LEOFF Application for Payment of Services Case No: A -2
Please Print Clearly & Legibly — Incomplete Form Will Be Returned

A) This Section to Be Completed by LEOFF 1 Member

Member Name: _~~ .1 Active: Retired: 2~
Member Telephone: -« _ - Police: Fire:
Member Address: G SEE SR a y i
? 7 =T S
Alternate Contact/Phone: Email:

Describe Your Condition and Why It Is Duty Related:

Describe the Service/Treatment Requested: Z%;’E" yZ7 WL i :5"' /7::5. 45;
NVEW tpRiR  Jak Leco e Plptr,

Total Cost of Treatment/Service: $ 3 /45, e
Amount Paid by Insurance/Medicare: § e A
Amount Requested from the Board $ 2Ly £5

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

Member Signature: Date: _
Please attMopy@ﬁ the Power of Attorney if signed by the alternate contact.

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

b g PN S, Py

Provider’s Name: VY1 R Provider’s Telephone: 30 43§~ 29

Clinic/Office Name: __ O ynvapic. DenAed end \endie

Provider’s Address: UO¥ ' @CZ—\:'GL Ave O Lacey LA 9853

Describe the Patient’s Current Conditi;):/a/z\-:j! ?te Whether It Is Du‘cglJ Related:
i

[

Describe Your Recommended Treatm?ut Plan and Why ]{x Is Medically %ecessary:
New D esjrees WpPpert ‘/ Liw bz

7 B i e ] ' r
(—Lrif?yfxé’/¢£> stodS TjAR el . pd exT ViSir Qe FEDULED

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

.
j/ \JA # J)’L{ﬁ . /
Provider’s Signature: (/47/"—'74&"‘4’)1’_@ e Date: /Z// ‘?// [
> ' 7/

¥Fax completed form to: (360) 709-2735 or
Mail to: Attn: HR, City Hall, PO Box 1967, Olympia WA 98507-1967
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LEOFF Application for Payment of Services - Case No: 30 )
Please Print Clearly & Legibly — Incomplete Form Will Be Returned

A) This Section to Be Completed by LEOFF 1 Member

Member Name: ‘ ) ,_E%Bctive: Retired: <

Member Telephone: | ] Police: , Fire

Member Address: ) , R . h :__ﬁ
Alternate Contact/Phone: Email: M_/________ ' T

Describe Your Condition and Why It Is Duty Related:

Describe the Service/Treatment Requested: ;?e,y,df s/ A -}f 2 /%.r,m SrEE /9’;}” ,
NEH SET AKX LTL2IR s of Lo /52 . Plafes  Crowsit /“;_@%)

Total Cost of Treatment/Service: s F74 3. a0
Amount Paid by Insurance/Medicare: S NEwiat
Amount Requested from the Board $ 2LlD L~

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

Member Signature: Date:
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

b p TN L - P

Provider’s Name: 5 g : ]SM% Provider’s Telephone:z)é(} '-—\,35{ -9 29
Clinic/Office Name: . 1 o f\(ﬂVL‘f’Lw' F_
Provider’s Address: 44O Pac e Ave <& L ey LA GF503

Describe the Patient’s Current Condition and State Whether It Is Duty Related: P&cham’ th

A Ve ineneg 02640 an Lotoey gt e pnest Stlealle. .

NOY Awhy (Eigte

Describe Your Recommended Treatment Plan and Why It Is Medically Necessary: Q@W(M ,,

U e VGivineg Toedn dnd fiddine with 4 ae s Sof of
Matares” fisr Yne Weoith of et Gl cud in tcting
Please Describe Any Reasonable Alternative Treatment Plans. Include Expected Outcome & Costs:
T & ot dn dtiernakive Jen

Provider’s Signature: o 22— Date: | 2 / 31 9

[ P

Fax completed form to: (360) 709-2735 or
Mail to: Attn: HR, City Hall, PO Box 1967, Olympia WA 98507-1967
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Your
Right

Active Treatment Plan

Olympic Dental and Denture Center
(360)438-8299

11/12/2019
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29 28 7 26262423 2 21 20 19 18 17

[l Existing B Complete !l Referred Out [l Treatment Planned
Done | Priority | Tth | Suf | Code [Sub Description Fee
i 1 D0150 comprehensive oral evaluation - new 49.00
| or established patient
1| |poso |  |panoramic radiographicimage | 0.00
11 . lu |pstio Upper Denture 980.00
o 11 | |t |ps5140 Lower Immediate Denture - | 1370.00
' 1 - ~ |Subtotal B | 2399.00
2 |21 D7210 Surgical Extraction 226.00
12 22 ~ |p7210 Surgical Extraction | 226.00
12 |28 ~ |p7210 | |Surgical Extraction 226.00
2 29 | D7216 |  |SurgicalExtracton =~ | 226.00
| ' |Subtotal | 904.00
4 | L D5751 reline complete mandibular denture 440.00,
I | | taboratory) L
| | Subtotal 440.00
| Total 3743.00

Your
Left

If you have dental insurance, please be aware that THIS 1S AN ESTIMATE ONLY. Covera

been met, annual maximum has been met, or if your coverage table is lower than average.

ge may be different if your deductible has not |

I




Olympic Dental and Denture Center

STATEMENT

4408 Pacific Ave SE 12/23/2019
Lacey, WA 98503-1119 Account Number 33518
(360)438-8299
Total: $0.00
-Ins Estimate: $0.00
=Balance: $0.00
Date | Patient | Code | Tooth | Description | Charges | Credits | Balance
Balance Forward -2,350.00
12/23/2019  Dale D5110 U- Upper Denture 980.00 -1,370.00
12/23/2019 Dale 'D5140 L- Lower Immediate Denture 1,370.00 0.00
12/23/2019  Dale D7140 21 , 'Simple ext “130.00 130.00
12/23/2019 'Dale D7210 22 Surgical Extraction _ ‘\‘k‘ < 226.00 356.00
12/23/2019  Dale D7210 28 Surgical Extraction 226.00 582.00
12/23/2019  Dale 'D7140 29 . Simple ext 130.00 712.00
12/23/2019 'Dale Pay Credit Card $712.00 712.00 0.00

¥ Sladd
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