
..Title
Case #15-17 Dental Request

..Report
lssue:
Whether to approve payment for dental work for LEOFF member and what amount.

Staff Gontact:
CarlWatts, Personnel Analyst, General Government, Human Resources, 360.753.8305

Background:
The board must decide whether to approve the request for dental work for $597. The

member had tooth decay and this caused him to need a crown. Failure to treat would

lead to further medical problems. These issues are preventing the member from
properly chewing his food. This in turn has an impact on nutrition. The cost exceeds the

allowable amount of $600/year for regular dental care. This is in accordance with

LEOFF I policies and procedures.
Attachments:
Attachments containing protected medical information will be sent via File Tränsfer
Protocol (FTP)

Reference:
LEOFF Disability Board Policies and Procedures (2009) Paragraph Q, Dental Benefits.
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PREP
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V¡si( 0 Tot€lsr

p.2

PAT PRI INS
510.oo 510.00

0.00 0.00

CODE
D2744

rJ2740.11

D29ð0

Prlmåry $€¿ondÐrt
tËL

Faè F¡t Pr¡ lna I

VISÍT
oÈ<c
=c!öc
F'g-rg
Þ¡
9!¡

E;l\¡t
-u
¿I
IT

ç(ã:í¡
ll¡
¿r'It
l9

TH
30
30

30

SURF
1020.0o

0.00

174.O0
1194,00

û7.00
597.00

87.00
597.00

0
0

o
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e*llmate rs not å guaranlee of

Treatment Plan Totâl
Eslirnated Þsductlþ¡e lo be Applíed
E.üma!.d lnsuranoô Paymont
Eltimalod Pdcnf e Pórtlon
F€e E,(Piral¡on Datô

1194.00
0.00

597
547.00
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öf tout reoprnrnendbd ir€,alry,anT. Eslimät€d instr'ance benefls ârÊ ligted above. This

påyr¡snl lrcm your lflsurånge cornpsrlY' l{ you hâve any quesllrrtr$ regarding the

following informaticn, please call the office'

your pâlient balance i€ due the day services are provicled in our ott¡ce. our primary mission at this off¡c€ ls to dellveÌ

thê best aôd most comprehensive dental care availabtê. An important part of this mi6€ion is making the cos! of optirnal

""r" "* 
eaey and manageäble for our patients as possìble. For your oonvenience' we accept all malor oredlt cards

and Care Credit.

PaymenlforÕrowns:50%ofyourestimatedportionlsdueetthenrstviËit(topreplhetooth).Theremainlnþ50%of
youreotimatecportionisduaatthes€condvisit(lhedayweseatyourpermanentorown).

fvly signeture confirms ihat I have been informed of my reatment needs and the coçl involved' I am responstble for
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