¢
LEOFF Board Application for Payment of Services Case No: __Case # 25-5
Please Print Clearly & Legibly - Incomplete Form Will Be Returned

- A) This Section To Be Comi)leted h‘;j Member:

Member Name: || SN Active: Retired: x
Member Telephone: Police: x Fire:
Member Address:

Alternate Contact: Alternate Contact Telephone: -

Describe Your Com Is Duty Related: Dental Crown

Describe the Service/Treatment Requested: Crown for tooth

Total Cost of Treatment/Service: $ 2122.00
Amount Paid by Insurance/Medicare: $
Amount Requested from the Board $ 2122.00

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

Member Signature: Date: 06/09/2025
PleasCatacita cupy 0L UIG TOWET Of ATOIMEY 11 Signed by the alternate contact. !

B) This Section To Be Completed by Member’s Attending Health Care Provider
(attach additional pages as needed)

Provider’s Name: ﬁﬂd ) erltYir 1S Provider’s Telephone: 300~ 18le-935°Y
Clinic/Office Name: [de<c hekeS Rlren Drenhishry

Provider’s Address: _[1{_TWin (Jater R\WD SE ”(ﬁ(mmm?of, wh
Describe the Patient’s Current Condition and State Whether It Is Duty Related: pown. dw% Yale {'{d .

Describe Your Recommended Treatment Plan and Why It Is Medically Necessary: (L€owon. on.* 26

okl dotp docany ~ B4 Compsite. Ot thaunh ik Stuthir¢
W v prce aniy Glling.

Please Dcscril)e Any Reasonable Altemat@ve Treatment Plans. Include Expected Outcome & Costs:

Nont
Provider’s Signature: S Date: Yiejes

Fax Completed Form to: (360) 709-2735 or mail to: City Of Olympia HR Dept, PO Box 1967, Olympia WA
98507-1967

Revised 12/27/07

Location: \Calvin\Personnel\Forms\




Deschutes River Dentistry
111 Tumwater Blvd Suite A-301
Tumwater, US-WA 98501-6400

R, (360) 786-9354 rax (360) 786-8490

Treatment plan fOI'_ Treatment plan created on  Apr 14, 2025

1929 80th Ave SE
Tumwater, US-WA 98501

Description Site Provider Insurance Patient Total
Est.

Description Site Provider Insurance Patient Total
Est.
#20 BU/CR
D2950 - Core Buildup 20 Dr. Edwards DDS $0.00 $431.00 $431.00
D2740 - Crown, porcelain/ceramic 20 Dr. Edwards DDS $0.00 $1,691.00 $1,691.00
Visit Subtotal $0.00 $2,122.00 $2,122.00
Total Balance Due Insurance Est. Patient Portion

$2,844.00 $0.00 $2,844.00

Please note that all insurance and patient portions are estimates.

Please note that the estimated patient portion is due at time of service.

Patient's / parent's7/ guardian's signature Patient's / parent's / guardian's name (please print) Date
Upcoming Appointments
Date Patient Time Duration Description

Treatment plan TX needs for Patrick Passmore
Printed on May 28, 2025 at 12:14pm



	Application for payment
	Dentist quote signed - redacted



