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LEOFF Board Application for Payment of Services Case No: j< / -2
Please Print Clearly & Legibly — Incomplete Form Will Be Returne]

F\) This Section To Be Completed by Member

Membcr Name: e : Active: Retired: _g
Member Telephone - 1 Police: Fire:
Member Address: & e

Alternate Contact: m___ Altemate Contact Tclephonc AT,
Describe Your Condition and Why It Is Duty Related: ,\r\s el Retiee, M"’ﬂi Ao Show, (e
J’Xé‘,u/l_n\ br HQT (uf{ﬁé’vr"" & adi dogy — S}nav.,' T, Mebahatic

lu A Co™ (o
Descnlg the Scrvice/Treatment Requested: 1 A - L\qw\vg. ‘w Al A ke~ M@.}Aﬂ.f& tig& _
Aﬁ_n.«vfz Ry oy (Gt 42 g \ b J

Total Cost of Treatment/Service: $
Amouynt Paid by Insurance/Medicare: $ &

Amount Requested from the Board $_ 1) o mp

Please attach the Explanation of Benefits statementi(s) from your insurance provider(s) and/or
Medicare which mdlca.tes the amount paid for this treatment/setvice, At

b
Member Signature; Date: 3 )dp 2 _f
~ Pleasc attach a copy of the Power of Attorney 1F signed! by the alternate cohtact, 7

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

Provider’s Name: R@u: donce. Swendh HQ&Q Provider's Telephone: 260 -473 ~ <900

Clinie/Office Name: - _Ann St )
Provider’s Address: /200 6™ Aue aany fe 201 lacey , WA FESOR
Describe the Patient’s Current Condition and Statc Whether It Is Duty Related: Ao

Mﬁ-‘gﬁ&xc lone Concer i rc-’-t.ﬁfd’ ded:'ne— onset e.‘:-p corbision,

weaknees ,_Calls.
Describe Your Recomnmended Treatment Plan and Why It Is Medically Necessary:

Lam ._mmm&micg o ca®gruer fo s Mﬁ%ﬁ&m&a@__fcf
Znghts weelily lor 2Gly , to prvent Lolls dve fo nerecced confusion.

Please Dcscribe Any Reasonable Altcrname Trcatment Plans. Include Expected Qutcome & Costs:

o ,
Provider’s Signature: %M M _, Date: f)éz/ o2 / Z/

Fax Completed Form to: (360) 709-2735 or mail to: Clty Of Olympia I-ﬂR Dept, PO Box 1967, Olympia WA
98507-1967

Reviaed 12/27/07

T oeation: W\Catvinm\PreraonsniFarms)
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02/03/2021

To Debbi Hufana, City Of Olympia, Human Resources Department

Fax 360 709- 2735

From SRR RSEaa

Note, | have attached the financial Durable POA, but | also have a Healthcare POA if you need it. | have
estimated costs, based on average prices for home health care, as | have not actually hired anyone yet.
Lwill work on that today. | based that on having someone for overnight shifts all week, and just a couple
of short day shifts during the week for hathing., on the recommendation of the hospice doctor. | used 5
weeks as my estimator to be safe but Sl actual life expectancy at this point is probably about 3
weeks. Hope that's o k. Give me a call if questions. Thanks for your help.




