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LEOFF Application for Payment of Services Case No: . Qw
Pleuse Print Clearly & Legibly ~ Incomplete Form Will Be Returned

A) This Section To Be Completed by Member

Member Name: _ - Active: __ ___ Retired: R
Member Telephone: = e Policer . Fuwer __ KA. .
Member Address: B

Alternate Contact/?hone 7 »)_ Email: _J XL, o
Describe Your Condition and Why It Is Duty Related:

Describe the Service/Treatment Requested: Seq ok AU A

Total Cost of Treatment/Service: $ . Lot pahache Al

Amount Paid by Insurance/Medicare: b

Amount Requested from the Board 3

LEOFF member-Please atiach the Explanation of Benefits statement(s) from your insurance provider(s)
and/or Meduare which indicates the amount pald for thls treatment/servme

TR T T o rgemye

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

B)’ Tlus Section To Be Completed bymen’”’ % ; ‘ftendﬁ ¢ 'im Care. P‘rovide‘r

Provider’s Name: _‘\_f_\_ﬂf '&U\ vxdcr’s Telephone: co4. 24%~ 31"5

Clinic/Office Name:  (ov WA S‘h’m M»U’u C&Q h@ﬁ)

Provider's Address: 00 (petttdd (/9’917 UMW Wh 4@302

Describe the Patient’s Current Condition and State Whether 1t Is Duty Related: P oo Celin
s ki Wit by dplerom Amwwm—umﬂtexﬁ
0482 gpihes + Aoudald Azwm M"’(M}\(%

Describe Your Recommended Treatment Plan and Why It IS Medxcall Nece,ssary il
dodbirmaontd i prtrtyrevt i o a9 .
e 1w a vt gives infecten L W poer dsdhien.

Please Describe Any Reasonablc Altemanve Treatment Plans Include Expected Outcome & Costs:

aO UM, 2 ophon Preseuted, Cechnd BN pL

b s

i |
Provider's Signature: % Date: @l &[0

Fax completed form to: (360) T09-2735 or
Mail to: City Of Olympia HR Dept, PO Box 1967, Olympia WA 98507-1967

WALEOFF\FORMS\Application for Payment of Services 2012B.doex  4/20/2012
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Steven B. Hemenway, D.D.S., PLLC SECONDARY TREATMENT PLAN
719 N 39th Ave, Ste 100
Yakima, WA 98902-6302 June 2, 2021
{508)453-3610 x
Page 1
Current Dentat Torminology (CDT){¢} 2020 American Dental Association (ADA). All rights reserved,
Prepared for: .
Group Planned Cade Dr T  Surf Description Patient  Insurance Total Accepted
1 06/02/21 239400 6 04 MODB Resin Composite - 4+ Surface: 550.00 0.00 55000 No
1 06/02/21  2740.00 6 05 crown-porcelain/ceramic 1,400.00 0.00 140000 No
1 06/02/21  2950.00 6 05 core buildup, incl pins 333.00 0.00 333.00 No
1 06/02/21 233200 6 07 MFD Resin Composite - 3 Surface, , 372.00 0.00 37200 No
1 06/02/21 233200 6 10 MFD Resin Composite - 3 Surface, . 372.00 0.00 37200 No
TOTALS:  3,027.00 0.00  3,027.00
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ADDITIONAL COMMENTS

"PLEASE NOTE: This is Dr. Hemenway's recommended treatment for you. All pricing above is strictly an estimate based on Dr. Hemenway's fees and.
is NOT & guarantee of payment from your insurance. Your {nsurance is 2 3rd party payer and we do not have aceess 10 their fees, or contract limitations,
therefore reimbursement may be less.

It is the policyholder's respensibility to know how much insurance they have available when scheduling treatment. If you are unaware of your
insurance coverage, please check with your insurance compary or human resource depariment to determine your exact benefits, contract limitations,

waiting periods. and/or fee scheduls.

N
Financial Arrangements x \§
Deductible has not been included in above estimate. Q‘%, \ﬁ \Q
This estimate expires in (30) days. \%E ,L)’\g
Nt

IREQUEST AND AUTHORIZE THE DOCTOR AND/OR SUCH QUALIFIED ASSIGNEES TO PERFORM THE DENTAL WORK LISTED ABOVE.

Patient Signature: ‘ ‘ Date:
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Steven B. Hemenway, D.D.S., PLLC PRIMARY TREATMENT PLAN
719N 38th Ave, Ste 100
| Yakima, WA 98902-6302 dune 2, 2021
(609)453-3610 x
Page 1
Current Dental Terminology (CDT) {c} 2020 American Dental Association {ADA}. All rights reserved.
Prepared for: :
Group Planncd Code Dr T  Surf. Description Patient  Insurance Total Accepted
1 06/02/21 2740.00 & 04 - crown-porcelain/ceramic §,400.00 9.60 1,400.00 No
I 06/02/21 295000 6 04 core buildup, incl pins 333.00 0.60 333.00 No
1 06/02721 2740.00 6 03 crown-porcelain/ceramic 1,400.00 0.00 1,40000 No
I 06/02721  2950.00 6 05 core buildup, incl pins 333.00 0.00 33300 Neo
1 06/02/21 2740.00 6 07 crown-porcelain/ceramic 1,400.00 0.00 1,400.00 No
I 06/02/21  2950.00 6 07 core buildup, incl pins 333.00 0.00 33300 No
I 06/02/21  2740.00 6 10 crown-porcelain/ceramic 1,400.00 0.00  1,400.00 No
I 06/02/21  2950.00 6 10 core buildup, incl pins 333.00 0.00 33308 No

§3584342080000000 SURNARIRNANGELTYY 2avssanasynsavsh

6,932.00 0.00  6,932.00

ADDITIONAL COMMENTS
PLEASE NOTE: This is Dr. Hemenway's recommended treatment for you. All pricing above is strictly an estimate based on Dr. Hemenway's fees and
is NOT a guarantee of payment from your insurance. Your insurance is a 3rd party payer and we do not have aceess to their fees, or contract limitations,
therefore reimbursement may be less,
It is the policyholder's responsibility to know how much insurance they have available when scheduling treatment. If you are unaware of your
insurance coverage, please check with your insurance company or human resource departmont to determine your exact benefits, contract limitations,
waiting periods, and/or fee schedule. '

Financial Arrangements
Deductible has not been included in above estimate.
This estimate expires in (30) days.

| REQUEST AND AUTHORIZE THE DOCTOR AND/OR SUCH QUALIFIED ASSIGNEES TO PERFORM THE DENTAL WORK LISTED ABOVE.

Patlent Signature: ' Date:




