. The overdue list
worked while the owner slept. What you don’t hear about is the
road:
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Week 1, when Dr. Adler reviewed every flag and questioned the
whole investment. “This says hundreds of my patients are at risk.
That can’t be right.” It was. She’d just never measured before.

Week 3, when the system drafted a rebooking nudge to a patient
who'd actually been in the day before for a complication — a flag
that, sent as-is, would have embarrassed the practice. Priya caught
it. The correction (“never auto-nudge a patient seen in the last 72
hours”) became a rule the system never broke again.

Week 5, when the drafted messages started drifting toward a tone
that didn’t sound like Lumen — a little too clinical, a little less warm
— because the system was optimizing for replies. Dr. Adler caught it
in a spot-check and recalibrated: optimize for rebookings, but keep
the voice Priya would actually use. The system adjusted.

Week 7, when the coordination finally clicked and Dr. Adler
thought, this might actually work. That three-minute recovery. The
patient saved on two fronts at once.

Week 9, when something broke and the system fixed most of it
before she’d finished her coffee.

That’s the real story. Not the destination — the road. And the road
is the same discipline that builds any high-performing team: dele-
gate clearly, verify regularly, trust incrementally, and fix problems
at the root instead of the symptom. The practice that reaches week
twelve hasn’t bought better technology. It’s built a management sys-
tem that happens to manage Al instead of more staff — which is ex-
actly why it captured six figures of found money without adding a
single payroll line.

The Week 12 Morning

Here’s what Dr. Adler’s morning looks like at week twelve.
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She opens the briefing on her phone over coffee. It shows: a short
list of patients genuinely overdue or at-risk this morning — a hand-
ful, down from the hundreds in week one, because the system has
learned what’s normal for Lumen. The drafted rebooking and check-
in notes waiting for a glance and a send. One exception flagged for
her judgment — a weight-loss patient whose pattern the system isn’t
confident about. A revenue line for the day’s confirmed appoint-
ments. And one strategic note: patients who hear the twelve-month
GLP-1 framing at onboarding are holding through the month-four
plateau at a noticeably higher rate — consider making that conver-
sation mandatory for every new weight-loss patient.

She reviews the at-risk list. Approves most of the drafts, adds a
personal line to one. Looks at the exception — a complex case the
system correctly escalated rather than guessing. Notes the strategic
insight; makes a mental note to standardize the onboarding script
this week.

Fifteen minutes. Done before the first patient.

The same operational scope that used to swallow her mornings —
wondering who'd lapsed, chasing confirmations, tracking which
subscriptions had quietly switched off — is now a fifteen-minute
scan. Not because the work disappeared — because the work moved
into a system that runs it the same on a slow week and a slammed
one.

What to Do Monday Morning

Choose your leak — the most expensive one, not the most interest-
ing. For most practices that’s rebooking (Chapter 6) or GLP-1 reten-
tion (Chapter 10). If you're not sure, let the Found Money Map
(Chapter 15) rank it for you.

Deploy your first system. Review everything it produces for two
weeks — expect 60 to 90 minutes a day, expect false positives, and
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expect it to feel like more work before it feels like less. That’s cali-
bration, not failure. Promote it to exception-only review when it
earns your trust, somewhere around 80 percent accuracy. Then add
the second system. Then the third.

The expensive part of these 90 days isn’t the tools. It’s the two
weeks of calibration. And that investment pays for itself with the
first recovered patient — one tox cycle restarted, one weight-loss pa-
tient who didn’t quit at month four, counted once and worth
thousands.

The principle was always true: every patient is a subscription
written on a biological clock, and the leak is the gap between when
biology says they’re due and what your practice does about it. That
principle is old. What’s new is being able to close the loop for every
patient, every day, without it being the first thing that breaks on a
busy Tuesday. And the mechanism starts on Monday.

Resource: If you’'d rather have someone build and calibrate your first
system — and skip the trial-and-error of weeks 1-2 — the Found Money
Audit at alchemyinside.com/audit identifies which leak will produce
the highest return and exactly how to deploy against it. It’s the fastest
way to find out which of your subscriptions is switched off.
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% Chapter 19: Predicting the Future
from the First Movements of Money

Now Mara could see the money moving — early enough to call it back.

The financial-efficiency thinking underneath this book comes, in
large part, from Dan Kennedy — and one of his chapter titles has
stuck with me for years: you can predict the future of a business
from the first observed movements of its money. Not from the quar-
ter’s totals. From the small, early movements that happen months
before they ever reach the bank statement.

He’s right, and in a med spa those early movements are unusually
loud — if anyone is listening. A patient stretches her tox interval
from fourteen weeks to nineteen. A GLP-1 patient’s refills slow from
monthly to whenever. A consult sits in the inbox, opened three
times, never booked. A new patient comes once, and the second vis-
it simply never appears. None of those is a lost dollar yet. Every one
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of them is a dollar that has started to move — and the practice that
can see it moving can reach out and turn it around while it’s still in
the air.

Kennedy’s framing of why this works is worth keeping in your
head. Money, he says, is mobile, rational, and agnostic. Mobile: it is
always in motion, toward you or away from you, never sitting still.
Rational: it moves for reasons — a result that faded, a follow-up that
never came, a price that finally felt like too much. Agnostic: it has no
loyalty to you, and it will flow to whoever treats it best, including
the practice across the street, without a flicker of guilt. Predicting
the future is really just this: watching mobile money make its ratio-
nal moves, early enough that you can still answer them.

The practice that can’t see it finds out the way most practices do:
at year-end, from an accountant, long after the dollar is gone and
cold.

The Second-Best Hand

There’s a piece of poker wisdom that explains more about small
businesses than most business books do: the hand that costs you the
most money over a lifetime is not the worst hand. It’s the second-best
hand. The worst hand is easy — you fold it and move on. The sec-
ond-best hand is the one that bleeds you, because it’s good enough
to keep betting on. You stay in. You call every raise. You feel like
you’re ahead the entire time. You don’t find out you were behind un-
til the cards turn over and your money is already in the pot.

A med spa with a full schedule and a flat bank account is holding
the second-best hand. It looks good enough — the lights are on, the
chairs are full, the staff is busy — that you never seriously question
it. And that is exactly why it costs you. You don't fold a hand that’s
winning enough. You keep playing it, for years, while it quietly
bleeds the six figures this whole book has been about.
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The way you stop playing the second-best hand is not to bet hard-
er. It’s to be able to see the cards.

Why Most Practices Can’t See What's Coming

The signals are there. The future is genuinely legible. Most practices
simply can’t read it, for three structural reasons — and all three are
fixable.

The data isn’t being collected. The early movements of money
happen in every practice, but almost nobody captures them. The in-
terval that’s stretching, the refill that’s slowing, the consult that’s
gone quiet — they occur, and nothing records that they occurred.
You cannot predict what you don’t measure. And here is the quiet
tragedy: most of this data already exists, trapped inside your prac-
tice-management system, and is never turned into a signal anyone
looks at. The first step toward seeing the future is just instrument-
ing the money’s movements — the cadence due-dates, the prebook
rate, the refill timeline, the consult funnel, the dormant list. Not
new data. Data you already have, finally made visible.

Nothing compounds. Even where data exists, it almost never be-
comes intelligence. Each quarter restarts from zero. Last year’s re-
activation results don’t sharpen this year’s campaign. The practice
doesn’t get smarter — it just gets older. There is a profound differ-
ence between a practice that has been open ten years and a practice
that has ten years of accumulated, usable knowledge about its own pa-
tients, and almost no independent practice has the second one.
That’s the real meaning of the data moat from Chapter 13: it only
matters if it accumulates. A dollar of insight you don’t keep is a dol-
lar that leaves like all the others.

Nobody experiments. Most practices guess once and never test
again. One price, set years ago and never revisited. One new-patient
offer. One way of asking for the rebooking, the membership, the re-
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ferral. They never run the experiment — raise the rate on new pa-
tients and watch what actually happens, send two reactivation mes-
sages and keep the one that wins, pitch membership at the consult
versus at checkout and measure which converts. Without experi-
ments, you never learn what works for your patients. You inherit
what worked for someone else, once, somewhere else — and you
call it your strategy.

Collect, compound, experiment. Three ingredients. Almost no
practice has even one of them running on purpose. Which means
the opportunity isn't incremental. It’s a different category ot
business.

The Land of Milk and Honey

Now picture the practice that has all three. Picture Lumen, not to-
day, but eighteen months from now.

It collects. Every movement of money is instrumented. The ca-
dence clock runs on every patient; the prebook rate, the no-show
rate, the refill timeline, the consult funnel, the membership pene-
tration are not numbers Rachel hunts for at tax time — they are a
dashboard she glances at over coffee. Nothing happens to a dollar at
Lumen that the practice can’t see happening.
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Alchemy Inside
FOUND MONEY - LIVE

RECOVERABLE REVENUE IDENTIFIED — LAST 12 MONTHS

$176,300

Across 6 leaks, cons:

ervatively quantified against your PMS - the money is already inside the practice.

The Six Leaks

‘GLP-1 & Weight-Loss Retention

$38,200,,.

——

~50% gone by month 12 -18% 74% miss the 5-min window

Leaking Consult Conversion & Follow-Up

$42,600,,

Patient Reactivation

$22,400,,

T

LEAKING Cross-Sell & Membership

$26,900,,.

612 dormant, untouched 9% 5% of revenue - taget 26%
Money in Motion — today early movements the practice would
PATIENT  SIGNAL LIKELY TO LAPSE VALUE
2 A e ol e

= SLE il e 7 o
m Consult opened 3x, unbooked oty D
warming — wedding in June
oe 68%  $3,000
ML 0% $2,200
™ re-engaging  $3,000
The leak i actice does sbout . This dashboard closes it

Lumen Aesthetics.

® LIVE - SYNCED 2M AGO
Cash-pay - $1.8M - 2,400 active patients

CAPTURED THIS MONTH IN MOTION RIGHT NOW

$14,280 $61,200

PREBOOK RATE — THE $144K LEVER

49 - target 0%

Below the healthy band. Ever

annual recoverable - trend vs.last quarter

LEAKING

Rebooking & No-Shows

$31,500,,

_/_/

2% prebook 41% and rising 1%

mPROVING

Pricing & Discount Integrity

$14,700,,

mrROVING

It compounds
Recovered revenue, nstrumentey d vs.run on in stinct

+$176k

flat

What Lumen sees over coffee: the six leaks priced out, the money moving today —
a tox patient nineteen days overdue, a GLP-1 refill skipped at month three — and
the one line that compounds while the practice across the street runs on instinct.

It compounds. Every patient interaction makes the next prediction
sharper. The at-risk list that flagged 247 patients last spring — most
of them false alarms — now flags the right 60, because the system

learned which signals actually precede a lapse in these patients. The

reactivation message that goes out isn’t a guess; it’s the one that beat

three others last quarter, written in the patients’ own words, pulled

from the consults Lumen has been recording all along. The knowl-
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edge isn’t in one person’s head, where it leaves at five o’clock and re-
tires in a decade. It’s in the practice, and it grows.

It experiments. Every quarter, a handful of small, cheap tests — a
price, an offer, a message, a cadence — each one a hypothesis, each
result kept or thrown away on the evidence. Rachel’s team doesn’t
argue about whether the specials help or whether the membership
pitch belongs at the consult. They know, because they measured.
The practice has stopped running on opinion and started running
on what'’s true.

Put those together and you get what I think of as the boomerang
dollar. Every dollar that leaves Lumen is now thrown, not dropped —
it goes out and comes back fatter, and the next time around, fatter
still, because the system that sent it learned from the last trip. The
practice can see far enough ahead to act on it. It knows which pa-
tients will drift before they drift, what they’ll want next, what they’ll
happily pay. It has stopped reacting to a past it can’t change and
started steering toward a future it can.

And the advantage compounds into something the practice across
the street cannot catch. Not because Lumen bought a better tool —
the neighbor can buy the same tools tomorrow — but because
Lumen has eighteen months of accumulated knowledge about its
own patients, and you cannot accumulate eighteen months in an af-
ternoon. The gap isn't software. It’s time spent collecting, com-
pounding, and testing, and it only widens.

That is the land of milk and honey. Not a busier practice. A prac-
tice that sees.

The Honest Part

I won't pretend this is a weekend project. Collecting every move-
ment of money, accumulating it into intelligence that sharpens it-
self, and running disciplined experiments quarter after quarter —
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that is the work of a system, not a sticky note, and it is more than a
clinician treating patients all day is going to bolt on by herself. You
can begin it on your own, and you genuinely should; the next page
tells you how to take the first real step.

But the version that actually compounds — the living instrument
that re-reads your practice while you sleep and tells you, each
morning, where the money is about to move — is a build. It is,
frankly, the work I do. And if any of this made you want to know
what your own practice’s first movements of money are already try-
ing to tell you, then it did what I hoped: it whet the appetite for a
conversation. When you’re ready to have it, you know where to find
me.

What to Do Monday Morning
You don’t start with the whole system. You start with one of each.

Collect one signal you don’t have today. Pick the single number
that would tell you the most and that you currently cannot see on
demand — your prebook rate, or the size of your overdue dormant
list, or your true consult-to-treatment rate. Pull it once, by hand if
you have to. That one number is your first instrument.

Run one experiment. Choose one thing you’ve always done a sin-
gle way and test a second way against it — two reactivation mes-
sages, keep the winner; the membership offered at the consult in-
stead of at checkout for thirty days; a higher rate on the next twenty
new patients. One hypothesis. One measured result.

That is the entire future in miniature: measure something, test
something, keep what wins, and let it accumulate. Do it for a single
cycle and you will feel the future start to come into focus — and you
will understand, in your own numbers, why the practices that do
this pull away and never come back.
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Resource: The free Practice Diagnostic at alchemyinside.com/book is
the fastest way to see your own first movements of money — it reads the
six leaks and shows you which one is moving most. And when you
want the living version — the instrument that collects, compounds, and
tests for you — the Found Money Audit at alchemyinside.com/audit is
where that conversation starts.
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% Epilogue: The Alchemy Inside

Mara went back to being a clinician. The practice kept finding money.

The name of my consulting practice — Alchemy Inside — reflects
what I've watched happen when timeless principles of financial effi-
ciency finally meet a way to operationalize them. The hidden mon-
ey inside an aesthetic practice — the GLP-1 patients who quietly
stop refilling, the cross-sell that never gets offered, the no-shows no-
body recovers, the dormant list nobody works, the blanket dis-
counting that trains patients to wait for a deal — has always been
there. The alchemy isn’'t conjuring revenue out of nothing. It’s find-
ing the revenue that was already in the building and capturing it
systematically.

More revenue from the same patients. More profit from the same
chairs. More output from the same team. Not by adding new pa-
tients to the top of a leaking funnel — by tuning what your practice
already produces.
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I've spent forty-five years building production systems — enter-
prise software at Ernst & Young, an early engineering seat at a com-
pany that grew into a $2 billion public company, and a long string of
startups in between. The pattern never changes. The most valuable
improvements come from inside the existing operation, not from
outside growth. The practice that fixes its financial efficiency before
it chases more leads builds something durable. The practice that
chases more leads before fixing its efficiency builds something frag-
ile, and pays for it every month.

AI didn’t change that principle. Al made it achievable.

What the Alchemy Actually Is

There’s nothing mystical here. Every leak in this book is something
you already knew, on some level, was happening. You knew some
first-visit patients never came back. You knew the front desk said
“we’ll call you” more often than it booked the next appointment.
You knew the weight-loss patients who hit their goal tended to dis-
appear. You knew the dormant list was sitting in your PMS, un-
worked. You knew the standing 20-percent-off had quietly become
your real price list.

What you didn’t have was a way to act on all of it, every day, with-
out hiring a team you can’t afford and don’t want to manage.

That’s the whole job of Al in an aesthetic practice. It’s not a brain.
It’s not a replacement for your clinical judgment or your relation-
ship with a patient in the chair. It’s the bandwidth to do the things
you already know you should do — record every treatment’s biologi-
cal due-date, follow up on every consult, check in on every new
GLP-1 patient in week two, surface every overdue patient before
they drift, flag every patient whose results practically demand a
cross-sell. It does all of it at a speed and consistency human disci-
pline simply cannot sustain through a fully booked Tuesday.
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The principles in this book are old. Subscription businesses have
obsessed over renewal dates for as long as subscriptions have exist-
ed. What’s new is that a med spa — which has better renewal eco-
nomics than almost any subscription company, because biology
sets the renewal date and the patient can’t opt out of their own me-
tabolism — can finally run like one.

You provide the judgment and the medicine. AI provides the fol-
low-through that never has a bad week. That’s the partnership. The
result looks like alchemy from the outside. From the inside, it’s just
honest math, applied consistently, by a system that doesn’t get
slammed at 4 p.m.

And the math is the point. Nothing in this book asks you to be-
lieve in a number you can’t trace back to your own practice-man-
agement system. A new patient is worth three thousand dollars over
the life of the relationship — conservatively. Move your first-visit re-
turn rate fifteen points and that’s real recovered lifetime value.
Move your prebook rate twenty points and that’s real recurring rev-
enue. Keep half your GLP-1 patients who would otherwise vanish by
month twelve and that’s real subscription income at four hundred
dollars a month, every month. None of it is speculation. It’s arith-
metic you can run against your own charts tonight — and the disci-
pline I keep insisting on is the same discipline that makes the arith-
metic survive contact with reality: annualize everything, use the
conservative figure, present ranges instead of false precision, and
never count the same recovered patient twice. A single root cause —
no closed loop on treatment cadence — drives the first-visit cliff, the
rebooking gap, the dormant list, and the missed membership all at
once. Fix the loop and you recover the patient once. That’s the hon-
est number, and it’s still almost always the largest line of found
money in the building.

Here’s what I want you to take away most: the patients are not
gone. There’s a profound difference between a customer who has re-
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jected you and a patient whose Botox simply wore off in a quarter
nobody was tracking. The first is hard to win back. The second is
overdue, not lost — waiting for a reason to rebook, often relieved
when one finally arrives. Almost everything in this book is built on
that distinction, because it’s the distinction that makes the money
recoverable in the first place. You are not trying to win an argument
with a skeptic. You are closing the gap between what your patients’
own biology already wants and what your operation currently does
about it.

One More Thing — Why I Wrote This
This book is itself an example of a principle it teaches.

By writing it, I've described the intersection of financial efficien-
cy and AI operationalization for aesthetic practices in more depth,
with more specificity, and with more practical instruction than any-
one else working in this space. That’s deliberate. The first provider
to publicly describe a process owns it in the customer’s mind.
Competitors who later start offering “AI med-spa audits” are going
to sound like they’re following a playbook that was already pub-
lished — because they will be.

That’s not an accident. It’s a strategy, and it’s available to you too.
Whatever your practice is known for — your injecting, your weight-
loss outcomes, your skin protocols — the act of documenting your
methodology publicly, in detail, claims ownership of it. The com-
petitor who publishes after you sounds like an imitator, regardless
of how similar their approach actually is.

I describe the AI mechanism that makes these financial-efficiency
principles operationally achievable, and by describing it first and in
this much depth, I've claimed the intersection. You should do the
same for your expertise. Describe your process. Claim your
territory.
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There’s a deeper reason I wrote it, though. I've sat across the table
from a lot of owners like Rachel Adler — excellent clinically, fully
booked, and quietly convinced that flat income is just what a ma-
ture practice feels like. It isn’'t. “My schedule is full, how can I be los-
ing money?” is the most expensive sentence in aesthetics, because a
full schedule is not a profitable one and busy hides the leak. I want-
ed a single place an owner could go to see, in plain dollars, that the
plateau is not a ceiling — it’s a hole in the bottom of the bucket, and
the hole is cheap to patch. If this book did its job, you no longer ex-
perience “we’re slammed” and “we’re profitable” as the same claim.
They were never the same claim. They only felt like it because the
signal that something was wrong never arrived: no chair sits visibly
empty, no alarm sounds when a patient drifts, and the marketing
budget keeps buying new faces to replace the ones nobody noticed
leaving.

Your Next Step

Everything in this book was built to help you find the money your
practice is already leaving on the table — and then, when you're
ready, to help you capture it. Here is every resource available to
you, from free to done-for-you. They form a ladder. Start wherever
you are.
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@ WHEN YOU WANT MORE

The path, one step at a time

STEP 1 STEP 2 STEP 3 STEP 6

Free Practice Newsletter + GLP-1 Found Money STERS STEES Found Money
Diagnostic guide Audit Full Di i i Retainer

Free Free $497 $3,000 from $2,500 $497/mo

Start free. Climb only s far as it pays you to.

Free: The 90-Second Practice Diagnostic — Twelve questions, ninety sec-
onds, and a dollar estimate specific to your practice. It scores where
your biggest leaks are — rebooking, no-shows, reactivation, cross-sell,
pricing, GLP-1 retention — so you know which chapter to start with.
No email required. alchemyinside.com/scorecard

Free: The Alchemy Inside Letter — One practical email per week. A tool
Ive tested, a real example of revenue found hiding inside a practice,
and one thing you can try at your own front desk in under fifteen min-
utes. No hype, no jargon — dollars, not buzzwords.
alchemyinside.com/newsletter
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Free: The GLP-1 Retention Breakdown — A focused walkthrough of the
leak that’s usually the largest one we find. It scores your weight-loss
program across the five dimensions from Chapter 10 — onboarding,
titration, plateau and maintenance, cost continuity, and aesthetic
cross-sell — and estimates what your drop-off is costing you against the
registry curve. If weight loss is a meaningful part of your revenue, start
here. alchemyinside.com/glp1

$497: The Found Money Audit — I analyze your practice across the
leaks in this book in a ninety-minute diagnostic interview, then deliver
a Found Money Report: specific dollar values per opportunity, honestly
counted — the cascade attributed once, never stacked for a bigger slide
— and a prioritized roadmap of what to fix first. If it doesn’t identify at
least $10,000 in recoverable value, the audit is free. I've never had to
honor that guarantee. Appendix A contains a sample report from a real
engagement; study it to see exactly what you’d receive. alchemyinside.-
com/audit

$3,000: The Full Practice Diagnostic — The audit estimates from an in-
terview; this measures from the truth. I run all nine diagnostic mod-
ules against your real practice-management data — your actual return
rates, prebook rates, no-show rates, dormant list, membership mix, dis-
count exposure, and GLP-1 attrition — and hand you a complete, num-
bers-backed map of every leak in the building, ranked by what it’s
worth to close. This is the difference between a confident estimate and a
certified measurement. alchemyinside.com/audit
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From $2,500: AI Implementation — When you're ready to stop reading
about the systems and start running them, I build them into your prac-
tice: the cadence tracking, the rebooking loop, the consult follow-up,
the GLP-1 check-in sequence, the reactivation engine — wired into your
existing PMS, designed around your workflow, legal before clever. Not
a tool you have to learn. Infrastructure that runs whether or not any-
one remembers to look. alchemyinside.com/audit

$497/month: The Found Money Retainer — The ongoing partnership. 1
keep the systems tuned, watch the numbers month over month, surface
the next leak as the last one closes, and make sure the loop never quietly
degrades the way manual discipline always does. For owners who'd
rather keep their attention on patients in the chair than on whether the
follow-up ran. alchemyinside.com/audit

The money is already there. It’s in your PMS right now — in the pa-

tients who already trust you, on chairs you already own, served by a

team you already have. Now you know where to look. And when

you're ready to capture it, you know where to find me.

Bill Eisenhauer is an engineer, an Al builder, and the founder of Alchemy
Inside. He’s spent forty-five years building production software — from en-
terprise systems at Ernst & Young to an early engineering seat at a compa-
ny that grew into a $2 billion public company. He now focuses on helping
aesthetic practices find and capture the revenue hiding inside their opera-
tions — using Al as the mechanism, not the product.

Contact: bill@alchemyinside.com Web: alchemyinside.com
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Appendix A: A Sample Found Money
Report

Every chapter in this book describes a category of found money.
This appendix shows you what happens when all of those categories
are examined at once, in a single practice, by someone who knows
where to look.

What follows is a Found Money Report modeled on a real engage-
ment — a representative aesthetic practice, similar in profile to the
practices described throughout this book. Names and identifying
details have been changed, and the numbers reflect a composite
drawn from practices in this revenue band. The findings, the math,
and the reconciliation between what the owner estimated and what
the audit confirmed all follow the same pattern I see in the field.

Study this report as if it were yours. Not the procedures or the
software names — those are specific to this practice. The patterns.
The subscriptions nobody cancelled. The GLP-1 list nobody works
on a cadence. The membership motion that was never built. The
morning routine nobody thought to build. Those patterns show up
in nearly every practice I audit.

Where do you see yours?

Here is the report itself — the single page an owner actually re-
ceives at the end of a Found Money Audit. The problem it solves is
the one this whole book describes: the leaks are real but invisible,
scattered across a practice-management system nobody has time to
interrogate, easy to feel and impossible to act on. The outcome is
this page — every leak named, sized with its own conservative
math, the confirmed dollars separated from the projected ones, and
a ninety-day order of operations. Everything after the image is the
line-by-line reasoning behind each number, so you can see exactly
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how a finding travels from a hunch to a figure you could defend to
your accountant.
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6

Alchemy Inside
FOUND MONEY REPORT

Prepared for Lumen Aesthetics

by Bill Eisenhauer - Alchemy Inside
Confidential - 14 June 2026

Where your money is hiding

A cash-pay practice - ~$1.8M revenue - 12 staff - ~2,400 active patients -

GLP-1 + aesthetics

RECOVERABLE ANNUAL REVENUE

Confirmed today $11, 400
$l ; 6 , 300 Projected, on execution $164,900
Conservatively quantified against your own PMS data, counted Audit fee (credited) $497
once, at the low end of every range. Not money you'd have to go
find new patients for — money already flowing through the Identified-value guarantee 12.6x
practice and leaking out.

— The six leaks, sized

LEAK FINDING ANNUAL

Consult Conversion & Follow-Up 412 consults last year, ~58% never worked past the first touch. $42,600
410 unworked x 0.18 close x $580 ticket = $42,600

GLP-1 & Weight-Loss Retention ~50% of weight-loss patients gone by month 12; no onboarding arc, no $38,200
plateau plan.
conservative cohort LTV recovery = $38,200

Rebooking & No-Shows Prebook 41% vs. 60% healthy; no card-on-file. The checkout step alone. $31,500
600 x 0.20 x 0.40 x $3,000 =~ $31,500

Cross-Sell & Membership Membership at 8% of revenue; 60% of patients buy a single service $26,900
category.
target 20-25% of revenue, conservative capture = $26,900

Patient Reactivation 812 dormant patients past cadence, no outreach in 6+ months. $22,400
812 x 0.12 reactivation x $3,000 LTV, discounted =~ $22,400

Pricing & Discount Integrity 229% of visits discounted; 73% of discount patients never return at full $14,700
price.
recovered margin on segment-specific pricing = $14,700

Total — counted once Overlapping cadence recoveries attributed a single time. $176 ,300

— The first 90 days

Alchemy Inside - Austin, TX - bill@alchemyinside.com

WEEK 0
Stop the bleed

« Cancel 3 zombie tools
« Fix revenue recognition

« $11,400 confirmed

DAYS 1-30

Rebooking + GLP-1

* Mandatory checkout step
o Card-on-file + reminders

« GLP-1 onboarding arc

DAYS 31-60 DAYS 61-90
Reactivate + consults

* Work the 812 dormant
« Speed-to-lead < 5 min

* 3-touch consult flow

Membership + price
* Tiered membership
¢ End blanket discounts

« Raise new-patient rate

If this audit doesn't identify at least $10,000 in recoverable revenue, it's free.

I've never had to honor that guarantee. The $497 credits fully toward implementation.

Book the audit =
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The deliverable: $176,300 in recoverable revenue, counted once and at the low end
of every range — $11,400 confirmed on day one, the rest on execution — with
each of the six leaks sized by its own math and the first ninety days already
sequenced. This is what the audit produces, and what the rest of this appendix
walks through in detail.

Prepared for: A representative aesthetic practice — 12-person team,
single suburban location, injectables + laser + facials + an 18-month-
old GLP-1 program Prepared by: Bill Eisenhauer, Alchemy Inside

Practice Snapshot

Metric Value
Annual revenue $1,400,000
Staff 12
Active patients ~500
New patients / year ~400
Visits / year ~6,000
Avg ticket / visit $300 (conservative)

Patient LTV (conservative) $3,000

GLP-1 program ~120 active, ~18 months old
Starting-state leaks the owner confirmed during intake: prebook ~40
percent, no-shows ~14 percent, single-service ~60 percent, member-
ship well under 10 percent of revenue, a dormant list of several hun-

dred patients nobody contacts, and a GLP-1 program tracking the
industry attrition curve.
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Executive Summary

This practice generates $1.4M a year under an owner who is excel-
lent clinically, whose schedule is full, and whose income has
plateaued. That plateau is the reason for this audit. A full schedule
is not a profitable one, and in this practice the schedule is hiding
the leak.

The Found Money Audit examined the six revenue leaks this book
is built around — GLP-1 retention, consult conversion and follow-
up, rebooking and no-shows, patient reactivation, cross-sell and
membership, and pricing integrity — plus the financial-visibility
layer underneath all of them.

The headline finding is not the largest dollar opportunity. It is the
reconciliation. The owner’s own estimate of recoverable revenue,
written down before we started, was “north of $300,000 a year.” The
audit confirmed $11,400 in immediate, low-friction administrative
recovery — and then re-expressed the rest as a conservatively quan-
tified opportunity range of $137,000-$160,000 a year that depends
entirely on execution.

That gap between $300,000 and $11,400-plus-a-range is not a dis-
appointment. It is the most important thing this audit produced.
The owner’s instinct that large money is leaking is correct. What the
audit changes is the classification: a small amount is confirmed
cash you can recover this week, and a much larger amount is real
but unquantified opportunity — genuine, named, and capturable, but
contingent on building the instrumentation and follow-up that don’t
yet exist. We replace speculation with conservative ranges. Ranges
you can actually plan against.
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Confirmed Found Money: $11,400/year

This is the hard number. Cash leaving the practice today for noth-
ing, recoverable before you finish reading this report. It carries lit-
tle execution risk, requires no new system, and depends on no pa-
tient behavior.

Zombie software subscriptions — $6,800/year. During the audit
the owner confirmed five recurring charges as fully unused:

* A patient-texting platform the owner believed had been cancelled
over a year ago. Still actively charging.

¢ A second messaging tool bought during a setup that never
finished.

* A social-scheduling app used twice.

* An email-marketing platform — two newsletters sent, then
silence.

* A design subscription used once, for a holiday promo.

The practice was paying for three separate patient-communication
tools while using the automation features of exactly none of them.

Over-tiered tools — $1,200/year. The practice management sys-
tem sits on a premium tier whose extra modules are unused, and
the cloud workspace is paying for more seats than there are people.
A settings change, not a project.

Revenue-recognition correction — $3,400/year. Prepaid pack-
ages and unredeemed gift cards were being booked as revenue on
sale rather than on redemption, and membership dues were not be-
ing separated from one-off service revenue. This isn’t lost cash; it’s
miscounted cash. Correcting it changes the numbers every other fig-
ure in this report depends on — and surfaced $3,400 in genuinely
unbilled add-ons that had been delivered but never charged. Legal
before clever, books before bets: this is the first fix because every
dollar downstream is measured against it.
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Confirmed item Annual value
Zombie subscriptions $6,300
Over-tiered tools $1,200
Revenue-recognition correction (unbilled) $3,400
Confirmed total $11,400

That is the number the owner can act on before leaving the conver-
sation. Now to the larger opportunity.

Unquantified Opportunity: $137,000-$160,000/year

These are the six leaks. Each is real, each is named, and each carries
conservative one-line math. But unlike the confirmed total, captur-
ing these depends on execution — on building cadence tracking, fol-
low-up sequences, and a membership motion that don't exist today.
I present them as ranges, not single numbers, because false preci-
sion here would be a fabrication, not a finding.

One discipline before the math: we attribute the cadence cas-
cade once. A single root cause — no closed loop on treatment ca-
dence — drives the rebooking gap, the first-visit cliff, and the dor-
mant stack all at once. Fix it and you recover those patients one
time, not three. The ranges below are deliberately built to avoid
double-counting the same recovered patient across leaks.

Leak 1 — GLP-1 & Weight-Loss Retention (the beachhead)

The program has ~120 active patients at ~$400/month and is track-
ing the registry curve: ~18 percent gone by month three, ~50 per-
cent within twelve months. Pulling the program toward an 80 per-
cent twelve-month retention — through onboarding framing, a side-
effect safety net, and maintenance conversations — protects the
difference.
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retained_patients x months_protected x monthly_value - ~30 pa-
tients x ~6 months x $400 = ~$72,000/yr

Presented conservatively against ramp and partial retention:
$45,000-$60,000/yr. This is the single largest leak in the practice
and the fastest to move.

Leak 2 — Rebooking & No-Shows

Prebook sits at ~40 percent against a healthy 60 percent. Prebooked
patients retain ~70 percent; un-prebooked ~30 percent.

new_patients x (target - current) x 0.40 x LTV = 400 x 0.20 x
0.40 x $3,000 = $96,000/yr

No-shows run ~14 percent against a <10 percent target:

visits x (current - target) x avg_ticket x refill_factor =
6,000 x 0.05 x $300 x 0.4 = $36,000/yr

Counted together as one cadence fix and held conservative:
$40,000-$48,000/yr. (The first-visit cliff is part of this same cadence
cascade and is not added separately.)

Leak 3 — Consult Conversion & Follow-Up

The practice closes consults around 30 percent against a worked
benchmark of 45 percent, and after-hours inquiries go to voicemail
— 74 percent of practices miss the five-minute window, and this one
does too.

consults x (target - current) x avg_consult_value - conserva-
tively $12,000-$16,000/yr from speed-to-lead and a structured fol-
low-up sequence on the consults already happening.

Leak 4 — Patient Reactivation

Several hundred dormant patients, never systematically contacted.
Reactivation costs $20-$60 a head against $100+ to acquire new, at a
10-20 percent rate.
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dormant x reactivation% x LTV = ~400 x 0.12 x $3,000 =
$144,000 in lifetime value; recognized as near-term recoverable rev-
enue and net of cadence overlap: $18,000-$24,000/yr. The dormant
list is the fastest cash in the building.

Leak 5 — Cross-Sell & Membership

Single-service patients are ~60 percent, membership is under 10
percent of revenue against a healthy 20-30 percent, and retail attach
is under 10 percent against a 20 percent target. Members visit 2.9x
more and spend 35 percent more. The GLP-1 program is a cross-sell
engine that has never been wired — many patients who lose signifi-
cant weight become strong candidates for an aesthetics conversa-
tion, when clinically appropriate.

Bringing membership toward 15 percent of revenue and lifting re-
tail attach: > conservatively $18,000-$24,000/yr in incremental and
recurring revenue, plus an exit-value effect (membership at exit-
grade share adds +0.5-1.0x EBITDA multiple — real, but excluded
from the operating range above).

Leak 6 — Pricing & Discount Integrity

About a fifth of appointments run on a promo discount, and 73 per-
cent of discount patients never return at full price. Tightening dis-
count governance and recovering margin on under-priced injecta-
bles: > conservatively $4,000-$8,000/yr.

Opportunity Roll-Up
Leak Conservative annual range
1 — GLP-1 retention $45,000-$60,000
2 — Rebooking & no-shows (cadence) $40,000-$48,000
3 — Consult conversion & follow-up $12,000-$16,000
4 — Patient reactivation $18,000-$24,000
5 — Cross-sell & membership $18,000-%$24,000
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Leak Conservative annual range

6 — Pricing integrity $4,000-$8,000

Total opportunity $137,000-$160,000/yr

Add the $11,400 confirmed, and the audited picture lands at roughly
$148,000-$171,000/yr — squarely inside the $80K-$250K band this
book promises, and well below the owner’s $300,000 gut estimate.
That downward revision is the point. It’s the difference between a
number you hope for and a number you can build a quarter around.

Reconciliation: Self-Assessment vs. Audit Finding

The owner’s pre-audit estimate was “north of $300,000.” The audit
produced $11,400 confirmed plus a $137,000-$160,000 conservative-
ly quantified range.

The owner was not wrong that money is leaking. The self-esti-
mate correctly named every major gap. What it lacked was arith-
metic and discipline — it summed gross opportunities without con-
servative LTV, without ranges, and without attributing the cadence
cascade once. The audit applies the formulas, holds every input
conservative, and refuses to count the same recovered patient
twice.

This is not a reduction in opportunity. It is a reduction in specula-
tion. The owner traded one impressive number he couldn’t act on
for one small number he can recover this week and a set of ranges
he can sequence over ninety days.

Implementation Roadmap: 90-Day Plan

Sequenced by two rules: speed to confirmed value first, dependency
order always. Each phase ends with a system that is running, not a
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document to review.

Week 0 — Quick Wins (one morning, owner alone)

Cancel all five zombie subscriptions; confirm in writing.
Drop the over-tiered PMS plan and unused workspace seats.

Correct revenue recognition — package/gift-card liability,
membership-dues separation — and bill the delivered-but-
unbilled add-ons.

Confirmed recovery banked: $11,400/year. This also fixes the num-

bers every later phase is measured against.

Phase 1 — Days 1-30: Stop the Biggest Bleed

GLP-1 retention (Leak 1). Write the onboarding conversation —
the twelve-month arc of titration, plateau, maintenance — and
make it mandatory. Stand up a week-two side-effect check-in and
a refill-lapse flag. Highest dollar leverage in the practice.

Rebooking (Leak 2). Install a checkout “book-the-next-one” step
tied to each service’s biological cadence. Turn on appointment
reminders and an after-hours auto-text-back to catch the
inquiries currently going to voicemail.

Reactivation quick cash (Leak 4). Pull the dormant list and run a

first win-back to the most recently lapsed segment — the fastest
cash in the building.

Phase 2 — Days 31-60: Protect the Chair, Convert the Visit

No-show deposits (Leak 2). Add deposits and multi-touch
reminders to drive no-shows under 10 percent.

Consult follow-up (Leak 3). Build the structured post-consult
sequence and lock the five-minute speed-to-lead response on new
inquiries.
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* GLP-1 cross-sell motion (Leaks 1 & 5). Flag every weight-loss
patient nearing goal for the aesthetic conversation — skin,
volume, tone.

Phase 3 — Days 61-90: Lock Recurring Revenue

* Membership (Leak 5). Wire membership tiers to the high-
cadence services and add the enrollment motion at consult and
checkout. This is the recurring-revenue and exit-value lever.

* Pricing integrity (Leak 6). Put discount governance in place;
stop the promo bleed.

* Re-score. Re-run the financial baseline and the two primary-leak
measures. Record predicted-vs-actual for every quantified leak so
the next audit’s estimates sharpen.

Implementation Options

Do it yourself. You have the roadmap, the math, and the sequence.
The Week 0 cancellations can be done today. The risk is the one
most owners carry: knowing without doing. The roadmap is not the
constraint — the accountability is.

Guided. An outside partner holds the weekly accountability re-
view, troubleshoots blockers, and keeps each phase on schedule
while your team does the work. Built for the insight-without-execu-
tion pattern.

Full-service. The partner configures the systems, builds the se-
quences and report templates, and owns project management for
the ninety-day window. Your role shifts from executor to approver.
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What You Just Read

This report came from a 90-minute diagnostic conversation. Every
finding came from questions the owner answered about their own
practice. The tools that fix most of these gaps were already pur-
chased and already installed. The money was already inside the
practice. It took an outside perspective to see it.

The confirmed recovery was $11,400 — actionable today. Behind it
sat $137,000-$160,000 in conservatively quantified opportunity that
becomes hard dollars as the cadence tracking and follow-up come
online over ninety days.

If you recognized your own practice in these pages — the sub-
scriptions you forgot to cancel, the GLP-1 list nobody works, the
dormant patients nobody calls, the membership you never built —
you’re not unusual. You’re typical. The specifics change. The shape
of the leak doesn’t.

You have two paths from here. Do it yourself with the free diag-
nostic at alchemyinside.com/scorecard, then build your roadmap
from the structure in this book. Or let us look with you: the $497
Found Money Audit produces a report like this one — findings, dol-
lar ranges, and a prioritized roadmap specific to your practice —
with a $10K-or-free guarantee. From there the ladder runs through
the Full Practice Diagnostic, Al Implementation, and a Found
Money Retainer that keeps the loop closing.

The money is already there. The question is whether you’ll find it
alone or let someone help you look.

alchemyinside.com/audit
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The Found Money Toolkit

Everything in this book has a live counterpart at one address. The
diagnostic runs your real numbers. The calculators do the math
from each chapter with your figures in the boxes. The sample report
shows you exactly what a finished audit looks like. And the news-
letter keeps the conversation going with new examples from real
practices.

One page. It will always have the latest tools and resources, even
as they evolve after this book goes to print.

The companion page: alchemyinside.com/book

If you’re reading the paperback, the code on this page goes to the same
place — scan it with your phone. If you’re reading on Kindle, the links

below are tappable.

What'’s There

The free Practice Diagnostic. Ninety seconds, no account. It scores
your practice across the six categories in this book and returns a
dollar estimate of where the money is leaking — and which chapter
to start with. - alchemyinside.com/book
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The GLP-1 Retention Breakdown. If weight loss is a meaningful
part of your revenue, this scores your program across the five di-
mensions from Chapter 10 and estimates what your drop-off is cost-
ing you. - alchemyinside.com/glpl

The calculators. The rebooking gap, the no-show waterfall, the
dormant-list reactivation, the membership math — every formula in
this book, with your numbers plugged in. No spreadsheet required.

The sample report. Appendix A in long form, plus the conserva-
tive dollar model behind it, so you can see precisely what a Found
Money Report delivers before you ever commission one.

The Alchemy Inside Letter

I write about found money every week — one practical email, a real
example from a real practice, and something you can try in under
fifteen minutes. No hype. It’s where the thinking in this book keeps
going after the last page.

- alchemyinside.com/book (the signup is on the page)

When You'd Rather Not Do It Alone

If you read this and think I'd rather someone just find it for me, that’s
what the Found Money Audit is for: a 90-minute diagnostic inter-
view and a written Found Money Report with specific dollar values
per opportunity and a prioritized roadmap. If it doesn’t identify at
least $10,000 in recoverable revenue, the audit is free. Appendix A is
a sample of exactly what you'd receive.

- alchemyinside.com/audit
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Stay in the Loop

This is a living edition — the tools grow, the benchmarks update,
and new editions ship. If you found this useful, follow me on
Amazon so you're notified when the next one is out, and put the
companion page somewhere you’ll find it again.

The money is already inside your practice. Now you know where
to look — and where to find me when you’re ready.

Bill Eisenhauer - alchemyinside.com - bill@alchemyinside.com

242


https://alchemyinside.com/?utm_source=med-spa-money-map&utm_medium=pdf&utm_campaign=found-money

About the Author

Bill Eisenhauer is an engineer who spent 45 years building produc-
tion software — enterprise systems at Ernst & Young, and an early
engineering role at a company that grew from a small team to a $2
billion public company — before pointing all of it at a single ques-
tion: what can Al actually do, in dollars, for a small practice?

The answer became Alchemy Inside, his consulting practice. He
works exclusively with cash-pay aesthetic practices — med spas,
aesthetics clinics, weight-loss and GLP-1 programs, hormone and
longevity practices — finding the six-figure sums hiding inside their
existing operations and building the Al systems that capture it, con-
tinuously, without adding staff. He calls it found money, because it
was always there. The work is finding it and plugging the leaks be-
fore it drains away.

He is an engineer first and a consultant second: dollars, not jar-
gon; a fiduciary, not a salesman; production systems, not slide
decks. Every number in this book is conservative on purpose, be-
cause found money should be money you can actually count on, not
money you can dream about.

He lives in Austin, Texas.

If youd like to see where your own practice is leaking, the free 90-
second Practice Diagnostic — and everything else in this book’s tool-
kit — is at alchemyinside.com/book. If you'd rather have it found
for you, the Found Money Audit is at alchemyinside.com/audit.
And if this book earned a place on your shelf, follow Bill on
Amazon so you're the first to know when the next one ships.

bill@alchemyinside.com - alchemyinside.com
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