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LEOEF Application for Payment of Services Casc No: L" IE
Please Print Clearly & Legibly - Incomplete Fors Will Be Returned
"A) This Section To Be Completed by e
Member Name: Active: _____ Retired: X |

Meraber Teleph:
Member Addres
Altemnate Contact/Phone.
Describe Your Condition and Why It Is Duty Related:

AE ﬁwﬁ/ PLEATEY

Describe the Service/ Treatment Raquesbnd: T 7k Eye

7 o)
Total Cost of Treatment/Service: 5_Hr=rZ . —
Amount Paid by [nsurance/Medicare: Bl o = FE

Amount Reguested from the Board b __ﬁrﬁ;-.,__ 4 53 ya C@

' - LEOFF mmnﬁer—Pleéée ent(s) from your ingurance provider(s)
andfor Medicare which tment/3ervice.

Date: //24?/'5

£ 1he Power of Attarney 17 signed by the altemate adntact.

Member Signatare: .
Pleasc attach & wpy &

Provxdm’sName E@l ¢ Q‘” kL Provndcr s'I‘alophona .;
Clini¢/Office Name: WEST CDLJ’ v ¢/ TNT‘?-QNM, \aeA Y ?*C,/N Qﬁ
Deciideis Ataesss: L 1O [ P -'r""b Ot.--/"h 7 A, Wpr ‘7?-5

Deseribe the Patient’s Current Condition and Sta _‘?_Whed.wr It Is Duty Related:
A becess T 07

Desmhj‘ Yourllj‘c-ommended mont Plan %\‘7 P‘aﬂM %i‘yN j\’a\' S /JM K/’ / 4’//?. 7L
[ L 5 s ' A
U Tl et o wahfg/ -{—c fh(—f'l»s(/ 17T Zeh A+ (e

Please I';Jeam'ibc J_Roasonable Alternative Treatment Plans, Include Expcctcd Outcome & Costs:

Pt |

, £ i
;’mvider’s Signature: / c _ Pate: L/ 4.
. -

Fax completed form to: (360) 709-2735 ox
Mail to: City Of Olympia HR Dept, PO Box 1967, Otympia WA 098507-1967

W:LEOFF\FORMS\Application for Payment of Services 20128.docx  4/20/2012

aWw NI3 WATZEB B8TBZ/BE/TE (A3NIZO3Y



Feb 07 18 03:42p p.2

Russell & Bode Famii Dentistry

Name

.. TREATMENT CASE
Treatment Plan (1)

DATE VISIT TH SURF CODE PROV DESCRIPTION FEE PAT PRI INS
01/24/2018 1 3 04286 O7DR Guided #iss regen-resorb-per 381.00  281.00 0.00
01/24)2018 1 3 D7210 O7DR Extract, erupted th, rem olh a06.00 116.00 191.00
01/24/2018 1 3 D7083 07DR Bone repl grit ridge prav/sile 366.00  3%0.00 0.00

Visit 1 Totals; 1043.00  BBZ.OD 181,00,
01/24/2018 2 DOAB4 OTDR CT Caplure, Lmntd View < 1 Jaw 100.00 100.00 0.00
Visit 2 Totals: 100.00 100.00 0,00
01/24/2018 3 3 DB010 O70R Surg plava implant endostaesl 156D.00  1550.00 0.00
' Vislt 3 Totale:  9550.00  1580.00 000
017242018 4 3 D8OSY 07DR Custem abuiment-incl plecement 758.00 768.00 0.00
01/24/2018 4 3 DEO6B 07DR  Abutmbnt supported pom/eer ein 1272.00 127200 0.00
Vigit 4 Totals: 2030.00 2030.00 0.00
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T TOTALS 5

. T INSURANGE PROVIDERLS) &
Prirmary Secondary \Prilns |
DELTA DENTAL OF WISGONEIN 101,
s FIMA L 3t
“trestmant Plan Total 4723.00
Ell\mulnd Padusiibio to ho Appliad 12?:&%
[EG) ?"'4, @_ﬂ (1)t ;LW, T | |Estimated Patiente Portian #832.00
e 2. %‘%%
8 SLLAL )
- gruak ———e 1 DENTAL INSLIRANGE BENEPIIS -
gnm“mf?ge 2 voent . Famly
B Oy AR Donaiis T 3
ﬁ ? W (i s q "ﬂ m mm 00080900 000
i anding Inaurenge Est, YTD 0,00 0.00 0.00 D00
i i a8 (59 i8] €30 Esl Bensfitn Resaining YTQ 191,00 0.00 000  D.60
|Benetis Expia ox31/2018  NA
m Oypieid YO smndon 60,00 0.00 oD .00
Proventabve oo 0DO0 000 000
ainee D00 _ooh 00 0.00]
Altirnatg Cuses
rase notes: _1
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