. _Ei City Hall
Meeting Agenda - Final 601 4th Avenue E

Olympia, WA 98501

LEOFF | Disability Board

Contact: Debbi Hufana
360.753.8149

Olympia

Monday, August 10, 2026 4:30 PM Zoom

https://lus02web.zoom.us/j/84095048445?pwd=jhWQaPkGLof9QZp1tFOrqTRswQVgJG.1

1. CALL TO ORDER

1.A ROLL CALL

2. APPROVAL OF AGENDA
3. APPROVAL OF MINUTES
3.A 25-0974 Approval of August 11, 2025 LEOFF Board Minutes

Attachments: Minutes

4, BUSINESS ITEMS
4.A 26-0620 Approval of Case #26-6 Vision

Attachments: Case #26-6

4.B 26-0621 Approval of Case #26-7 Medical

Attachments: Case #26-7

4.C 26-0622 Approval of Case #26-8 Dental

Attachments: Case #26-8 #1 partial
Case #26-8 #2 crown
Case #26-8 #3 root canal & filling

4.D 26-0623 Board approval for staff to make recommended updates to policy
5. OTHER TOPICS
6. ADJOURNMENT

City of Olympia Page 1 Printed on 8/7/2026


https://olympia.legistar.com/gateway.aspx?m=l&id=/matter.aspx?key=17128
https://olympia.legistar.com/gateway.aspx?M=F&ID=79ecf546-a7a5-41bf-8bab-53249571efa7.pdf
https://olympia.legistar.com/gateway.aspx?m=l&id=/matter.aspx?key=17847
https://olympia.legistar.com/gateway.aspx?M=F&ID=b40b5270-580c-4b3f-8288-40a0ccbb9b5c.pdf
https://olympia.legistar.com/gateway.aspx?m=l&id=/matter.aspx?key=17848
https://olympia.legistar.com/gateway.aspx?M=F&ID=fe6cb1d0-e6e1-4fa8-b411-b153c6172e9f.pdf
https://olympia.legistar.com/gateway.aspx?m=l&id=/matter.aspx?key=17849
https://olympia.legistar.com/gateway.aspx?M=F&ID=186e4fe1-bd6a-4146-8782-2c3ef3f0f7b3.pdf
https://olympia.legistar.com/gateway.aspx?M=F&ID=c2324af3-0feb-4e23-9222-d4ebf39456a1.pdf
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LEOFF I Disability Board Meeting Agenda - Final August 10, 2026

Accommodations

The City of Olympia is committed to the non-discriminatory treatment of all persons in employment and
the delivery of services and resources. If you require accommodation for your attendance at the City
Advisory Committee meeting, please contact the Advisory Committee staff liaison (contact number in the
upper right corner of the agenda) at least 48 hours in advance of the meeting. For hearing impaired,
please contact us by dialing the Washington State Relay Service at 7-1-1 or 1.800.833.6384.
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) ¢ City Hall
601 4th Avenue E.
Olympia, WA 98501
360-753-8244

Olympia LEOFF I Disability Board

Approval of August 11, 2025 LEOFF Board
Minutes

Agenda Date:
Agenda Item Number: 3.A
File Number:25-0974

Type: minutes Version: 1 Status: In Committee

Title
Approval of August 11, 2025 LEOFF Board Minutes

City of Olympia Page 1 of 1 Printed on 8/7/2026
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. . City Hall
Meeting Minutes - Draft 601 4th Avenue E

Olympia, WA 98501
| LEOFF | Disability Board Contact: Debbi Hufana
Olympia 360.753.8149

Monday, August 11, 2025 4:30 PM Zoom

https://lus02web.zoom.us/j/86859074438 ?pwd=Ae1Sm7B2c4Lu3uBebyTmlk6s6k6js3.1

1. CALL TO ORDER

The meeting was called to order at 4:31 pm

1.A ROLL CALL

Present: 4 - Chair Jim Cooper, Vice Chair Mark Hansen, Boardmember Steve
Cooper and Boardmember Russ Gies

Excused: 1- Boardmember Kelly Green
2. APPROVAL OF AGENDA
The agenda was approved

3. APPROVAL OF MINUTES

3.A Approval of July 14, 2025 LEOFF Board Minutes

The minutes were approved
4. BUSINESS ITEMS

4 A Approval of Case #25-7 Long Term Care

Boardmember Mark Hansen moved, seconded by Boardmember Steve
Cooper, to approve payment for long term care up to the monthly amount
allowed by policy. The motion carried by the following vote:

Aye: 4 - Chair Cooper, Vice Chair Hansen, Boardmember Cooper and
Boardmember Gies

Excused: 1 - Boardmember Green

5. OTHER TOPICS

6. ADJOURNMENT

City of Olympia Page 1



LEOFF | Disability Board Meeting Minutes - Draft August 11, 2025

The meetng was adjourned at 4:41 pm
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) ¢ City Hall
601 4th Avenue E.
Olympia, WA 98501
360-753-8244

Olympia LEOFF I Disability Board
Approval of Case #26-6 Vision
Agenda Date: 8/10/2026

Agenda Item Number: 4. A
File Number:26-0620

Type: decision Version: 1 Status: In Committee

Title
Approval of Case #26-6 Vision

Report
Issue:
Whether to approve payment for Intense Pulsed Light Therapy.

Staff Contact:
Debbi Hufana, HR Analyst, Human Resources, 360.753.8149

Background:

Retired LEOFF 1 Member is requesting approval of Intense Pulsed Light Therapy in the amount of $1,400 for
extreme dry eye. The therapy requested has a success rate of 80 - 90%. Per the health care provider section
of the Application for Payment of Services, a dry eye mask and been tried and failed. An alternate treatment is
Miebo medicated drops and notes this would be ongoing treatment and cost. | inquired with the members
insurance carrier and Miebo is a covered medication on the members plan. | sent an inquiry to the member to
see if Miebo has been tried, however | did not receive a response from the member.

Attachments:
Application for Payment and supporting documentation

Reference:
Section Il Procedures to Receive Benefits

City of Olympia Page 1 of 1 Printed on 8/7/2026
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From: Vision Health Faxes Fax: +13603575652 To: 3607092735@RCFax.com  Fax: +13607092735 Page: 1 0of1 07/09/2026 3:24 AM

07/09/2026 08:25 AM (GMT-7)

LEOFF Board Application for Payment of Services Case No:
Please Print Clearly & Legibly — Incomplete Form Will Be Returned

A) This Section 'I‘oBe Completed byMember T L e e ' o l
Member Name:

Describe Your Condition and Why 1t Is Duty Related: 7 r

/7/4:/1«';/ {//(‘/ﬂq‘ 'ﬁ’»’g{ o7her -Zkg;il?ﬂg,/z;';w//’}i peof tesu /7.

Describe the Service/Treatment Requested: Z; a &P,

>4
7/£ ZZZ&Lﬁ ,Q‘z Sassiwoes (oiThEy g0 ie 7026 sweemce S8

Total Cost of Treatment/Setvice: $ L,‘z’ezc'! LD

Amount Paid by Insurance/Medicare: 3
Amount Requested from the Board $

Q.f’(/

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: ,Jiwe 7 2o Zte
omey if signed by the alternate contact,

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

Provider’s Name: Z cw[«axw Gz rvvizan Prowder s Teiephone Séé 5’ o) Z 3410

Clinic/Office Name: V/'4ien ”é’/.”«l’\

Provider’s Address: 5/(¢ { ' i

Describe the Patient’s Current Condition and State Whether I Is Duty Related: \/r,’u(& Ab
blunve d ssion A)al-ea /ZW 2rer //ﬁté./

Please Describe Any Reasonable Altematlve Trcatment lans. ude xpected Outcome & Costs:

SS4% -‘4.’ YD) e reye tang) Lailc, (Moo _utldic. “
cull) e mg:a‘a%_b:éa.&zew}%édiﬁ_
Prov1dersSngna _,,,, VVRIW.2 7 2w % Date: __#/% M
Fax Completed ¥g 60) 709 73 ‘or mail to: City Of Olympia HR Dept, PO Box 196‘7 Olympia WA
98507-1967
Revised 12/27/07 Location: WCalvin\Personnel\Forms\



City of Olympia
LEOFF 1 Medical Board

This is a request for payment for a medical treatment for severe dry eyes.

| had cataract surgery January 2024 on both eyes. The surgery was not completely successful
but with glasses | have clearer vision.

In January of this year | started having very blurry vision. I've gone through a number of tests
and treatments but none have been very successful.

The treatment the doctor keeps recommending is Intense Pulsed Light Therapy. I've researched
the treatment and the reviews are very favorable with a 80 to 90% success rate.

The cost is $1400.00 for the treatment.

Thank You




INTENSE
PULSED LIGHT

THERAPY

OptiLIGHT IPL is a light-based treatment
that uses precise, intense broad spectrum
light to address meibomian gland
dysfunction (MGD) - one of the key
underlying factors in dry eye disease.
OptiLIGHT technology, the first and only
FDA approved light therapy for the
treatment of dry eye disease due to MGD, is
designed to deliver safe and precise
treatment for improved safety and efficacy.
In addition to it’s ocular benefits, IPL has a
cosmetic benefit in that itimproves the
color and texture of your skin.

® Dry Eye Series - 4 OptiLIGHT IPL sessions- $1,400

To receive the medical benefits of IPL, a series of 4 sessions spaced 2-4
weeks apart is recommended.

@ Maintenance OptiLIGHT IPL session - $250

To maintain the results of your initial IPL series, maintenance IPL sessions are
recommended at regular intervals, typically single sessions every 6 months.

@ Single OptiLIGHT session - $400

A pay-as-you-go option for patients who prefer to receive one session at a
time.

® OptiLIGHT IPL Photofacial add-on - additional $100 added to
above pricing ($400 to package of 4 sessions)

A full-face treatment to get the benefit of dry eye treatment plus the cosmetic
benefit across your entire face.




) ¢ City Hall
601 4th Avenue E.
Olympia, WA 98501
360-753-8244

Olympia LEOFF I Disability Board
Approval of Case #26-7 Medical
Agenda Date: 8/10/2026

Agenda Item Number: 4.B
File Number:26-0621

Type: decision Version: 1 Status: In Committee

Title
Approval of Case #26-7 Medical

Report
Issue:
Whether to approve stem cell therapy for knee and shoulder pain as an alternative to surgery.

Staff Contact:
Debbi Hufana, HR Analyst, Human Resources, 360.753.8149

Background:

Retired LEOFF 1 member is requesting approval of stem cell therapy for knee an shoulder pain as alternative
to surgery in the amount of $11,000.00. The member has not submitted documentation this therapy was
denied by the insurance company.

Attachments:
Application for Payment of Services with supporting documentation

Reference:
Section Il Procedures to Receive Benefits

City of Olympia Page 1 of 1 Printed on 8/7/2026
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LEOFF Application for Payment of Services Case No:
Please Print Clearly & Legibly — Incomplete Form Will Be Returned

A) This Section To Be Completed by Member

Member Name:

Member Telep
Member Addred
Alternate Conta
Describe Your Condition gnd Why It s Duty Related:
A

Bl A WV S

JI‘ : N2 ',

f) Lo aas 5—1—1{)'}‘(1_, R .v«;,oot—»wr\ ;";M 5 Kl P
]:B&GCl‘lbe the Se{ e/Terment Requested: N R O_ Y amN
) ) Vs

Amount Paid by Insurance/Medicare: $

Amount Requested from the Board s 1 ,omo .o

LEOFF member-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: 7:/ 2{/ 2¢
if signed by the alternate contact.

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

Provider’s Name: \)R_ L,_) \N,w; / Vn u,_-;’t’_ Provider’s Telephone: 36’0 —ng -'c) "] Zé

Clinic/Office Name: » ﬁ g i _ ’{(
Provider’s Address: LY 7 : Jia 3] s PR ) I/’? '5 Ol oy N\.Dsﬁ\ W
(- Describe t Pahcnl s Current Condmon ar;d State Whether It Is Duty Related: | /
“p Describe Your Reco nded Trea t Plan Why It Is ically Necespary: n

b‘u.vl : - A4 . T o

Plcasc Descgibe Any Reasonable A ative tment Plans. Include cted Qutcome & Costs; —
‘ l\'\"s 1S - 2 f' Su\.ro,u'u TN TR
@5}\&«) oo et S -
Provider’s Signature: \ / )/ ,b Date: 26
| e g 7 / s v
Fax ¢gmpleted form to: (360) 709-2735 ]
Mail to: City Of Olymypia HR Dept, PO Box 1967, Olypapia WA 98507-1967 "\%
W:ALEOFF\FORMS\Application for Payment of Services 2012B.docx 4/20 \TO,%Q{' P
SIS, 11

Cosls. ﬂbt‘;r(_



Letter of Medical Necessity

Patient:

DOB: 11/09/1949

Provider: Dr. Brian Wilmovsky
Date: 7/24/26

To whom it may concern,
I am writing on behalf of my patient | to reauest authorization for treatment.

The patient has experienced Right knee and shoulder pain, that is an 8 out of 10 on the pain
scale. The patient had knee surgery 30 years ago which resulted in massive infection in his right
knee leading to significant scar tissue damage. The patient had a total knee replacement 12
years ago, but still has significant pain as well as palpatory tenderness in the medial and
posterior aspects of the right knee. The patient had a positive theater sign knee test which
indicates inflammation and degeneration. X- ray revealed large amounts of scar tissue damage
and calcification in the posterior right knee and medial right knee. The patient does not wish to
undergo another surgery based on his past poor outcome. | recommend referral for
regenerative medicine stem cell therapy to decrease pain and symptoms and increase range of
motion. Furthermore the patient also experiences 8 out of 10 pain post right shoulder surgery.
X-ray findings revealed shoulder replacement hardwear. The exam revealed a significantly
decreased range of motion. Palpatory findings revealed pain and tenderness in the
supraspinatus tendon along with bicipital tenderness. The patient exhibited pain with empty can
test and bicipital tendon test. The patient also wishes to not endure another shoulder surgery as
well. | recommended a referral to stem cell therapy in the right shoulder soft tissue to decrease
pain and symptoms and increase range of motion. These opinions are based on medical
necessity for Mr. McBride based on his unresolved surgical therapy and continued pain levels
on an 8 of a scale of 10, X-ray findings and physical exam.

Please contact my office at soundregenerativemedicine@gamail.com if additional documentation
is required.

Sincerely,
Brian Wilmovsky D.C, C.C.W.P

Sound regenerative Medicine

2627 Capitol Mall drive SW Suite B-3A
Olympia, WA, 98502

(360) 280 - 7876

12
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) ¢ City Hall
601 4th Avenue E.
Olympia, WA 98501
360-753-8244

Olympia LEOFF I Disability Board
Approval of Case #26-8 Dental
Agenda Date: 8/10/2026

Agenda Item Number: 4.C
File Number:26-0622

Type: decision Version: 1 Status: In Committee

Title
Approval of Case #26-8 Dental

Report
Issue:
Whether to approval dental procedures for LEOFF 1 retiree.

Staff Contact:
Debbi Hufana, HR Analyst, Human Resources, 360.753.8149

Background:
Retired LEOFF 1 member is requesting reimbursement for three dental procedures in the amount of
$7,522.77. There are 3 separate requests in this case:

#1 - request for partial to replace teeth #'s 19, 20, 22, 23, 29, 30 & 31 in the amount of $2,700.00 - member
has been reimbursed for the extractions of the teeth over the last few months. The requests for the extractions
were under $2,000 per tooth which can be approved by staff. There was no mention when reimbursement
requests came in the member was replacing with a partial.

#2 - request for payment of core buildup and crown for tooth #21 in the amount of $2,126.50. This work was
completed in September 2025.

#3 - request for fillings and root canal on tooth #6. Tooth #6 was filled on March 9, 2026 at a cost of $764.27
(this work was done at the same time as tooth #7 and was within the staff approval limit). On March 10, 2026
the member had a root canal done in the amount of $1,932.00 for a total repair cost for tooth #6 of $2,696.27.
The total is above staff level approval.

Attachments:

Application for Payment of Services 26-8 #1 and documentation
Application for Payment of Services 26-8 #2 and documentation
Application for Payment of Services 26-8 #3 and documentation

Reference:
Section Il Procedures to Receive Benefits

City of Olympia Page 1 of 1 Printed on 8/7/2026
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LEOFF Board Application for Payment of Services Case No:

Please Print Clearly & Legibly — Incomplete Form Will Be Returned

A) This Section To Be Completed by Member

Member Name:
Member Telepho
Member Address:
Alternate Contact:
Describe Your Condition and Why It Is Duty Related: NY Ql_ Y"W

\Cu;:hc,e AN J\ﬂ, A2 Ho

Describe the Service/Treatment Requested: _Mw‘:—-o\ :-!—:a,M

Total Cost of Treatment/Service: $ H400.00 $2,700.00
Amount Paid by Insurance/Medicare: $ Z
Amount Requested from the Board § 241 00: 00 $2,700.00

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.

_ Date:

Member Signature:

Please attach a copy of the Power of Attorney if 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: ¥aul |§apeson Provider’s Telephoney '3&@:).35? -39

Clinic/Office Name: Dypia_pwaingesd  Dunfising- .
Provider's Address: 1107 4Th (e BAM Ste & DWUSTR, wA A¥Dl

Describe the Patient’s Current Condition and State Whether It Is Duty Related: ﬂ“m’\ AM}I{J}«-
colaked

Describe Your Recommended Treatment Plan and Why It Is Medically Necessary: _{¢ DIALL ment
S \owtr pAVERL, D Yeshve [ hewingy funitienn _due o Juss
pt tett. Frm pimd )i eal s ondl dwmf

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

No sther optins Implanss pll bes Lorc (dstty

!
Fax Completed Form to: (360) 709-2735 or mail to: City Of Olympia HR Dept, PO Box 1964, Olympia WA

98507-1967
Revised 12/27/07 Location: \\Calvin\Personnel\Forms\

N /[ -
Provider’s Signature: ;i/l(/cuué Q; ndvﬁ—(w%/\fg)ate: 6 / 2 Z / 20 2 {4



Olympia Advanced Dentistry
- ]

Name

- TREATMENT CASE Fills
DATE VISIT TOOTH SURF CODE PROV DESCRIPTION FEE PATIENT
06/22/2026 1 19*31 D5214 XX03 Mand partl-cast metal w/resin 2600.00 2600.00 N
06/24/2026 1 00003 XX03 Lab Fees 100.00 100.00 8 =
Visit 1 Totals: 2700.00 2700.00 é, g
- T
53
- INSURANCE PROVIDER(S) = : TOTALS i 'o em
Primary Secondary Fee' | Patient | | — Qo
2700.00 _ 2700.00 < o=
3 >
S i
- FINANCIAL SUMMARY :: E' 4
Treatment Plan Total 2700.00 ) bl
Estimated Deductible to be Applied 0.00 a [
1.2 (3°.4)/5106 (10, (1) 12 (13 14 15 (18 Estimated Insurance Payment 0.00 < %
; Estimated Patient's Portion 2700.00 Y Q
: B b
¥ j % é = 9
LLEEE! i! 2
5 00WwY mw@ Q.
o - DENTAL INSURANCE BENEFITS :: Q.
@ L0 Patient Family ®
Primary Secondary Primary Secondary| :
™ O 2 U Q g Annual plan benefits 0.00 0.00 0.00 0.00 o o)
j ? Paid Benefits YTD 0.00 0.00 0.00 0.00 W
Pending Insurance Estimate YTD 0.00 0.00 0.00 0.00 (=g
/331 34) 30) ‘28! 28] 27| 126) (25) (24) 123) ‘22" 121) (20) (19 “18; A7) Estimated Benefits Remaining YTD 0.00 0.00 0.00 0.00 ‘2
- — - — - Benefits Expire NA NA s
Deductible Owed YTD  standard 0.00  0.00 000  0.00 (2]
Preventative 0.00 0.00 0.00  0.00 o
Other 0.00 0.00 0.00 0.00 3

Alternate Cases:

Case notes:

G lrooer pate
H 4 — 3

Cpnfirmed by dentist partial is to replace teeth
#'s 19, 20,22,23,29,30 & 31 adn the cost is
$2,700.00 - DH

31va

9202/02/40
1¥Od3d

15



Aug 07 2026 8:49pm 1

08/07/2026 01:47 PM (GMT-7)

Case No: ,/’{/——@ H2

LEOFF Application for Payment of Services
Please Print Clearly & Legibly — Incomplete Form Will Be Retarned

A) This Section To Be Completed by Member

Member Name:
Member Telephone:
Member Address:

Alternate Contact/Phone:
Describe Your Condition and Why K Is Duty Related: ,W{—A,i

Active: Retired: g

Police:

Describe the Service/Treatment Requested: \r:t,\lp Gf/\/\d ; o e 'HF 2 1
Total Cost of Treatment/Service: § 2126 .50

Amount Paid by lnsurance/Medicare: $

Amount Requested from the Board § 226 Sy

LEOFF member-Please attach thc Explanatlon of Benefits statemeni(s) from your insurance provider(s)
and/or Medicare whichdndieg e amount paid, guuent/service.

Date: Gi_q_’ 25'

tPucd by the alternate contact.

Member Signature:

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

Provider’s Name: Paul T s aacsp 1 DbS Provider’s Telephone: g@} 35 7- R0FES

Clinic/Office Name: O \:}w\ oia, Adyeanired Dentys H‘j;

Provider’s Address: ([0S 4Th Aue E. sberA Ol:;mp fr s 0 f G850 (s

Describe the Patient’s Current Condition and State Whether It s Duty Related:
f}’%'sf‘f-‘t—-— Jv—ﬁaﬁd‘?ﬁwm e:?cm:}m/ 0//;(7 g/‘ggyicrbfpvw—-c_ Mﬁﬁéf“ﬂ—}
e/t COytmne ,pryy‘ac/f?w Yo stcrncdena 9T 42/

Describe Your Recommended Trcatment Plan and Why It Is Medically Necessary:
4 Z{ F‘ZLJ/ et/ fff)(‘orwu—u 7’@ }szlﬂ molr‘m_}f'nf'm_ %&‘367/‘5\

%w:—-r 77 ﬁwf'Y‘f

Please Describe Any Reasonable Alternative Treatrnent Plans. Include Expected Outcome & Cosls:

N&:M F Wq«!\’—a.a{f-‘a A gee A B A 7L=9"-‘“‘7£2( 1?"2«{/

N £ . "
Provider’s Signature: /{/i'/uj ZZ—.A/\;**%J\-\}W }S Date:  9-5 - 20285

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

WALEOFRF\WFORMS\Application for Payment of Services 20128.docx 4/20/2012




Aug 07 2026 8:49pm 2

-
STATEMENT OF SERVICES RENDERED
Olympia Advanced Dentistry CHARTNO. | PAGENO.
1105 4th Avenue East, Suite A 100879 [ 1
Olympia, WA 98506-40158 S
BILLING DATE
(3E0)357-8075 09/05/2025
GUARANTOR NAME AND MAILING ADDRESS
f
PATIENT TOOTH | SURF DESCRIPTION - CHARGE CREDIT
D9230:Analgesia-inhal of nitrou 85.00
vyl D2740:Crown - porcelain/ceramic 1651.00
21 D2746:SEAT ARPC 0.00
21 D2950:Cora buildup, include any 401.00
VISA/MC Payment -Thank You -2126.50
|
PRIOR BALANCE CURRENT CREDITS | CURRENT CHARGES NEW BALANCE DENTAL. INS. EST. PLEASE PAY
-10.50 - 2126.50 + 2137.00 = 0.00 - 0.60 T g.00
{ PATIENT DATE TIME REASON [
Thursday - September 18, 2025 5:30 am PerMaint, PC
Mecnday - January 18, 2026 59:30 am PerMaint, PC

5
Cepyright ® 1987-2022 Henry Schein, Inmntwik 1




Aug 07 2026 8:52pm

08/07/2026 01:50 PM (GMT-7)

LEOFF Board Application for Payment of Services Case No: Qﬂ/ N % H’j

Please Print Cleariv & Legibly — Incomplete Form Will Be Returned

A) This Section To Be Completed by Member

Member Name:

Member Telephone:
Member Address: e N
Altemate Contact: Alternate Contact Telephone:
Describe Your Condition and Why It Is Duty Related: 8. Go [- C,ﬁI\AA 'f:‘» 2 Uz jf

Trestnend Yeguivid oo —L-La,/'
i

Describe the Service/Treatment Requested: %d}“ = % a;‘n:ﬁ

RIEES -
Total Cost of Treatment/Service: b xa 3 L &0 + 4(}‘1‘}; = }{/?éﬂ/ s
Amount Paid by Insurance/Medicare: 3 o o
Amount Requested from the Board §_ 1922, 3 f e l Al

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

Date: > -\0-~ Zo

Pleasc attachi a copy of the Power of Aftoroey if signed by the alternate contac.

Member Signature:

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

Provider’s Name: L ATNASW 20 MIUA Provider’s Telephone: _ 360 - 92U-6T1 Y ¢

Clinic/Office Name: Slypnpls Evduadantic Saug

Provider’s Address: 2% Lo \Iu ) ME  Suik D olomfla, WA 7% s56(

Describe the Patient’s Current Condition and State Whether It Is Duty Related:
T o ¥ pol pis Aecrm P R Swe Hi\ﬁf

Describe Your Recommended Treatment Plan and Why It Is Medically Necessary:

€V\(§'Qéﬂﬂ.b(_ "r\ajmnu Needeod 4~ tvack ok candd M efom

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

A/
Provider’'s Signature: /{ /M,/U ////'7’ / Date: 3\ L

Fax Completed Form te: (361}};’7{}'{2735 or mall to: City Of Olympia HR Dept, PO Box 1967, Olympia WA
28507-1967

Revised 12/27/07

Location: WCalvin\WPersonnel\Foomsh

18




Aug 07 2026 8:52pm 2
( STATEMENT OF SERVICES RENDERED
Qlympia Advznced Dentistry GHART NO. PAGE NO.
1 1105 4th Avenue East, Suite A 100878 i
! Olympia, WA 98506-4018
BILLING DATE
| (3I60)357-8075 03/09/2026
:i GUARANTOR NAME AND MAILING ADDRESS
|
i 1
PATIENT TOOTH | SURF DESCRIPTION CHARGE CREDIT
Intraoral Feriapical Images 40.00
Intraora!-periapical each add'l 35.00
Analgesia-inhal of nitrous oxid 100.00
[ L Resin-one surface, anterior 254.00
e MBDLF Resin-4+ wfincis angle-anterior 463.00
7 MDLF Resin-4+ w/incis angle-antericr 4B63.00
; Senior Citizen Courtesy -B7.75
VISAIMC Payment -Thank You -12B7.25
i
| j
417572 cpldt hibwen |
L o+ =7 o= #97F Lach
5 4 ]
i : . — U b e
jalot g, @¢pd® (eseth - 407 =
o o) L < €
IZIEY ' W ey €S D - W)l gt R
7};}&%; Mo BT $ S Lo g H HAR
£ [ . . / i =
o ns booed %@@v&zﬁz . Aa‘ZL,f:mM* LAOWE O 34
T ; ¥
PRIOR BALANCE CURRENT CREDITS | CURRENT CHARGES : NEW BALANCE DENTAL INS. EST. PLEASE PAY
0.0C = 1355.00 + 1355.00 = Q.00 0.00 I: 0.00
[ |
PAYTIENT DATE TIME REASON
- Thursday - Agril 23, 2026 10:3C am AnlgNitOx, PerMaint

Copyright © 1837-2022 Henry Schein, Inauvwik1
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Aug 07 2026 8:52pm

STATEMENT OF SERVICES
Date Name Dr | Code Description Thc‘:T;‘;::;ce Amount | Balance
3/1G/2026 RR 0140 EXAM - LIMITED PROBLEM FOCUSED 6 128.00 128.00
3/10/2026 RR 0220 X-BAYS, FIRST PERIAPICAL 6 49,00 177.00
3/10/2G26 RR 0354 CBCT SCAN 6 373.00 552.00
3/10/2026 RR 3310 [ROOT CANAL-ANTERIOR 6 1202.00]  1754.00
3/10/2026 RR 2330 COMPOSITE RESIN, 1 SURFACE- oLl 223.00f 1977.00¢
3/10/2026 RR 9230 NITROUS & 135.00| 2:112.00
3/10/2026 RR 0004 PAYMENT-CREDIT CARD, THANK YOU -1932.00 180.00
3/10/2026 RR 0060 REDUCE BALANCE - PROF COURTESY -180.00 0.00
, 5 oY
, 3o o0 #/ 432
PPl ,,g; {ﬂ i s 27
f D:BEA\ N i, é 7 Eac_‘,‘ -
2 9ixt I
2,0
Balance Current Over 30 Over 60 Over 90 Over 120 | 2026 Payments
0.00 0.00 0.00 0.00 0.00 0.oC 1932.00
Account Information
Account & 703995 Last Bilking
Home 360-528-7392 Last Private Payment 371072026
_ Budget C.00
Thank you!
Provider Billing Date
Rajnish Rohila DDS 380-491-6945 7/2042026
208 Lilly Rd Ne Suite D
Olympia, WA 98506
é
Patient Next Appointment Date Time Reason

Page lof 1
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) ¢ City Hall
601 4th Avenue E.
Olympia, WA 98501
360-753-8244

Olympia LEOFF I Disability Board

Board approval for staff to make recommended
updates to policy

Agenda Date: 8/10/2026
Agenda Item Number: 4.D
File Number:26-0623

Type: discussion Version: 1 Status: In Committee

Title
Board approval for staff to make recommended updates to policy

City of Olympia Page 1 of 1 Printed on 8/7/2026
powered by Legistar™
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