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City of Olympia
LEOFF 1 Medical Board

This is a request for payment for a medical treatment for severe dry eyes.

| had cataract surgery January 2024 on both eyes. The surgery was not completely successful
but with glasses | have clearer vision.

In January of this year | started having very blurry vision. I've gone through a number of tests
and treatments but none have been very successful.

The treatment the doctor keeps recommending is Intense Pulsed Light Therapy. I've researched
the treatment and the reviews are very favorable with a 80 to 90% success rate.

The cost is $1400.00 for the treatment.

Thank You




INTENSE
PULSED LIGHT

THERAPY

OptiLIGHT IPL is a light-based treatment
that uses precise, intense broad spectrum
light to address meibomian gland
dysfunction (MGD) - one of the key
underlying factors in dry eye disease.
OptiLIGHT technology, the first and only
FDA approved light therapy for the
treatment of dry eye disease due to MGD, is
designed to deliver safe and precise
treatment for improved safety and efficacy.
In addition to it’s ocular benefits, IPL has a
cosmetic benefit in that itimproves the
color and texture of your skin.

® Dry Eye Series - 4 OptiLIGHT IPL sessions- $1,400

To receive the medical benefits of IPL, a series of 4 sessions spaced 2-4
weeks apart is recommended.

@ Maintenance OptiLIGHT IPL session - $250

To maintain the results of your initial IPL series, maintenance IPL sessions are
recommended at regular intervals, typically single sessions every 6 months.

@ Single OptiLIGHT session - $400

A pay-as-you-go option for patients who prefer to receive one session at a
time.

® OptiLIGHT IPL Photofacial add-on - additional $100 added to
above pricing ($400 to package of 4 sessions)

A full-face treatment to get the benefit of dry eye treatment plus the cosmetic
benefit across your entire face.






