Longview LEOFF Disability Board
Special Meeting

February 2, 2022
AGENDA

HYBRID ZOOM MEETING

This meeting will be held both virtually by teleconference using Zoom
and in-person at City Hall (Training Room - 24 Floor). Dial one of the
following numbers (try a different number if you receive a busy signal):
1-253-215-8782
1-408-638-0968
1-669-900-6833
1-346-248-7799
1-312-626-6799
1-646-876-9923
1-301-715-8592

Join Zoom Meeting
https://usO2web.zoom.us/j/9755597252

Enter the meeting ID #975 559 7252

e Call to Order — 9:00 a.m.

e Roll Call

e Agenda Approval

e R3 Long Term Care Claim

e R39 Hearing Aids Reimbursement

e Approval of Bills

e Adjournment
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JANUARY/FEBRUARY MEDICAL BILLS (Regular)
Member Dental Regular '
' R36 | $0.00 |  $10,428.00 |
l

$0.00 |  $10,428.00 |
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TO: LEOFF-1 DISABILITY BOARD
FROM: KAYLEE CODY, LEOFF-1 ADMINISTRATOR

SUBJECT: R3 REQUEST FOR REIMBURSEMENT OF LONGTERM CARE
EXPENSES

R3 is currently receiving skilled nursing care at Beacon Hill. The retiree’s spouse
reported to me that Humana called the retiree and asked him if he wanted to return home;
he has dementia and advised that he did, and Humana terminated the nursing facility stay.
When the retiree was returned home, his spouse could not provide the level of care
necessary and she had to call an ambulane twice for assistance.

R36 is now requesting preapproval to move to Delaware Plaza Memory Care. R3 has not
submitted any invoices or quotes at this time; however, the retiree’s spouse advised that
the cost for Delaware Plaza is $6,900 a month with a $1,500 application fee. R3 is
covered by a longterm care insurance policy and has submitted a claim to UNUM — there
is a 90 day waiting period for benefits if approved.

Action needed on this claim:
1. Make determination as to whether R3 qualifies for reimbursement of long-term
care expenses (both expenses incurred at Beacon Hilll skilled nursing facility and
Delaware Plaza Memory Care).

Documents included for review:
1. UNUM Longterm Care Claim Form Physician’s Statement completed by R3’s

attending physician
2. Genworth Cost of Care — Averages for Longview, WA
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LONG TERM CARE
ATTENDING PHYSICIAN STATEMENT
The Benefits Canter

P.O. Box 100198, Columbia, SC 29202-9976

Phona:

1-900-693-4088 Fax' 1-800-268-1377
Call toll-free Monday through Thursgay, 8 a.m.
Friday, 8 &.m. (o 5 p.m. (Eastem Time

to B p.m.
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ATTENDING PHYSICIAN STATEMENT (PLEASE PRINT)

A, Putiant Infarmation
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Instructions: Pieass cormplete, sign and date this

complets all quastiona on this farm end
consultationa andfor tasting.
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form. Tha purpase of this form Is to aeslst us in
of suppoinlgg reporis, auch as offioe notes,
rm

making a disability detarmination. Please
medival records,

meadication logs,

What I the primary diﬂgnoals.thet may

Dneumon o~

impaet your patent s functionat capacity?

1y, 9

' .
e your patiant atil working? O Yos Wo O NA

Data of firet vislt for thiv current condibian(e)
(menyddlyy):

a2

Data of last oifca viak (mm/ddlyy):

14lz2
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Date of next offica visit (mmnAddiyy):

Hes the patient been traatad for the same/similar condition In the past?

If ves, pleasa provide treatment dates (mm/ddivy): From I 2/
Pleasa llst any other dlagnoses thet may Impact your patient's functional capacity,

Secondary Diagnosis: p
Iniradtaniol femripse.

ICO Code.

BE3,. |

0. 200 £

X‘Yna O No O Unknown
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Hea the parent been hospltalized?

Yes QO No

recant date

hozpitalized (mrm/dd/yy):
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;a7

(mm/dd
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Has the patient
In the past 12 montha? [ Yee O No

1f yos, what procadure wee periarmed?

CPT Code:

Date Surgary Parformed (mm/dd/iyy):

CL-1158 (09/14)
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LONQ TERM CARE
ATTENDING PHYSICIAN STATEMENT
The Benefits Cantar

F.O. Box 100196, Columbia, SC 292028875

Pnhone; 1-800-693-4868

Fax: 1-800-268-1377

Call toll-fras Monday through Thuraday, 8 a.m. to € p.m.
Fridey, B a.m. to 5 p.m. (Easm nmaY

$AaSS37

[ATTENDING PHYSICIAN STATEMENT (Continuod)

J

Date of Birth (mn/do) . _

Patent's Name
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. Functional Capacity

In ganeral, an Insured's antitiement 1o benefits for Long Term Care Insurance Is based on a loss of

Deily Living (ADLS) and/or the prasence

Independence with Activitias of

of & cognitive [mpairment requiring anather person’s sasiatance/superviaian. Assixtance
with an ADL ¢an mean either the smnd-by or hands-on aselatance of angther individual,

Please provide your opinion below as to whal ADL loes, if any, your patient has exparienced and indicate when thia joas bagen
and how long you anticipete this loss will last. We have provided genaral definitions of ADLB 8t the end of this packat for your

refarance.
ADL wWhan did the loss Based on the date of loss noted when do you antiolpate recevery of the
hegin? (mmiyy) wbility 1o parform the ADL? :
Bathing ‘ -~ ( 2 , O <3'days U 30-60 days 0 61-39deys U 90 days or greater
13 No Loss V(1S ot Anticipated :
Indepandent as of (mm/yy)
Dressing B 0 =36 days 0O 30-80days [ 61-89days O 90 days or greater
O No Loss \1.( it 2! ot Antlcipated
O Ingapendant g8 of (mm/yy)
Toileting 2 O <3¢days [130-60 days [ 61-80 days O 20 days or greater
O No Loss l 1_{ I ( 1-} ot Anticipated
O Independent as of (mmiyy)
Transferring O <3 0 30-80 ggys [ B1-89days O 80 days or groater
O No Loss ey 5_77", pngf::&matad
T indapandent &s of (mm/yy)
Continance )’/ DO <30days [130-80days O g1.89 gays [ 00 dmys or greater
O No Loss ( "-{ W/ ot Anticipated ‘
O Independent as of (mm/yy)
Eating O <30 days [1'30-60 days [J61-80 days 190 day= or graater
No Loss O Not Anticipatad
., o Independent as of (mm/yy)
Ambulating/ O <39days O 30-80 days LI 671-89 day? O 80 days or groater
mabllity ’ L]’ 5-(7—/ rw{:;nﬁclpatad
0 No Loss % 10 indepandent as of (MMAY) . e

is your apinian basad on: Fr Clinieal Observation

& Functional Evaluation/Testing [ Patient/Famlly Report

I you have indicated your patlent requires/required asslstenc

alance
ength
1 Dacondltloning

Cagnitive/Percaptugi
O Paraiysia

.U(ﬂﬁfa motor eantrol

{1 Waaknessinumbress explain:

5 with ADL&, plossm check the calisas balow for the ADL (o8s:

O ROM Limitation explain:

L Galt
D Other:

CL-1168 (09/14)
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o ® LONG TERM CARE @ %- & 5%:
Unum° ATTENDING PHYSICIAN STATEMENT '
The Banefits Centar
P.0. Box 100198, Columbla, SC 29202.8976
Phone: 1-300-693-4988 Fax: 1- BO(-288-1377
Call toll-free Manday thraugh Thumsday, 8 a.m. lo 8 p.m,
Friday, 8 a.m. to 5 p.m. (Eastem Tlme{

[ATTENDING PHYSICIAN STATEMENT (Continued) )
Pﬂtlefvt‘a Ngme Date of Birth (mrmved/yy)
&3 SREEEEAREEETE
4 I3

€. Gognitive alty /

Blaase provide your apinion below as to what cognitive Impaimeént, If any, your patient haa axperienced, We have provided 2 general Long Term
Care gefinition of cognitive impairmant at the end of this packet tor your refarence.
Does your patient have a cognitive Impairmant? ﬂch O No
It NO, ploaws precesd to Section D. p
L

What o tha cagnitively Impairing diagnosis (please be apacmc) v ¢ Q)S =N WWS& (me “// 3
When waa your rtmnt first seen for cognitive issues and by whom? (m/dalyy) ! ( \ [ &h 9 ‘VK) M v

vl
IR (e
Has any oognltlva testing bean completed? O Yes O Na If yes, ploasa atach tasting with this cornpleted form.

Chéak lypa of testing c&nipleué ? 2 f e
Aﬂﬂl date 7/’V /‘L/ O Naurology consultation &r_ M 5 3// g
O MMSE dats/score D Speech Therapy

0 MOGA date/score O Neuro-peychological svaluation

3lum & B0 1/% =
If no cognitive testing fras been performed, pleass attach clinioal ﬂndiy}t support a cognilive impalrment.

Has the 2\3 wo%nm CMW Yes DO No If yee, pisase attach this warkup

le your paﬂenls cognitive impairmen tn the degres that It puts him/her at risk for health and safety? A D No
If YES, when did the cagnitive Impairment begin to Impair your patlent to the degree that It put him/her at risk for his/her haalth and esfety?
(i)t o

If YES, pleaae indicate why supervision |s nesded as well as what activites your patient neads mesistance/supsrvision with?
(check all that apply)

Why: What activities:
pShort term memory loas ‘ Managing Finances
J¥lang tarm memory loss Managing Medications
P’Paﬁr Judgmant Using the talaphona/devioes
mpaired exsoutiva function Handling Transportation
andering behavior Shopping
j?ﬂfuslan Praparing Meals
\mpnrired orlentation to person/placetime Housawark/home managam&nt

Do you know whathar or not your pationt is still driving? O Yes /Uﬂ(o, not driving O Unknawn
if your patiant 13 currently driving, do You agres that he/she should be driving? O Yes O Ne

Is your patient curcently recelving supervision to protect his/her saif or othars due ta cognitive fmpairment? @/ O No
How many [eyra per day and days psrwesk do you recommend supervislon be providad?

When did superviaian begin? (mm/ddfyy) ‘Who provi eu thy auparvlmon?
W T Sa BUCdy |1«“ [m

CL-1158 (09/14)
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® 0 0 LONG TERM CARE
U nu m° ATTENDING PHYSICIAN STATEMENT
The Banefita Center

P.O. Box 100186, Co
Phone; 1-800-653-4888
call tal-free Monday through Thuraday.
Friday, B a.m. to 5 p.m. (Eastemn Timay

lumbla, $C 29202-0975
Fax; 1-B00-268-1377

gam to6pm.

[ATTENDING PHYSICIAN STATEMENT (Continued)

Pa1lTng's Name ‘ J_ I Dﬁ of B!% fmmljdlixj

D, Plun ¢f Care { __n [ 2

Date care o bagin (mm/ddfyy) M &“5 (Wure to ba raagsaesed (mm/ddiyy)

'E}u ohack type of medical cara to be provided by 8 skllisd mgenoy o licansed proféssional and Indicate fraquency to be provided.

}llaﬂ Nurging Visits ___ 0 Respiratary Therapy
Phyuical Therapy D Hospice '

ZDgeupational Therapy o Other N '(-0
peach Tharapy u LLTW u ) 11)(—- f‘- z Af, /W

please chack typs of non-madical care that can be provided by
provided.

0 Paraonal CarafHHA
D Companion Cars

gn unskilled, non-licensad agancy of In

 Resple Care
© Homemaker Sarvioes

&lsu ) and indlcate fraquency to be

&, Other Treating Providers, Facilities or Hospitals

Plaase provide complets name, contact Information and specialty for any

candttion(s) or for any rafemals you have rade to ather providers inciuding other p

patiant is sealng for his/her disabling

other traating providers your paue
or clirdoal programs.

hysicians, theraplet

Nama Bpacialty l City, State
E. Bignature of Atending Physlcian
The abova atatsments ere trug Bnd o0 lste t0 the best of my knowledge gnd bellef,

Physician Nema (Last Name. Fieat Nama, MI. Suffix) Pleasa Print

Medical Specialty Degree

Tirothy Randall, M.D.
Addrass roup

Lakefront

PY.T.C ]

Gity 171 . ] = State |2ZIp

Longview, WA 98632 ,
Telaphona Number \ N \ Fax Nurnbar Physician's Tax ID Number:
Are you raiatad to this patieni7 O Yes O No
it yaz, what s the relatianshlp?

CL-1158 (09/14)
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Cost of Care Genworthz, Z.

Longview, WA

Monthly Cost 2021

Home Health Care
Homemaker Services $6,054

Homemaker Health Aide $6,054

Based on annual rate divided by 12 montt (assumes 44 hours per week)

Adult Day Health Care

Adult Day Health Care n/a

Based on annual rate divided by 12 months

Assisted Living Facility

Private, One Bedroom $5,300

As reported, monthly rate, private, one bedroom.

Nursing Home Care

Semi-Private Room $7,817

Private Room $8,790

Based on annual rate divided by 12 months

is based on a specific scenario generated by the Genworth 2021

Cost of Care. Future years are calculated by assuming an annuai 3% growth rate For more

and location comparison, visit genworth.com/costofcare

#  Download on the

£ App Store

©2021 Genworth Financial, Inc. All rights reserved
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/"\__/Washmgton Memorandum

TO: LEOFF-1 DISABILITY BOARD
FROM: KAYLEE CODY, LEOFF-1 ADMINISTRATOR

SUBJECT: R39 REQUEST FOR REIMBURSEMENT OF HEARING AIDS
EXPENSES

R39 is requesting reimbursement for hearing aids at a cost of $5,700. A letter from the
audiologist is enclosed for review. The retiree did not submit the audiology report.

Action needed on this claim:
1. Make determination as to whether R39 qualifies for reimbursement for hearing
aids in the amount of $5,700.

Documents included for review:

1. Letter from audiologist regarding R39’s hearing loss
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AUDIOLOGY
320 WILLOW, SUITE #6 ¢ (509) 525-3720
January 4, 2022 WALLA WALLA, WASHINGTON 99362

City of Longview Retirement Board
RE: B34

To Whom It May Concern:

f39 was fit binaurally in December of 2017 with Phonak Audeo B90-13 hearing devices.
These devices are weak and no longer meeting the patient's needs. The devices manufacturer warranty
expired on 02/28/2021. The devices have been submitted for in office repairs multiple times. R34
was most recently seen 11/11/2021 for hearing device follow-up. The receiver had broken on the left
side and was no longer able to provide amplification.

Binaural hearing aid fittings are known to increase patient safety and support speech perception in
noise. Hearing loss management also contributes to cognitive and social-emotional wellbeing.

Thus a request for approval of replacement devices appropriate for the patients hearing loss is being
submitted for review. The maximum anticipated cost of amplification and support services was

estimated at $5700.00 for a set of devices.

Proposed Device Replacement
Phonak Audeo PS0-R
Binaural $5,700.00

Thank you for your consideration in this matter.

Sincerely,

2 e A




