LEOFF Application for Payment of Services CaseNo: A |-/
Please Print Clearly & Legibly — Incomplete Form Will Be Returned

A) This Section To Be Completed by Member

Member Name: " " 1 Lty E o Active: Retired: X

Member Telephone:  ~ e - =12 Police: Fire: X

Member Address: o e b il : L= T w

Alternate Contact/Phone: Email: : e

Describe Your Condition and Why It Is Duty Related: i@@ﬂﬂ ‘ YA Fl a ﬂﬁé =2 P‘g:gg!mw f-
nok .4&,4\)_5(‘ Kt {/V\} oA

Describe the Service/Treatment Requested: ‘g N 4S n g Vi [

CANV U

Total Cost of Treatment/Service: $ 2500 .
Amount Paid by Insurance/Medicare: $ o . >
Amount Requested from the Board $ . Abpre vedl amo Wwé ‘

LEOFF member-Please attach the Explanation of Benefits statement(s) from your insurance provider(s)
and/or Medicare which mdlcatgs the amount paid for this treatment/service.

Date: / ‘f 2 /

e e,
" Please attach & copy of the Power of Attorney if signed by the alternate contact.

.’—F__/ﬁ,
Member Signature: 7125017

B) This Section To Be Completed by Member’s Attending Health Care Provider

Provider’s Name: \\OﬁdOV\ W\Df)( " ,ﬁrowder s Telephone: H0O-551- RO 75
)

Clinic/Office Name: O\a\m() e\ O\d \BCN\C@ \Je mjr\‘)“t C N
Provider’s Address: | @’\(:)' H“\"’\ &(\, &(c_ Ol b\(Y\‘O NO\ G %%

Describe the Patient’s Current Condition and State Whether It Is Duty Related

(fow O~ 'ﬁ}ﬂ &I‘m‘-}\/\f{& Og‘ MJ/‘— /\71«‘7)4/&/\?

Describe Your Recommended Treatment Plan and Why It Is Medically Necessary: ) oo’(t\ ‘H’ZQ f/]o\p(
an C\(i Clrawin V’l“—\ VJ* (o . Cfﬂ)\nﬁrx ﬁw{ﬂ JWQYL\ 'G/*AANL \/// /r\/‘%C ffv(oﬁ O~
d’b‘b\\ mof movx-refjto«\»lc Need s exh /ﬂ/‘u\H And Anmlaﬁr fo Nn At'a #)O

Please Descnbe Any Reasonable Alternative Treatment Plans. Include Expected Outcome & Costs:

TL\L? OV\ ) OWV' ¢ SQ./V\L\C Q l L(’/bw-*\\»g V\/dw bp ] & Q/d\ﬁ\d\ Mv\(/( V\o\‘ H\ \/‘\7
L l{)\&‘«u /]/‘\\1 I hj c’ i (,\.Lq o 6\ < \(, ()(‘ {,\/«J\\)/\ Gund +b D{/L- NN W\€v~¥ P{'(Omy\
Provider’s Signature: =~ / / A Date: / 67 /20 2 “,,\ p\tm+ -

ez

re

Fax completed form to: (360) 709-2735 or
Mail to: City Of Olympia HR Dept, PO Box 1967, Olympia WA 98507-1967
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Olympia Advanced Dentistry

Name

DATE
0212672019
02/26/2012

02/26/2012

02/26/2019

02/26/201¢

02/26/2019
02/2812018

02/26/2019

. TREATMENT CASE implants #30, 14
VISIT TOOTH SURF CODE PROV DESCRIPTION FEE PATIENT
1 14 DB058 XX01 Abulment supporied porc/cer crm 1400.00 1400.00
1 14 DB0Y7 XX01 Abut sup crown-pre fus-titamum 0.00 0.00
Visit 1 Totals: 1400 .00 1400.00
3 %30 DBG10 XX01 Surg place implant endostes! 2600.00 2600.00
Visit 3 Totals: 2600.00 2600.60
4 14 D057 XX01 Custom abutment-incl placement 650.00 850.00
Visit 4 Totals: 650.00 &50.00
5 D630 XX01 Radwograph/surg impi index B/R 350.00 350.00
Visit 5 Totals: 350.00 3506.00
7 30 D8057 XX01 Custom abutment-inc! placement 650.00 8&50.00
7 30 DB058 XX01 Abutment supporied porcicer crn 140000 1450.00
Visit 7 Totals: 2050.00 2050.00
8 30 DB0Y7 XX01 Abut sup crown-pre fus-titamium 000 0.00
Visit 8 Totals 000 0.00
 INSURANCE PROVIDER(S) :: : TOTALS ::
Prinary Secondary Fee i Patient | | i
7050.00 705000
- FINANCIAL SUMMARY

Treatment Pian Total 7650.00

Zstimated Deducubie io be Apphed 0.00

Estimated Insurance Payment 000

ECstimated Patient's Portion 7050.00

Patient Balance 0.00

Alernate Cases.

Case notes:

; DENTAL INSURANCE BENEFITS =

Patient

Primary Secondary Primary Secondary,

Fanuly

Annual plan be,

nefits

Paid Benefits YTD

0.00 0.00 0.00
000 000 000

Pending insurance Estmate YTD G 00 0.00 000

Estimated Benefits Remaining YTD 000 0.0 0.00
| Benefils Expire MA NA

1 Deduclile Owed YTD  standarg 0.00 0.00 0.00

Preventative oQo 9¢C0 00C0

Other 0.00 0.00 0.00

0.00
0.00
0.00
G6.60

0.C0
0.00
0.00

By signing below, | acknowledge that the amount set forth above as payable by my dental insurer is only an estimate.
and that it is my responsibilily to pay the total fees for the above-described treatment if my insurance company denies

coverage. At the time of treatment, | agree to pay the amount indicated above as the patient's portion if there is any

remaining balance afier my insurance has been processed. | agree to pay such remaining balance upon receipt of a

pilling statement

Any balance not paid within 90 days of the date of actual treatment shall accrue interest at a rate of 1.5 percent per

month znd be considered a Delinquent Account. All payments made after 90 days shall be applied first to interest,

and then to any outstanding

iment balance

Cooper Moss Advanced Dentistry reserves the right to submit a

Delinquant Account for iegal collection. The prevailing party in any proceeding to collect a Delinquent Account shall

ne entitled to reasonable attorneys' fees and costs related to such proceeding.
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Olympia Advanced Dentistry
1105 4th Avenue East, Suite A
Olympia, WA 98506-4018

(360)357-8075

. Ny

(" GUARANTOR NAWE AND MAILING ADDRESS |

" CHARTNO,
100879

01/26/2021

PLEASE RETAIN THIS PORTI

ON OF THE STAT:

T FOR YOUR RECCRDS

" oesomeron

11/01/2020 Balance Forward

11/12/2020 D6010:Surg place implant: endosteal
11/12/2020 Senior Citizen Courtesy

11/12/2020 Online Credit Card - Thank You
11/17/2020 00000:Office Visit

2600.00

0.00

-260.00
-2340.00

PRIORBALANGE |  CURRENTCREDITS |

CURRENTCHARGES |  NEWBALANCE

0.00 - -2600.00

+

2600.00

|= 0.00

(

Did you know we are accepting new patients? We would love to care for your friends and family!
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© 1987-2020 Henry Schein, Inc. DLSTM 10

Olympia Advanced Dentistry - 1105 4th Avenue East, Suite A
Olympia, WA 98506-4018 (360)357-8075




