Aug 07 2026 8:49pm 1

08/07/2026 01:47 PM (GMT-7)

Case No: ,/’{/——@ H2

LEOFF Application for Payment of Services
Please Print Clearly & Legibly — Incomplete Form Will Be Retarned

A) This Section To Be Completed by Member

Member Name:
Member Telephone:
Member Address:

Alternate Contact/Phone:
Describe Your Condition and Why K Is Duty Related: ,W{—A,i

Active: Retired: g

Police:

Describe the Service/Treatment Requested: \r:t,\lp Gf/\/\d ; o e 'HF 2 1
Total Cost of Treatment/Service: § 2126 .50

Amount Paid by lnsurance/Medicare: $

Amount Requested from the Board § 226 Sy

LEOFF member-Please attach thc Explanatlon of Benefits statemeni(s) from your insurance provider(s)
and/or Medicare whichdndieg e amount paid, guuent/service.

Date: Gi_q_’ 25'

tPucd by the alternate contact.

Member Signature:

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

Provider’s Name: Paul T s aacsp 1 DbS Provider’s Telephone: g@} 35 7- R0FES

Clinic/Office Name: O \:}w\ oia, Adyeanired Dentys H‘j;

Provider’s Address: ([0S 4Th Aue E. sberA Ol:;mp fr s 0 f G850 (s

Describe the Patient’s Current Condition and State Whether It s Duty Related:
f}’%'sf‘f-‘t—-— Jv—ﬁaﬁd‘?ﬁwm e:?cm:}m/ 0//;(7 g/‘ggyicrbfpvw—-c_ Mﬁﬁéf“ﬂ—}
e/t COytmne ,pryy‘ac/f?w Yo stcrncdena 9T 42/

Describe Your Recommended Trcatment Plan and Why It Is Medically Necessary:
4 Z{ F‘ZLJ/ et/ fff)(‘orwu—u 7’@ }szlﬂ molr‘m_}f'nf'm_ %&‘367/‘5\

%w:—-r 77 ﬁwf'Y‘f

Please Describe Any Reasonable Alternative Treatrnent Plans. Include Expected Outcome & Cosls:

N&:M F Wq«!\’—a.a{f-‘a A gee A B A 7L=9"-‘“‘7£2( 1?"2«{/

N £ . "
Provider’s Signature: /{/i'/uj ZZ—.A/\;**%J\-\}W }S Date:  9-5 - 20285

Fax completed form fo: (360) 709-2735 or
Mail to: Ciéy Of Olympia HR Dept, PO Box 1967, Olympia WA 98507-1967

WALEOFRF\WFORMS\Application for Payment of Services 20128.docx 4/20/2012
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-
STATEMENT OF SERVICES RENDERED
Olympia Advanced Dentistry CHARTNO. | PAGENO.
1105 4th Avenue East, Suite A 100879 [ 1
Olympia, WA 98506-40158 S
BILLING DATE
(3E0)357-8075 09/05/2025
GUARANTOR NAME AND MAILING ADDRESS
f
PATIENT TOOTH | SURF DESCRIPTION - CHARGE CREDIT
D9230:Analgesia-inhal of nitrou 85.00
vyl D2740:Crown - porcelain/ceramic 1651.00
21 D2746:SEAT ARPC 0.00
21 D2950:Cora buildup, include any 401.00
VISA/MC Payment -Thank You -2126.50
|
PRIOR BALANCE CURRENT CREDITS | CURRENT CHARGES NEW BALANCE DENTAL. INS. EST. PLEASE PAY
-10.50 - 2126.50 + 2137.00 = 0.00 - 0.60 T g.00
{ PATIENT DATE TIME REASON [
Thursday - September 18, 2025 5:30 am PerMaint, PC
Mecnday - January 18, 2026 59:30 am PerMaint, PC

5
Cepyright ® 1987-2022 Henry Schein, Inmntwik 1




