..Title
Case #15-17 Dental Request

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

Staff Contact:
Carl Watts, 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 | policies and procedures.

Attachments:

Attachments containing protected medical information will be sent via File Transfer
Protocol (FTP)

Reference:
LEOFF Disability Board Policies and Procedures (2009) Paragraph Q, Dental Benefits.
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LEOPFE Application for Payment of Services Case No: |5”_ l ' /ﬂ o

Pleuse Print Cleurly & Legibly — Incomplete Form Will Be Returaed

A) This Section To Be Completed by Member '

Activee __ Ratireds )Q_

Member Name:

Fire

Member Telsphone:

Polico:
Member Addross: |
Alternate Contact/Phone: _Bmail:

Describe Your Condition and Why It Is Duty Related: 0¥ La¥ . ALLA7EL -

Describe the Service/Treatment Requested: _jfmf}‘_é_g_—j‘;_‘oué '-‘2

e e e e+ = h  —— e, i

Tot'\l Cost of Treatment/Service: 3 _____{_(H?i/.*‘_‘f_
Amount Paid by Insurance/Medicare: $ Sfr. ~
Amount Requested from the Board 3 IPp ~—

LEOFF member-Please attach the Explanation of Benefits statement(s) from your insurance provider(s)
and/or Medicare which indicat, _&s Mmouul paid for this trealmenl/scn'lcc

Member Signature: ____ % _ . Date: / Z/ .
Pleasclatiacha copy y of the Power ot of Auomey )fmgm,d by the altenntc sonfact,

L I3) This Scction To Be Conpleted by Member's Attending Health Care Provider

Provider's Name: f=, ¥\ €. "S_, _ \,‘L\Y\ﬁ,_m Piovldm s Te]ephonc 3b0 -352-A909
Clinic/Office Name: ulg,g Ih+bﬁ Medrane
Provider’s Address: [ﬁ_ﬂz[ lu. E! Ii} z'zz.* uL;} (4. 4’5’:20&

Describe the Patienl’s Current C‘ondmon and State Whether It h D Ly Rcﬂated e o

Doantt Deee~ wmatle Cod T

e - b s e

— i p—— - e e s i . | | et ¥ — e et e b e e e

Describe Your R\:commendt.d, gatment Plan and Why It Is Medlcally Necessary:

Plc'\se De:cnb(, Any Reasonablc Alternative Txef\t.ment Plans. Include Expected Qutcome & Costs:

}y L o

| E— Sl e - e S Y e e e sy e s S | (P T ey e _% et e
Provider’ L-Slgnat ure: C s D z’;ﬁ (i?f__ﬂ
Fax completed form ta: (360) 709-2735 or .
Mail to: City Of Olympia HR Dept, PO Box 1967, Olympia WA 98507-1967

WILEOFF\FORMS\Application for Payment of Services 2012B.docx  4/20/2012



West Olywpia Interaal Medieine PLLC
110 Delphi Road NW, Suite 101
Olympia WA 98302
Erie J. Klein, M.D.

360 352 2209

Ogtober 16, 2017

.

q o long-standing patieut of mine. Becavse of taoth decay be needed to have a

crown placerd on a decaying tooth, Failure to treat this infection would lead to forther medical

problems. Fox this reason this should be considered a medical necessity. :
Sincerely,

Eric J. Klein, M.D.

ejk/pm



Oct 0% 17 12:12p - — p.2

Russell & Bode Family Deplistry

Name
.: TREATMENT CASE
Crown #30
DATE VISIT TH SURF CODE DESCRIPTION FEE PAT PRI INS
09/26/2017 0 30 D2740 Crown-porcslain/ceramic substr 1020.00 6§10.00 510.00
09/25/2017 0 30 D2740.11 GROWN, PORCELAIN/CERAMIC 0.00 0.00 0.00
PREP
09/25/2017 0] 30 02950 Core buildup, include any pins 174.00 87.00 87.00
Visit 0 Totals: 1194,00 697.00 597.00
_: INSURANCE PROVIDER(S) = = TOTALS &
Primary Secundory Fee | Pat |Pritns | |
DELTA DENTAL OF WISCONSIN 1194.00 597.00 597.00

1 FINANGIAL SUMMARY &

Treatment Plan Total 1184.00
Eatimated Deductlble 1o be Applied 0.00
Estimated Insurance Paymeont 597.00
Estimated Patient's Portlon 587.00
Fae Expiration Date 12/25/2017

3834430030 77 200 38 as 33 2R G0 e 10,

Alteriale Cases:
Case notes:

The lollowing is an estimation of your recommendad treatrrent. Estimated insurance benefits are listed above. This
eslimate 1s nol a guaraniée of payment frem your insurance company. If you have any. qug_sllon.s regarding the
following informaticn, please call the office.

Your patient balance is due the day services are provided in our office. Qur primary mission at this office is to dellver
the besl and most comprehensive dental care available. An impartant part of this mission is making the cast of optimal

care as easy and manageable for our patients as possible. Foc your convenience, we accept all major credit cards
and Care Credit. : '

Payment for Crowns: 50% of your eslimated portion Is due at the first visit ( to prep the tooth). The remalning 50% of
your estimated portion is due at the second visit { the day we seat your permanent crown). :

My signature confirms that | have been informed of my reatment needs and the cost involved. | am responsible for
the payment of my portion at the time of service and any unpaid insurance balance after 60 days.

Signature : : Date:

| Estimate i8 good for 3 months
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