City Hall
601 4th Avenue E
Olympia, WA 98501

Meeting Agenda

LEOFF | Disability Board

Contact: Carl Watts

Olympid 360.753.8305
Monday, August 12, 2019 5:00 PM Room 112
1. CALL TO ORDER
1.A ROLL CALL
2. OTHERS PRESENT
3. APPROVAL OF MINUTES
3.A 19-0710 Approval of April 8, 2019 LEOFF | Disability Board Meeting Minutes
Attachments:  Minutes

4. BUSINESS ITEMS

4.A 19-0335 Approval of Case #05-19 Transportation Reimbursement Request
Attachments: 05-19 Reimbursement Request

4.B 19-0711 Approval of Case #06-19 Dental Reimbursement Request
Attachments: Reimbursement Request

4.C 19-0725 Approval of Case #07-19 Hearing Aid Request
Attachments: 07-19

5. REPORTS - None

6. ADJOURNMENT

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 April 8, 2019 LEOFF | Disability
Board Meeting Minutes

Agenda Date: 8/12/2019
Agenda Item Number: 3.A
File Number:19-0710

Type: minutes Version: 1 Status: In Committee

Title
Approval of April 8, 2019 LEOFF | Disability Board Meeting Minutes
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. . City Hall
Meeting Minutes - Draft 601 4th Avenue E

Olympia, WA 98501

LEOFF | Disability Board

Contact: Carl Watts

Olympia 360.753.8305
Monday, April 8, 2019 5:00 PM Room 112
1. CALL TO ORDER
1.A ROLL CALL
2. OTHERS PRESENT
3. APPROVAL OF MINUTES
3.A Approval of December 10, 2018 LEOFF 1 Disability Board Meeting

Minutes
The minutes were approved.

4. BUSINESS ITEMS

4.A Approval of Case #04-19 Hearing Aid Request
Vice Chair Bateman moved, seconded by Boardmember Gies, to approve
payment in the amount of $3,726.27 for hearing aids from Avada. The motion
was approved.

4.B Approval of Case #05-19 Transportation Reimbursement Request
The Board delayed decision and will determine whether or not to approve
reimbursement at the next LEOFF meeting when the additional medical
information is provided.

5. REPORTS

5.A Expense Report for LEOFF 1 Disability Board of November and

December 2018
The report was received.
5.B Expense Report for LEOFF 1 Disability Board of January and February

2019

The report was received.
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6. ADJOURNMENT
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) ¢ City Hall
601 4th Avenue E.
Olympia, WA 98501
360-753-8244

Olympia LEOFF I Disability Board

Approval of Case #05-19 Transportation
Reimbursement Request

Agenda Date: 8/12/2019
Agenda Item Number: 4.A
File Number:19-0335

Type: decision Version: 2  Status: In Committee

Title
Approval of Case #05-19 Transportation Reimbursement Request

Report

Issue:

Whether to approve reimbursement of costs for using public transportation for follow-up
appointments for a LEOFF member.

Staff Contact:
Debbi Hufana, Benefits Specialist, Human Resources, 360.753.8149

Background:
The member has not submitted any additional medical information since the meeting on April 8,
2019.

The member is requesting reimbursement for transportation related expenses for using public
transportation for eye surgery and follow-up appointments after surgery. The member provided a
letter from his physician stating the date of the surgery and identified dates for four (4) follow-up
appointments and noting additional appointments might be needed in the future. The letter does not
indicate the member is unable to drive to these appointments but only the dates of the surgery and
the follow-up appointments. The member is seeking reimbursement in the amount of $376.00 for
nine (9) trips. The physician’s letter includes a date for a follow-up appointment that the member is
not requesting reimbursement for. The cost for transportation for the surgery date and the three (3)
dates for follow-up appointments identified in the letter from the physician is $168.00. The member is
requesting reimbursement for a date one (1) month prior to the surgery date and four (4) dates after
the dates stated in the physician’s letter. This is not in accordance with LEOFF 1 Disability Board
Policies and Procedures, Section Ill, A which states the services are medically necessary which the
physician’s letter does not state.

Attachments:
Application for payment
Letter from physician
Payment receipts
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Type: decision Version: 2  Status: In Committee

Reference:
LEOFF 1 Disability Board Policies and Procedures (2018), Section lll, Paragraph A, Medical Services
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LEOFF Board Application for Payment of Services Case No: Ob’lq

Please Print Clearly & Legibly — Incomplete Form Will Be Returned

MemberName ‘,‘ Active: Retired: 2{"3

Member Telephone: . _ Police: Firte: L ECFF~{
Member Address: ) ) o ) .
Alternate Contact: _ T Alternate Contact Telephone:

Describe Your Condition and Why It Ig Duty Related: E/et.faf)ﬂ/_’ VSRS Ure 1 n Jo P40l

Q[A.n(ama f‘&éu./—/-irba /'/)\ﬁmﬁ"&%i /,E?S'é o visien. ’l”ufﬂ(’ lo//twcﬁfn (’j/."

= P b = na =
IERCHERIC 3
Total Cost of Treatment/Service: - $ ﬂ.\ MAR 2 b5 2019
Amount Paid by Insurance/Medicare: $
Amount Requested from the Boar $ 57é “D CITY OF OLYMPIA
Cetndusmsat veg, 15 ~ov hanspodetion Costs

Please attach the Explalguon of Benefits statement(s) from your insurance provider(s) and/or
Medicare which 1:1dlcat§;§ the amount paid for this treatment/service.

"

Member Sigrature: Date: 3~1/2-20/9

rigase attach/a copy BI e rower v auworney if signed by the alternate contact.

Prov1der S Name ,4-{ U lA/ (..hf_’ﬂ M j Prov1der S Telephone Y5 % 494 *7&47
Clinic/Office Name: _* (oeSey Bue Inshiuble. (laucoma Secpice.

Provider's Address:_33n% | S0 Bond Ave /77 Plocr( A 503 404 <2715
Describe the Patient’s Current Condition and State Whether It Is,Duty Related: )

Describe Your Recommended Treatment Plan and Why It [s Medically Necessary:

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

Provider’s Signature: Date:

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: WCalvin\Personnel\Forms\




CASEY EYE

Institute

South Waterfront -

Mail Code CH11P
3303 SW Bond Ave., 11th Floor
Portland, Oregon 97239-4501

Address Service Requested
January 16, 2019
To Whom It May Concern:
) “had surgery with Dr. Chen on 11/28/18 for glaucoma here in Portland. He
needed to be seen for the following postop appointments which were on 11/29, 12/4, 1/4 and
1/15. He might also need further appointments in the future.

Any questions, please call us at 503-494-7667.

Thank-you,



LEOFF 1

Claims Reimbursement Form (Fire)

) *Vendor # 22653 Date claim Th
A
Name (Last, first) *Bars # 014-1714-530-22.02 submitted M%L,q
Address - Primary Check if new
phone # (address, phone ]
City, State Zip Cell # or email)
Email *HR internal use
PLEASE COMPLETE AND SUBMIT THIS FORM WITH ALL CLAIM REIMBURSEMENTS
Date of Service Enter either
(in date order (prescription, Medical, Description Qty Total
oldest to newest) Dental or Vlslon) Fox )
!) Jan ,Z‘f s 25 % Medice / Testop ‘7?&/7 spert Brom (olbadie toetland ?42,‘1%«(/175;4;’ i
y [k < [ X7 L ‘ Cheek #7941 q tackhed
( . T Fanswsrt Svone . A daes
; / (.}72..:/1( ' /| P2/ o Hoc heof '1’42'”" f‘gx},oo
3) Qe I5, 200% b « T Fansport  Some j Fip )
Cheock ¥ #2643 aflachet 5140,63 J"’—'fﬂ, i
4) (Nevas t29"2ug |Med 0p ¢ Zost6p | ~Trans port 2 drips 1252 |7 34, ©°
Check ¥ 207¢  allaches
5) |Dec A™- 2003 Med Fost P Transpord /-7cip P42 % 42,00
Checlk # Al O‘f
L) [den 5™ 2019 | Med Pot op Transper? 1 Trip “ta| A2, 07
Doctor € han /e/H'eA a Hached
M‘\L/AAW "I’r@w A'orF admon iste [j/?
Wligho dat Colihty, Jemip- Services
KLSS
nl I Winee Trjpstotal|ld |¥378.°

MAR 1 4 2019

CITY OF OLYMPIBe M

HUMAN RESOURCES DER

Submit claims for reimbursement via:

il: humanresources@ci.olympia.wa.us

e Fax: 360-709-2735

il: Attn: HR, City of Olympia, 601 4" Ave. E., Olympia, WA 98501

LEOFF 1 Disability policies and procedures, forms and detailed information about

how to submit claims are posted on the city’s website: LEOFF Disability Board Information
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Garry L J Taylor Account #606568603
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) ¢ City Hall
601 4th Avenue E.
Olympia, WA 98501
360-753-8244

Olympia LEOFF I Disability Board

Approval of Case #06-19 Dental
Reimbursement Request

Agenda Date: 8/12/2019
Agenda Item Number: 4.B
File Number:19-0711

Type: decision Version: 1 Status: In Committee

Title
Approval of Case #06-19 Dental Reimbursement Request

Report
Issue:
Whether to approve payment for dental bills for LEOFF 1 member.

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

Background:
The Board must decide whether or not to approve the request for dental work in the amount of
$7,245.00.

The member is requesting reimbursement for dental work in the amount of $7,245.00 for the
services. This is not in accordance with LEOFF 1 Disability Board Policies and Procedures Section
[ll, H which states the member is required to submit the LEOFF Application for Payment of Services
before undergoing the procedure.

Attachments:
Reimbursement Request

Reference:
LEOFF Disability Board Policies and Procedures (2018) H, Dental Benefits

City of Olympia Page 1 of 1 Printed on 8/7/2019
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LEOFF Application for Payment of Services Case No: O(ﬂ ( 4
Please Print Clearly & Legibly — Incomplete Form Will Be Returned

A) This Section to Be Completed by LEOFF 1 Member

Member Name: _ ' ' Active: Retired: Z
Member Telephone:  * _ Police: X Fire:
Member Address: _ -

-

Alternate Contact/Phone: Emau:
Describe Your Condition and Why It Is Duty Kelatea: ;ﬂr

Describe the Service/Treatment Requested: REMoVAL o Fuup /?/Zr/(' EAl —
DamaaD) Lower FRNT TEETZ. TalSTALL 5Twal pF BRI

.-{:‘u-'!_
Total Cost of Treatment/Service: $_ Lo Wo 7A L/ 5
Amount Paid by Insurance/Medicare: $ A . 00
Amount Requested from the Board $_¢ Qﬂ" A 229

LEOFF member-Please attach the Explanation of Benefits statement (s)
from your insurance provider(s) ang/or Medicare which indicates the

Member Signature: Date: é/ 26’/ / ?

Pleag ich a copy of the Power ot Attorney if signed by the alternate corffact

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

Lo LRS- = Puap

Provider’s Name: Di2 Tj}—j}t/t‘{ Ho /) H< Provider’s Telephone: 34 - 743-4777

Clinic/Office Name: _OLYMO R DEnTAL. A RooDd

Provider’s Address: é@g& Y ﬁ'c_ FVE -qt LAY wp Bsos

Describe the Patient’s Current Condition and State Whether It Is Duty’Related: ’,Uaf i Reéeanie=7)
SEL ATACRE)) (£T7ER

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

SEE At AacHE) | ETTER

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

4 ehaehpns | }wmﬁi plarts & i Jant Crowns = 815 78000

Outrore Gpid , w$EHZ27 - i antFailuvr, o brhc.
Provider’s Signature;, / // — Date: b/ 2 Lo / 2079

Fax completed form to: (360) 709-2735 or @ E u w E
Mail to: Attn: HR, City Hall, PO Box 1967, Olympia WA 98507-196 E
JuL 012018

CITY OF OLYMPIA
|_HUMAN RESOURCES DEPT.

Page 12 of 15




LEOFF 1
Claims Reimbursement Form

D(zﬂ “/[l

! . .| Vendor # Date claim
hlame (L35 firsE) Bars # submitted 6/28/19
Address Primary b I Check if new
phone # s€ee pelow {(address, phone
City, State Zip o 2| Cell # or email)
Email :
PLEASE COMPLETE AND SUBMIT THIS FORM WITH ALL CLAIM REIMBURSEMENTS
Date of Service Select either
(in date order (prescription, Medical, Description Qty Total
oldest to newest) Dental or Vision)
3-20-19 TO 6-5-19 DENTAL SURGERY | REMOVAL OF BROKEN TEETH INSTALLATION OF BRIDGE .B050-60
Total 0 8650
o?
Submit claims for reimbursement via: TS

e Mail: Attn: HR, City of Olympia, 601 4'" Ave. E., Olympia, WA 98501

e Email: humanresources@ci.olympia.wa.us
e Fax: 360-709-2735

LEOFF 1 Disability policies and procedures, forms and detailed information about
how to submit claims are posted on the city’s website: LEQFF Disability Board Information




\Aztmplg
7 /DENTAL GROUP

( / YOUr SMAE. .. Our prCrity

w.a“

June 6, 2019

To whom it may concern,

This letter is regarding the treatment foi came in for an exam on

3/2/2019. He had bitten down hard on a peach pit and fractured his lower front teeth. Upon review of
the x-rays taken, #23-26 had severe bone loss and were non restorable with Cl lit mobility. |
recommended extracting those teeth & placing a 6 unit bridge from #22-27. This is medically necessary
so the patient can eat and chew successfully. "

Please don't hesitate to call if you have any questions.

Thank you,

o . - = e et

ve SE » Lacey, WA 98503 « Phone (360) 943-4777 « Fax (360) 753-8974

6050 Pacific A



Olympia Dental Group
Dr. Thinh Ho
6050 Pacific Ave SE
Lacey, WA 98503
(360)943-4777 x

ob -4

PATIENT TRANSACTIONS
From 04/22/19 to 05/20/19
Account: (
Patient: (
Date Patient ID Code DS Dr * T Surf Description Prod. Charges ChgAdj Payment Pay Adj  Balance
Previous Balance 0.00
04/22/19 439201 7140 7 7TA23 Extraction, Erupted Tth or Expo: ~ 200.00 200.00
04/22/19 439201 7140 7 7 A 24 Extraction, Erupted Tth or Expo: 200.00 400.00
04/22/19 439201 7140 7 7 A 25 Extraction, Erupted Tth or Expo: 200,00 600.00
04/22/19 439201 7140 7 7 A2 Extraction, Erupted Tth or Expo:  200.00 800.00
04/22/19 439201 51 7 7 A Professional Courtesy Credit -80.00 720.00
04/22/19 439201 12 7 A Visa Card Payment - Thank You 720.00 0.00
05/20/19 439201 6740 7 TA22 Crown - Porcelain/Ceramic 1100.00 1100.00
05/20/19 439201 6245 7 7A23 Pontic - Porcelain/Ceramic 1100.00 2200.00
05/20/19 439201 6245 7 TA24 Pontic - Porcelain/Ceramic 1100.00 3300.00
05/20/19 439201 6245 7 7 A25 Pontic - Porcelain/Ceramic 1100.00 4400.00
05/20/19 439201 6245 7 T7A26 Pontic - Porcelain/Ceramic 1100.00 5500.00
05/20/19 439201 6740 7 7A27 Crown - Porcelain/Ceramic 1100.00 6600.00
05/20/19 439201 2950 7 7 A 22 Core Buildup, Including Any Pir 325.00 6925.00
05/20/19 439201 2950 7 7 A 27 Core Buildup, Including Any Pir ~ 325.00 7250.00
05/20/19 439201 51 7 7 A Professional Courtesy Credit -725.00 6525.00
05/20/19 439201 12 7 A Visa Card Payment - Thank You 6525.00 0.00
PATIENT TOTALS 8050.00 0.00 -805.00 7245.00 0.00 0.00

Account BP Balance:

oo

79

A

$0.00

Total Tax on productions and charges:

50.00

**The above totals reflect only those transactions during the dates selected.

The full account balance is: $0.00.

The full patient balance is: $0.00.

Current Dental Terminology (CDT) © American Dental Association (ADA). All rights reserved.

created by: BARNES

Page 1 of 1

06/06/19 11:46a



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

Olympia LEOFF I Disability Board
Approval of Case #07-19 Hearing Aid Request
Agenda Date: 8/12/2019

Agenda Item Number: 4.C
File Number:19-0725

Type: decision Version: 1 Status: In Committee

Title
Approval of Case #07-19 Hearing Aid Request

Report

Issue:

Whether to approve payment for hearing aids for LEOFF 1 member and if approved, for what
amount.

Staff Contact:
Debbi Hufana, H R Analyst, General Government, Human Resources, 360.753.8149

Background:
The board must decide whether or not to approve the request for hearing aids in the amount of
$3,800.00 or $2,999.96. He has submitted estimates from:

Costco Vida 8 ITE $2,999.96
Miracle Ear Center Binaural set of 5500 $3,800.00

The member is requesting hearing aids from Miracle Ear Center. In accordance with LEOFF policies
and procedures, the member submitted quotes from at least two licensed audiologists. The hearing
aids include a three year warranty. The member has not requested hearing aids in the last three
years.

Attachments:
Application for payment of services, current hearing test, and estimates are attached.

Reference:
LEOFF Disability Board Policies and Procedures (2018) F. Hearing Aids

City of Olympia Page 1 of 1 Printed on 8/7/2019
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LEOFF Board Application for Payment of Services CaseNo: (/711
Please Print Clearly & Legibly — Incomplete Form Will Be Returned

A) This Section To Be Completed by Member

-

Member Name: _ _ Active: Retired: _ K
Member Telephone: Police: Fire: X
Member Address: _ . ) B
Alternate Contact. Altemate Cor{tact Telephone '

Describe Your Condmon and Wh It Is Duty Related: VE{ —COKSTAVELE 6—){}5:5(- 2 70 S/.Ez‘%j VY7
/'“:.é?/.sfé Voss o of e L lameapency Ve tes Mo ! L PROTET e 20 VI W)
Of'?— SWYGSTE ﬂ//ﬁfc‘ﬂamwwﬂ Wl WAS MYepElh OFfF&izen
Describe the Semce/?{eatment Requested P{ P/acc-— //(A.Q//vu 4!41 5. MIRACLE ERNHAS JAKEV CAG¢
QF My Hé'ﬂwbr I S50 fOR CEN 10 YIS, ?ﬁé‘f CFEER 4 BéiER M&pucrm//i Y 23
desiee’] Egc,gmf \ 7l AETER. Mc/use- <A vics joee BE AS AL wﬂ»/ 7 Peteen

Total Cost of Treatment/ Service: $ 3560, co M 1At Zan- .
Amount Paid by Insurance/Medicare: $ e ﬁ
Amount Requested from the Board $ 380p. 60

Please attach the Explanation of Benefits statement(s) from your insurance provider(s) and/or
Medicare which xndnw@ount paid for this treannent!semce

Member Signature: ___ Date: /307 ‘?
" Please attach 2 copy of the Power of Atiomey if signed by the alternate contact

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

Provider’s Name: l/ﬁ_ H,B A QPL‘A' A V) ) 9 I{Bmder s Telephone: v %049/ - %Q_
Clinic/Qffice Name: VE VT I VA
Provider’s Address: T"f’D NO w [M’b @”) L—* VE },;Jr Cf\/ Wﬁ

Describe the Panem s Current Condition and SW It;f/L Related 2 )
0M3P AAoded

ri)be Your Recommended Treatment Plan andd Why It Is Medlcally N
Lo W"f&

Please Describe Any Reasona tem%ment Plans. Include Expected Optcome & Costs:
Mﬂ %Q/td'«é
i
Provider’s Signature: /U\jLL’_\ el Date: () ;‘ 5 v //X

Fax Completed Form to: (360) 709-2735 or mail to: é‘l/ty Of Olympia HR Dept, PO Box 1967, Olympia WA
98507-1967

Traulaed TAIINTINT PP S o T WL | R L




| /IRy, Miracle-Ear

Miracle-Ear Center
1110 College St SE Suite A

Lacey, WA 98503
July 2, 2019

Re: Phillip S. Swor

Please accept my proposal to fit “with our top of the line hearing aids, which are a
binaural set of 5500 in the canal hearing aids. These hearing aids include a 3 year warranty, cleaning,
adjustments and hearing evaluations for the life of the hearing aids (approx. 5 years). This can be done
for the prior agreed discounted amount of $3800. If you have any further questions please call our office
at (360)923-0464.

Thank You,
Doreen Keator
Hearing Instrument Specialist

WA LIC#638

Telephone: 360 923-0464 Fax: 360 923-2438



L Ny, Miracle-Ear

Miracle-Ear Center
1110 College St SE Suite A
Lacey, WA 98503

July 2™ 2019

Re:

Subject: LEOFF 1 Hearing Aid Claim

Dear Mr. Watts,

I am requesting that you take my pre approval into consideration for hearing aid
benefits. He has been a patient of mine since 12/28/2009. Our hearing aids meet the requirements of a
3 year warranty. A life time after care program for cleaning, reprogramming and testing at no additional
charge. Miracle Ear has been in business for over 70 years; our location is convenient for to get
his hearing aids, follow ups and service. | have been licensed as hearing aid fitter and dispenser for over
28 years. | have been National Board Certified in Hearing Instrument Sciences for over 20 years. Any
guestions please call (360)923-0464.

Thank You,

Doreen Keator

Board Certified Hearing Instrument Sciences

WA LIC#638

Telephone: 360 923-0464 Fax: 360 923-2438



SoEre2 i

(360) 412-3504 5212416
Sun - 10:00am to 6:00pm, Mon, Tue,Wed, Thu,Fri - 10:00am to 8:00pm, Sat - 9:30am to 6:00pm

PRINT NAME OF USER MEMBERSHIP NO.

ADDRESS

- TELEPHONE NO.

PRINT NAME OF BUYER (INDICATE IF BUYER IS THE SAME AS USER) MEMBERSHIP NO.

ADDRESS
TELEPHONE NO,

Item Description Item # Model/Description Manufacturer Unit Price Total Amount
Warranty
Right Hearing Aid 1277813  Vida 8 ITE Right 36 mths 1,349.99 1,349.99

Loss & Damage Warranty 24 mths
Battery Size 13

Left Hearing Aid 1277813  Vida 8 ITE Left 36 mths 1,349.99 1,349.99
Loss & Damage Warranty 24 mths
Battery Size 13

Accessory 799863 Resound TV Streamer 2 12 mths 259.99 259.99
Accessory 892697 Perfect Drylux 36 mths 39.99 39.99
; - ) . Tax (if applicable)
OCheck OCash 0O CreditCard [l Debit “ .
Total o 7? 9.9

Manufacturer warranty periods are noted above:

180-DAY TRIAL PERIOD: During the 180-day trial period following the Dispensing Date, you may return the hearing aid,
component, ear mold, and accessories for any reason to receive a full refund provided you return the item to the Costco Hea ring
Aid Center in the same condition as when purchased, ordinary wear and tear excluded. The 180-day trial period shall commence
from the date the hearing aid is originally delivered to you or the date this purchase agreement is delivered to you, whichever is
later. No cancellation fee will be assessed by the Costco Hearing Aid Center.

LAST DAY TO RETURN ITEMS FOR FULL REFUND:

MANUFACTURER WARRANTY POLICY: Beginning on the Dispensing Date, as identified below, the hearing aid, components,
ear mold and accessories you purchased are warranted by the manufacturer to be free from all defects in materials and
workmanship, and the manufacturer agrees to make all necessary repairs or, at the manufacturer's option, provide a
replacement without charge to the buyer during the warranty periods noted above.

Buyer's Initials: Page 10of 4 [Rev. 11/10/17]
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AUDIOMETRY 6/28/2019
AC: Insert Earphones, BC: B71
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