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We received or 127117 claim. We were not able to process it. There were two
issues:

1. We need actual copies of your prescriptions in addition to payment receipts.

2. LEOFF policies only permit us to pay for one cleaning per year unless you
have LEOFF board approval for more. You were paid on 5/9/17 for a dental
cleaning. Here is the procedure to get approval from the board for multiple
cleanings:

When he LEOFF Board met on February 9, 2015, one of the clarification items on the
agenda was Interpretation of the Dental Reimbursement rule. The Board decided that
if any LEOFF member has on ongoing dental cleanings (more than one a year) they
would need to send Medical approval from a doctor, (not dentist) once every two
years to continue being allowed cleanings more than once a year. The approval
should state the reason the cleaning is needed more than once a year. (Such as, to
reduce the chance of Heart disease, reduce chance of infections, or reduce Diabetes
risk factors.) When you send us your verification we can process your 12/717 olaim
for $88.50 and you will be set for another two years. | have attached the necessary
documents. Let me know if you have any questions. Thanks. Carl. -, *
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Submit claims for reimbursement via:
» Mail: Attn: HR, City of Olympia, 601 4™ Ave. E., Olympia, WA 98501 =
¢ Email: humanresources@ci.olympia.wa.us 1 MAR 2 ¢ 2018
e Fax: 360-709-2735 - -
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how to submit claims are posted on the city’s website: LEOFF Disability Board Information
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VISA/MC Payment -Thank You
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