06/ 2342021 09:57 Cooper Moss advanced Dentistry (Fax)3603573542 P . 0047006

LEOFF Application for Payment of Services Case No: 215
Please Print Clearly & Legibly — Incomplete Form Will Be Returned

 A) This Section To Be Completed by Member

Member Name: © Y Active: Retired: =4
Member Telephone’: K . ___ Police: Fire: P
Member Address: sves o3 g e s -
Alternate Contact/Phone: ‘ Email: ) 7 R r .
Describe Your Condition and Why It Is Duty Related: @ SIRr R, FI2ILIN AN A

Jibp related.

Describe the Service/Treatment Requested: a/ Ef ﬂﬁ,&- 110 AA

Total Cost of Treatment/Service:
Amount Paid by Insurance/Medicare:
Amount Reguested from the Board

04 - -g% Telal recuwwt

»1!7 }(} 11_00/

& B B

Y BOFF member-Please attach the Explanation of Benefits statemeni(s) from your insurance provider{s) {
and/or Medicare which indicates the amount paid far this treatment/service.

Member Signature: Date:
Please attach a copy of the Power of Attorney if signed by the alterpate contact.

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

Provider’s Name: \f4 s/ [SAL LSO Provider’s Telephoue:é@ ) 357 K07#

Clinic/Office Name: W@W/&M%
Provider's Address: Jp 4B A, 5. S A MM/Y(I. G860

Describe the Patient’s Current Condition and State Whether It Is %ut;s’r Related: / ﬁz
Voladrd il iverid J/MW |

Deseribe Your Recommended Treatment Plan and Why Tt Is Medically Necessary:
remat. decssy ARASU anithl LOWLIA I

Please Describe Any Reasonable Alternative Treatment Plans. Include Expected Outcome & Costs:
D[4l Aeinib A

P /) £y
Provider’s Signature: MM// Z MQ&DM é,/ /5; / ez

Fax completed form ta: (360) 709-2735 er I
Mail to: City Of Olympia HR Dept, PO Box 1967, Olympia WA 98507-1967

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




06/ 2372021 09:58 Cooper Moss advanced Dentistry (FAx)3603573842 P.005/006
( STATEMENT OF SERVICES RENDERED |
Olympia Advanced Dentistry LCHART NO. ] PAGE NO.
1105 4th Avenue East, Suite A 100878 1
Olympla, WA 98506-4018 -
" BILLING DATE ||
(380)357-8075 06/18/2021
GUARANTOR NAME AND MAIL!NG ADDRESS
L L]
PATIENT | TOOTH | SURF DESCRIPTION CHARGE CREDIT

D9230:Analgesla-inhal of nitrou 80.00
6 MF D2331:Resln-two surfaces, anter 270.00
7 DF D2331:Resin-two surfaces, anter 270.00
8 F D2330:Resin-one surface, anteri 202.00

Online Credit Card - Thank You -902.00

PRIQOR BALANCE CURRENT CREDITS CURRENT CHARGES NEW BALANCE i DENTAL INS, EST. FPLEASE PAY
80.00 i 902.00 i < 0.00 I' 0.00 = 0.00
| PATIENTY DATE TIME REASON
Tuesday - July 6, 2021 12:30 pm Resint# 9, Resin1#10, Resin1#11
Thursday - January 6, 2022 1:00 prn PariodicX, 4BWX, TopFlride, PerMaint
\ _/

Copyright © 1987-2020 Henry Scheln, Ing, oumx1




06/23/2021 09: 56 Cooper Moss adwanced Dentistry (FAX)3603573842 P.002/006

LEOFF Application for Payment of Services CaseNo: /-5
Please Print Clearly & Legibly — Incomplete Form Will Be Returned

~A) This Section To Be Completed by Member

Member Name: - - Active: Retired: <

Menober Tclephone: F Police: Fire: P
Member Address: T PO R W i - | s -
Altemate Contact/Phone; ‘ Email: ’

DWE% o;lrs{l(}ondmon and Why It Is Duty Related: Q&}dx Le ;;,' :£ EZ ( _( ke
e A

Describe the Scrvice/Treatment Reauested: M k ‘£7 (r—“l?

Total Cost of Treatment/Service: b3 __%:f o 00
Amount Paid by Insurance/Medicare; $ 0 .00
Amount Requested from the Board b

LEOFF member-Please attach the Explanation of Benefits statement(s) from your insurance provider(s)
' and/or Medicare which indicates the amount paid for this freatment/service.

Member Signature: ' Date:
Please attach a copy of the Power of Attorncy if signed by the alternate contact.

B) This Section To Be Completed by Member’s Attendiug Heaith Care Provider

Provider's Name: FULL! [AAL 500 Provider’s Telephone 0, 28 7-S07TH
Clinic/Office Name: /Q/ZIMM 4. ddvaneed /)027&5/774/’
Provider’s Address:  //? g ﬁ@ﬁyﬁ/ E?MIL“_CS‘D A g

Describe the Patient’s Current Condition and State Whether It Is Duty Related: /74/9- Zlis;
Lutsvesnt v/,a_{z.fﬂj %

Deseribe Your Recommended Treatment Plan and Why ¥t Is Medically Necessarys V22.60C

Atz Y and u;//f/[ TN LOTL ETEE.

Please Describe Any Reasonable Altemnative Treatment Plans. Inclnde Bxpected Outcome & Costs:

A0 ALAN AT T VAL 1728177
ﬁ 1 ﬂ ~y
Provider’s Signature: %*74/ EM,& Date: _47/ i 5{/ 202

Fax completed form fo: (360) 709-2735 or
Mail to: City Of Olympia HR Dept, PO Box 1967, Olympia WA 985ﬁ7—1967

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




0672342021 09:57 Cooper Moss Advanced Dentistry {FAxXy3603573842 P.003/006

LEOFF Application for Payment of Services CaseNo: 2/ -5
Please Print Clearly & Legibly — Incorplete Form Will Be Returned

A) This Section To Be Completed by Member

Member Name: * ‘ } ' | ) = Active: Reftired: _ -£
Member Telephone': -_, an e o . O =l Police: Fire: P
Member Address: . Lo dF ( : L
Alternate Contact/Phone: Emaﬂ

Describe Your Condition and Why It Is Duty Related: __ ({0 AIA it ,:i A 'Dhg# O&Qﬂtﬁ{

Describe the Service/Treatment Requested: __Q!tﬁk\_( Bt

)
Total Cost of Treatment/Service: s A0% 00
Amount Paid by Insurance/Medicare: $ () -00

Amount Requested from the Board b

LEOFF member-Please attach the Explanation of Benefits statement(s) from your insurance provider(s) |
and/or Medicare which indicates the amount paid. for this treatment/service.

Member Signature: Date:
Please attach a copy of the Power of Attomey if signed by the alternate contact.

- B) This Section To Be Completed hy Member’s Attending Health Care Provider

Provider’s Name: Provider's Telephon{;ﬂzm 7 @W
Clinic/Office Name: ) AAvarnda. Z8dres

Provider's Address: /705 4B Aug, Gdst e A4 M/Wj}'ﬂ WA //"M/zz

Descnba the Paﬁcnt’s Curram Condltlon and State Whether It Is Dm‘y/Related, Qouﬂl?mﬁ/

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

N ) |1 P, :

Provider’s Signature: i f | ﬁ;‘"“—"—fl&w Date: [=]% - 202]

Fax completed form to: (360) 709-2735 or
Mail to: City Of Olympia ¥R Dept, PO Box 1967, Olympia WA 98507—196’7

WLEOFF\RORMS\Application for Payment of Services 2012B.doox  4/20/2012




06/ 2372021 09:58 Cooper Moss advanced Dentistry (FA4x)3603573542 P. 0064006
/ !
STATEMENT OF ACCOUNT
ML e ) - GHARTNO. | PAGENO,
ympia Advanced Dentistry
1105 4th Avenue East, Suite A 100879 1
Olympia, WA 28506-4018 BILLING DATE | DUE DATE
06/15/2021 06/30/2021
(360)357-8075
CREDIT CARD # EXP.
N, <
- NAME
_ GUARANTOR NAME AND MAILING ADDRESS (At Tt appears an card)
SIGNATURE
TYPE OF CARQ | AMOUNT ENCLGSED]
L J SECURITY CODE TTTT |

TO ENSURE PROPER CREDIT, PLEASE DETACH AND RETURN THIS-PORTION OF THE STATEMENT WITH YOUR PAYMENT

e
PLEASE RETAIN TH:§ FO=—7N OF THE STATEMENT FOR 10 U RECORDS
DATE DESCRIPTION PATIENT'S NAME CHARGES CREDITS )
05/15/2021 Balance Forward 0.00
08/11/2021 D9230:Analgesia-inhal of nitrous oxid 80.00
08/11/2021 D4910:Periodontal maintenance 223.00
06/11/2021 Online Credit Card - Thank You . -303.00
06/14/2021 D2392:Resin composite-2s, posterior H§ 330.00
06/14/2021 D2392:Resin composite-2s, posterior L 59 330.00
06/14/2021 Senior Citizen Courtesy -33.00
06/14/2021 Online Credit Card - Thank You -627.00
06/14/2021 D3230:Analgesia-inhal of nitrous oxid 80.00
! CURRENT BALANCE OVER 30 DAYS QOVER 60 DAYS OVER 90 DAYS TOTAL BALANCE
80.00 0.00 0.00 0.00 £80.00
Did you know we are accepting new patients? We would lava to care for your friends and famify!
FLEASE PAY
80.00
THIS AMOUNT
/

N
® 1987-2020 Henry Schein, Inc.

DLETM 3

Olympia Advanced Dantistry - 1105 4th Avenue East, Suite A

Olympia, WA 98506-4018 (360)357-8075




