City of Longview Longview, Wh 63632
Injcny ur”:>.f/$ www.ci.longview.wa.us
Ongview
A " Washington L E 0 F F '1
Disability Board
Agenda
Wednesday, March 27, 2024 8:30 AM 2nd Floor, City Hall

The City Hall is accessible for persons with disabilities. Special equipment to assist the hearing impaired is also
available. Please contact the City Executive Office at 360.442.5004 48 hours in advance if you require special

accommodations to attend the meeting.

To attend the meeting virtually use the link or information below:
Click here to join the meeting

Meeting ID: 269 837 824 466

Passcode: 998pKy

Or call in (audio only)
+1 213-631-2692

Phone Conference ID: 315 649 02#

1 CALL TO ORDER

2 ROLL CALL

3 CHANGES TO THE AGENDA
4 PUBLIC COMMENT

5 APPROVAL OF MINUTES

24-00119 February 28, 2024 Regular Meeting Minutes

6 MEDICAL REIMBURSEMENT REQUESTS

24-00298 R-22 Request for pre-approval of Long-Term Care (LTC) facility cost and reimbursement
of LTC in-home care received since September, 2023.

7 APPROVAL OF BILLS

24-00113 March 2024 Medicare B Reimbursement - Total $8,580.

24-00114 March 2024 Medical Bills (Regular) - Total $41,608.51

8 NEW BUSINESS
24-00137 Annual Election of Chairperson and Vice Chairperson per Rule 1 - General, Section 9 -
Officers
City of Longview Page 1
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LEOFF-1 Disability Board March 27, 2024

9 ADJOURNMENT

NEXT REGULAR MEETING:
Wednesday, April 24, 2024 at 8:30 a.m.

City of Longview Page 2
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City of Longview

A Washington Agenda Summary

February 28, 2024 Regular Meeting Minutes

Attachments:
1. February 28, 2024 Regular Meeting Minutes
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. . 1525 Broad
City of Longview Longview, WA 86632
Ecity t,r”:’.\;//’ www.ci.longview.wa.us
ONgView
= Washington LEOFF_1
Disability Board
Minutes
Wednesday, February 28, 2024 8:30 AM 2nd Floor, City Hall,

Small Conference Room

The City Hall is accessible for persons with disabilities. Special equipment to assist the hearing impaired is also
available. Please contact the City Executive Office at 360.442.5004 48 hours in advance if you require special

accommodations to attend the meeting.

To attend the meeting virtually use the link or information below:
Click here to join the meeting

Meeting ID: 269 837 824 466

Passcode: 998pKy

Or call in (audio only)
+1 213-631-2692

Phone Conference ID: 315 649 02#

1 CALL TO ORDER
Chair Barnd called the meeting to order at 8:31 a.m.

2 ROLL CALL

Present: Don Barnd, Police Retiree Representative
Jim Morkert, Fire Retiree Representative
MaryAlice Wallis, City Council Representative

Erik Halvorson, City Council Representative

Chet Makinster, Member-at-Large

Also Present: Kelly Jensen, Board Secretary
Dana Beck, Payroll Specialist

3 CHANGES TO THE AGENDA
None.

4 PUBLIC COMMENT
None.

5 APPROVAL OF MINUTES

24-00118 JANUARY 31, 2024 REGULAR MEETING MINUTES

A motion was made by Member Halvorson, seconded by Member Wallis to approve the January 31,

2024 Regular Meeting Minutes. The motion carried unanimously.

6 MEDICAL REIMBURSEMENT REQUESTS

City of Longview
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LEOFF-1 Disability Board

24-00174 R-22 REQUEST FOR PRE-APPROVAL OF LONG-TERM CARE(LTC) FACILITY COST AND
REIMBURSEMENT OF LTC IN-HOME CARE RECEIVED SINCE SEPTEMBER 2023.
Discussion of the request was held.

A motion was made by Member Morkert, seconded by Member Wallis to approve the reimbursement for
long term care as presented.

Discussion was held.

After discussion, Member Morkert withdrew his motion and the Board decided to table the motion until
we have a dollar amount and more information.

24-00194 R13 REQUEST FOR PRE-APPROVAL OF HEARING AID EXPENSES
Discussion of the expenses was held.

A motion was made by Member Halvorson for pre-approval of the cost of the basic hearing aid model
and a pair of ear molds and any associated sales tax, seconded by Member Wallis to approve the
reimbursement for hearing aid expenses as presented in the motion by Member Halvorson.
Discussion was held.

The motion carried unanimously.

7 APPROVAL OF BILLS

24-00111 FEBRUARY 2024 MEDICARE B REIMBURSEMENT - TOTAL $9,004.40

A motion was made by Member Halvorson, seconded by Member Makinster to approve the bills as
presented, reasonable, and medically necessary. The motion carried unanimously.

24-00112 FEBRUARY 2024 MEDICAL BILLS (REGULAR) - TOTAL $15,875.40

A motion was made by Member Morkert, seconded by Member Wallis to approve the bills as presented,
reasonable, and medically necessary. The motion carried unanimously.

8 NEW BUSINESS
Temporary Chair Don Barnd reminded the Board that in March we need to elect a new Chair and Vice Chair.

9 ADJOURNMENT
With no further business to discuss, Chair Barnd adjourned the meeting at 8:53 a.m.

Next Meeting
The next regular meeting of the LEOFF-1 Board is scheduled for March 27, 2024 at 8:30 a.m.

Don Barnd, Chair Kelly Jensen, Board Secretary

City of Longview Page 2
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City of Longview
TEwCiLyu[%
hngwew
et Agenda Summary

R-22 Request for pre-approval of Long-Term Care (LTC) facility cost and reimbursement of LTC in-
home care received since September, 2023.

Attachments:
1. R-22 LTC Documentation from DR
2. R-22 Reimbursement Request for approval
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The City of

V1€W

/"\__/Washmgton Memorandum

TO: LEOFF-1 DISABILITY BOARD
FROM: DANA BECK, INTERIM LEOFF-1 ADMINISTRATOR

SUBJECT: R-22 REQUEST FOR APPROVAL OF LONG-TERM CARE(LTC)
FACILITY COST AND REIMBURSEMENT OF LTC IN-HOME CARE RECEIVED
SINCE SEPTEMBER 2023.

R-22’s family is requesting reimbursement for in-home LTC services from 8/2023-
12/2023 and LTC Senior Living facility expenses from 3/16/2024-04/2024 and future
living expense. UNUM LTC denied R-22’s claim. The family is in the process of getting
R-22 re-evaluated and re-submitting to UNUM.

Action needed on this claim:

1. Make determination as to whether R-22 qualifies for reimbursement of LTC in-
home care, from September of 2023 to December 2023. Total cost $3993.00.

2. Make determination as to whether R-22 qualifies for reimbursement of LTC
facility costs. R-22 moved into Sunrise of Scottsdale Senior Living facility
03/16/2024. Total cost $17358.00.

Documents included for review:

Reasonable & Medically Necessary Services Form

City’s Medical Report & LTC form

Medical Release Form (HIPPA release form)

City’s Physician’s Statement

City’s Application Request for Skilled Nursing Home Care
Invoices from 08/2023-12/2023 for in-home LTC services

Invoice from Sunrise of Scottsdale Senior Living facility for 03/15-
04/30/2024.

8. Several email communications.

SO B et D S

Page 7 of 70



Dana Beck

From: SIS N “.:"’;‘ BRI %@Q\
Sent: Monday, March 18 2024 10 33°A

To: Dana Beck; Tiffany Ostreim

Cc: N

Subject: Re: UNUM denied insurance claim

Thank you for the heads up on Fridays. | am available to chat after you finish payroll.

We did some research this weekend and it looks like UNUM declines 95% of claims. My brother is trying to get a
new cognitive exam done through his neurologist again in the next week or two so we have additional evidence, but
not sure if they will take it. The facility we moved him into said most places have to get a lawyer. We don’t know if
we would be the ones or if it would be the city or a combination as the policy was paid for by the city or if because
the claim was filed for him specifically, he would need to get one.

| will keep doing some research on our end as well. Let me know'what you need from us.

Thank you,

From: Dana Beck <Dana.Beck@ci.longview.wa.us>
Date: Monday, March 18, 2024 at 8:38 AM

Subject: RE: UNUM denle insurance claim

Good morning,
Sorry to hear UNUM denied your dad’s claim. I'm currently processing The City’s payroll so don’t have any answers for

you. | will get back to you ASAP.

Just wanted to let you know why | don’t respond to your emails on Fridays. My workday/hours are Monday-Thursday
7:00am to 6:00om. City Hall is closed on Fridays.

Dana Beck

Payroll Specialist

City of Longview

Finance Department
Dana.Beck@ci.longview.wa.us
Phone: 360-442-5023

Sent: Friday, March 15 2024 103_1 AM
To: Dana Beck <Dana Beck@cn longvnew wa.us>; Tiffany Ostreim <Tiffany.Ostreim@ci.longview.wa.us>
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Subject: UNUM denied insurance claim
Importance: High

Good morning!

The UNUM people denied my dad’s claim. They said he passed his cognitive test (I was there and he did not). We
are working to collect additional information (I even sent them what | sent you guys with the Physician’s statement
and other information). They said they wouldn’t close the claim yet which is good, but | know they are ptaying
games and not sure what to do.

We are moving my dad into Memory Care tomorrow. Can | forward you all of the receipts and everything else now
too? Is there anything you can do on your end to help the process. Every doctor has said he needs 24/7 care, the
facility he is moving into tomorrow did the same assessment the week before and said he needed 24/7 care. Let us

know if you can help, and | will keep trying.

I have all of the costs and needed cares for the memory care and have all of the caretaker’s receipts (I have only
sent you the ones through Dec 1, but can send Dec 1 through now as well as for the first two months of memory

care.

I am stuck at a small airport until 3:00pm Pacific and can chat on the phone too if that is easier.

Thankyou,

NOTICE OF PUBLIC DISCLOSURE: This e-mait and related attachments and any response may be
subject to public disclosure under Washington state law RCW 42.56
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Dana Beck

From: Scottsdale Gold Dust.ED (Thompson, Erik)
<ScottsdaleGoldDust.ED@sunriseseniorliving.com>
Sent: Wednesday, March 20, 2024 12:15 PM
To: . {5 R
: ' .‘@ “E‘ 4, '7 .’ “ A‘/p‘ "
Cc: /w"f & f‘w .—“ o I r;;J §'Scottsdale Gold DustADOS (Huynh, Huy)
Subject: RE: LTC information

Hello g8 & Dana,

Thank you for reaching out. We are happy to provide clarification on what is included inwﬁ&( Reminiscence Plus care.
According to our assessment, Dave needs assistance with the following:

Assistance to the Bathroom

Continence
Assistance with Medication Administration Safety Points (needing to be on a secured unit due to the risk of elopement)

Grooming Dressing Bathing
You are correct, the incontinence service includes wipes, chucks, gloves, and briefs.

Prepayment only happens when a family is first taking financial possession of a resident's suite. Thereafter, the billing is
monthly and the bill is due on the first of the month, similar to an apartment.

If you have any other questions, please reach out.
Thanks so much!

Erik Thompson
Executive Director

Sunrise of Scottsdale

7370 E Gold Dust Ave, Scottsdale, AZ 85258
Direct: (480) 609-5115
SunriseScottsdale.com

LinkedIn
| Facebook
| Twitter

Recommend Sunrise at ReferSunrise.com
We value your feedback! Share it here

Sent Wednesday, March 20, 2024 10 22 AM
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To Dana Beck <Dana Beck@cn Iongwew wa.us>

b R e RO ey, Tiffany Ostreim <Tiffany.Ostreim@ci.longview.wa.us>; Scottsdale Gold
Dust ADOS (Huynh uy) <Huy Huynh@sunnsesemorhvmg com>; Scottsdale Gold Dust.ED (Thompson, Erik)
<ScottsdaleGoldDust.ED@sunriseseniorliving.com>
Subject: Re: LTC information

Hi Dana,

Thank you for your response and all of your help. [ am copying Huy and Erik from the Sunrise facility where we moved
our dad last weekend. One of them should be able to explain the levels of service being provided and answer your

specific questions below.

Huy and Erik, this is Dana Beck from the City of Longview who is helping us with the expenses ofwmcare while
we are appealing the insurance company's claim denial.

Please let us know if you have any other questions and thank you everyone for all of your help!

I am copying

On 3/19/24, 5:13 PM, "Dana Beck" <Dana.Beck@ci.longview.wa.us <mailto:Dana.Beck@ci.longview.wa.us>> wrote:

Good afternoon,

| finally am reviewing your emails. Looking at the Sunrise Senior Living invoice, | have a few questions so | can be
prepared for the Board.

What is the Reminiscence Plus? | tried looking on their website but did not see any explanation.

Is the Incontinence Service another term for ancillary items? The Board does not cover non-medical costs, this includes
but not limited to hair care, personal toiletries, sundries, or recreational activities. The board has had discussion on the

expense of adult diapers and such items are not reimbursable.

Does Sunrise require pre-payment for their facility? This invoice is for half of March and all of April.
t do not have an answer for your question regarding legal counsel for UNUM's denial of the claim.
The Board meets on March 27th, so hope to have some answers for you.

Thanks,
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Dana Beck

Payroll Specialist

City of Longview

Finance Department

Dana.Beck@ci.longview.wa.us <mailto:Dana.Beck@ci.longview.wa.us>
Phone: 360-442-5023

Sent: Monday, March 18 2024 201 PIVI
To: Dana Beck <Dana Beck@u longwew wa.us <mailtg:Dana.Beck@ci.longview.wa.us>>
.A

a A /\_0, " AL 0.4k l,‘/.d/i,v! Ve 7 AW WSO 7 A
SR TR WG i e RSt ligipadfs; Tiffany Ostreim

<T|ffany Ostrelm@cn Iongvnew wa.us <ma|Ito Tlffany Ostreim@ci. Iongvuew wa.us>>
Subject: FW: LTC information

Mimecast Attachment Protection has deemed this file to be safe, but always exercise caution when opening files.

Hi Dana,

Attached is our first bill (along with what the facility sent UNUM for March (pro-rated) and April 2024 for the Memory
Care unit. | paid it out of pocket today. | will send the other in home care receipts later this week. Let me know when you

learn more and | will do the same.

On 3/18/24, 1:16 PM, "Scottsdale Gold Dust.BOC (Perea, Teresa)" <ScottsdaleGoldDust.BOC@sunriseseniorliving.com
<mailto:ScottsdaleGoldDust.BOC@sunriseseniorliving.com> <mailto:ScottsdaleGoldDust.BOC@sunriseseniorliving.com

<mailto:ScottsdaleGoldDust.BOC@sunriseseniorliving.com>>> wrote:

Here is what | sent the LTC company. Let me know if you have any questions.

Regards,
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Teresa Perea | Business Office Coordintor

Sunrise of Scottsdale
sunrisescottsdale.com

7370 E Gold Dust Ave Scottsdale, AZ 85258
480-609-5115

Sunrise-care.co.uk

Fax 480-609-5744

Sunrise Senior Living offers the finest senior living and care options to seniors and their families. This communication
contains information from Sunrise Senior Living that may be confidential. Except for personal use by the intended
recipient, or as expressly authorized by the sender any person who receives this information is prohibited from
disclosing, copying, distributing and or using it. If you have received this communication in error, please immediately
delete it and all copies and promptly notify the sender.

NOTICE OF PUBLIC DISCLOSURE: This e-mail and related attachments and any response may be subject to public
disclosure under Washington state law RCW 42.56
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Dana Beck

W IR ERT AN 5

From: R R R RSO
Sent: Wednesday March 20, 2024 3 19 PM
To: Dana Beck

Subject: Re: denial from UNUM

The guy just told me over the phone. | argued so he said he wouldn’t completely close the claim yet. | can see if he
can send me something in writing. | am filling up his inbox with evidence but the only thing he said that matters is
the cognitive test they do which was a joke and probably why they deny 95% of their claims.

We have another real one schedule with his neurologist on May 7 and hoping to get in if someone cancels. We
have submitted the two previous ones his neurologist did in 2021 and 2022 and the doctor’s notes and missing
posters, police reports, incidence reports from the facility he is in now, reports and notes from his primary care
doctor, hospital visits, etc. all which say he needs to be in memory care or assisted living but they said he is
perfectly fine and passed their cognitive test with flying colors..

I will see if | can get something in writing from them. Let me know if you need any other evidence as | have a ton
now.... Not sure if you guys can do anything with the insurance company as well as you have been paying for it, and
if they are going to deny everyone, it might not be worth it. | found out there is a government org that focuses on
insurance companies and | am going to file a complaint. We are also looking into getting an attorney but we
haven’t been the ones paying the premium so my cousins are trying to figure it out for us as they are lawyers but
notin the insurance field.

Please let me know if you need anything else from me. This has been a nightmare on top of supporting and moving
our dad. Everyone said to move him that everything would be covered and now it could be that nothing will be
covered.

Thank you,
From: Dana Beck <Dana.Beck@ci.longview.wa.us>
Date Wednesday, March 20, 2024 at 1:53 PM

Subject demal from UNUM

Do you have a copy of the denial letter from UNUM that you can send to me? | believe, the Board will want to see this
along with all other supporting documentation | have when making their decision.

Thanks,

Dana Beck

Payroll Specialist

City of Longview

Finance Department
Dana.Beck@ci.longview.wa.us
Phone: 360-442-5023
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City of Longview
LEOFF-1
Reasonable and Medically Necessary Services

Completion of this form by the physician (or dentist) recommending treatment is required for the LEOFF-1
Disability Board to consider reimbursement requests for services not covered by insurance (dental,
massage, acupuncture, etc). The retiree is responsible for submitting the form to the LEOFF-1 Disability
Board with a completed claim form, invoice or estimate, explanation of benefils from insurance (denial of
claim), & proof of payment. Procedures that are purely cosmetic and not medically necessary are
not eligible for reimbursement. The City of Longview cannot pay providers directly — the retiree is
responsibie for making payment. Only procedures/services that are determined to be reasonable
and medically necessary by the LEOFF-1 Board will be considered for reimbursement.

PATIENT/RETIREE NAME: 52\8\;

1. Name of physician/dentist and business/clinic address: J

1805 el 8 dhe 2450 Dheearx A2 35037

- :
2. Condition requiring treatment: 4:3@&, J @PM 5)944 ni;éj\ﬂ

3. Summary of recommended services: M%&‘—n/\ CANA_ o~ ‘,?;f‘/ i
T hawt Caruy

4. Are the recommended services purely cosmetic (yes/no): AN } )

5. Are the recommended services reasonable and medically necessary (yes/no).__ (N ez

6. Explain why you determined that the recommended services are reasonable and medically

necessary:

T Y a *ML‘E&Q% P | e
Q g 1 !\! 0 !e ?ﬁ }: ‘9 “

7. Please provide the dates on which Sﬁi’c,es were provided (if already provided):
7/ 21 / 202 —

8. If the treatment has not yet been provided, are there alternative treatment

options?
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9. What are the approximate costs of alternative treatment, if applicable?

v lhoyne assistanes fov Z daus a weeke | Y dwws a aimz“}/

LA appiox ¥ISOt owwi oy S SDO/vvmnm We a2

(e %%%WWMVWM caire freldHol oW

10. Explain why these altematwe treatment options were not chosen:

| swear under penalty of perjury that the above statements are true.

%W.MQ [-lo- %'2’9(

PhysicianXDentist Signature Date

Patient/retiree authorization for the release of this form to the City of Longview LEOFF-1
Disability Board (LEOFF Administrator Dana Beck and Board Secretary Tiffany Ostreim):

2-0=-2.4

Patient/Retiree Signature ] Date
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City of Longview
LEOFF-1
Medical Report and Request for Long-Term
In-Home Nursing Assistance,
Confinement in a Nursing Home or Similar Facility,
or in a Hospital Extended Care Facility

Name of Member: Q - 9}9—_ 7

i Name and address of attending physician:
Rebesan Jones

2305 £ Bell Rf ste 2400
Phoenlx, Az 35822

2. The following are the dates on which the member was examined relative to his/her
present condition, including the most recent examination:
t/af
)2t [ 2021 (2[ 24/ 2m2] 242022 S//O/zﬂz /2022

Aq123[ze2 (23 [oozz  19[12]2502 (%14 [2023
-’I/zq/g”,‘ ’l/z[;r»z,_ Il/-z/uw 479’57‘1“

3. The following is a summary of the relevant medical, mental, functional, neurological
history of this member as known to me:
’ﬂ\.—L e lfp‘l‘%j—_ MS FVUY\}Q’D ’Memﬂé ‘DM%:AT’\

4. The following are my findings as to the medical condition of this member, including
diagnosis and prognosis.

; Yeenmrad newnsdeaenanative Wisemae
‘F’H:D)(L)S a M@W Mﬁ%“ Lo alie e

Yes No
5. Home health care is necessary due to the foregoing diagnosis: [\) 6 y M-(' ‘\-C-; N A ‘Q\C: (;Jrl‘)
6. Nursing home confinement is necessary due to the foregoing diagnosis: %tS
7 Hospital extended facility confinement is necessary due to the foregoing N D
diagnosis:
8. Is the member able to perform the following Activities of Daily Living (ADLs)?
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Yes

Bathing

Dressing

Feeding

Toileting

Transferring vy
Continence

Cognitive Impairment

Other*

’&K)‘Xrg

*Describe “other” (i.e., self medicate, etc.)
M/ i e e =t ”’(3/ 6

9. The following are my opinions on the specific medical and other assistance this
member needs:

MMWM+

10. The following is my opinion regarding the estimated length of time this member will
require the care identified in 5, 6, or 7, above:

T e wasaasdin o [Pe

it I have also met, spoken with or consulted the following persons regarding this
member:

Dated this [b'f"\ day of J M ZdQ_.‘»-’—

Phone Number (,p 2-422-2)) v

Physician’s Signature 9<

Physician’s Name (Please type or print clearly) Q *&63 s _J bne s
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Medical Information Release Form
(HIPAA Release Form)

Name: \O\ /9\9‘ Date of Birth: (@ 1 261

lease of Information

‘;{a | authorize the release of information including the diagnosis, records;
examination rendered to me and claims information. This information may be released

to:
[ 1Spouse
XChiId(ren)
s other_CrV 0f l/OV\@Vi oW

[] Information is not to be released to anyone.

This Release of Information will remain in effect until terminated by me in writing.

Messages

Pleasecall []myhome []mywork []my cell Number:

If unable to reach me:
[ ] you may leave a detailed message
[ ] please leave a message asking me to return your call

[]

The best time to reach me is (day) between (time)

Signed: /(QVZ/Z\T\% pate: L /10 24
Witness: ‘MOJ [ﬂt KL \ &[@\N\@\ Date: 2/ [ O/ 2"{'
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= CITY OF LONGVIEW FINANCE
" A
The iy ol e 1525 Broadway — 1¢ Floor/P.O. Box 128
O ng\)lew Longview, WA 98632-7202350 .
i 360.442.5023 phone 360.442. ax
mwasmngmn E-Mail - dana.beck@cl.longvlew.wa.us

Physician’s Statement

LEOFF jiMlemher Name: | . SSN: . Birth Date: o
Q’Qﬁ;\ L 780 L[240

gview LEOFF-1 Disability Board for approval of

The LEOFF | member, as listed above, has applied to the City of Lon (
CIAN section of the form as listed below.

medical services. Please complete and sign the PHYSI

Diagnosis: Prognosis:

Lty -

Assistance Needed: Full Assistance Some Assistance No Assistance
Taking Medications i ] (5
Eating o ® ]
Toileting o ®= O
Bathing or Showering Ty a O
Dressing G| [1 ]
Transferring O 0 »B
Continence o B O
Shaving, Hair Care ¥ 0 0
Preparing Meals K B O
Transportation al O O
Housekeeping R o =]
Personal Laundry B a ]

Walking Ability: Bl_independent [0 Walker [0 Cane [0 Wheelchair [0 Not Mobile

Memory Loss: [J Frequentloss [J Occasi
o | casional loss [0 Nome
Nl_Dementia Diagnosis [ Alzheimer's Diagnosis aglass

Based on the needs of this patient, | would recommend the following type of service (please check one):

O Home Health Care [0 Skilled Nursing Home Care Services [1 Other NM
-3

==

AN
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Based on the needs of this patient, | would recommend the following level of care (please check one).

ed under the orders of a doctor, supervised by a licensed registered nurse or practical

¥l Skilled Care: nursing care perform
d the clock on a daily basis. A person with professional training or skills must perform

nurse avaliable aroun
most daily procedures.
der the orders of a doctor and under supervision of a licensed regislered

[0 Intermediate Care: nursing care performed un
nurse or practical nurse. The patientis provided with skilled care on a periodic basis. These periodic procedures
cannot be done without professional training or skilt,

0 Custodial Care: primarily meets the personal needs of the patient and can be provided by a person withoul professional
training or skifl.

Frequency of Need: 24 @#) hours aday, 1 (#) days a week

Duration (how long do you anticipate need): [ Lessthan2weeks [1 3-4
; -4 weeks
00 1-3months [ 4-6months O over6 months [ not sure ﬂotherM

ADDITIONAL INFORMATION

Please provide any additiona ini i : -
gt ¥ ¥ itional opinions on the specific medical and other assistance this patient

Physician’s Signature: %W MWD
Date: [-[© '7'4'

Typed or Printed Name@?Jb——L&M J onés Phone: (2 442 -21| 4

Physical Address, including zip code: Maiting Address, including zip code:

2805 & Bel|l RA sle 2

Mhserix, k2 35032 7

Please SEND this form to: City of Longview Finance/LEOFF-1 Disability Board, Attn: Dana Beck
P.O. Box 128, Longview, WA 98632-7080 OR Fax: (360) 442-5850
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CITY OF LONGVIEW FINANCE

I gL Vlew 1525 Broadway — 1%t Floor/P.O. Box 128
Longview, WA 98632-7080

’\/Washmgton 360.442.5023 phone 360.442.5950 fax
E-Mail - dana.beck@ci.longview.wa.us

, Appllcatlon Request
(To Be Completed by Member, Family Member or Legal Rep - please check one)

[0 Home Health Care ﬂ Skilled Nursing Home Care Services [0 Other

Name: ™~ fL‘S\Q\ Mew‘w SSN: " Telephone Number:
,..(’7 bDaigqutey™
| 5 * DamgpierPoA I

Complete address including zip cods” LEOFF-1 : Status:

Disability Board:

: [ Active
B Police
. e DYRetired
Scoffsdale, Az 85257 O Fire
Medical Insurance: Veteran?
[ Medicare [ Kaiser Permanente [XHumana
[ Other [0 Yes - Branch of Svc
H No

QUICK PERSONAL ASSESSMENT TOOL
(TO BE COMPLETED BY MEMBER, FAMILY MEMBER OR LEGAL REPRESENTATIVE)

Assistance Needed: Full Assistance Some Assistance No Assistance

Taking Medications .4

Eating

Toileting

Bathing or Showering

Dressing

Transferring

Continence

Shaving, Hair Care

Preparing Meals

Transportation

Housekeeping

o/ %o/ ol ol % o/ g o % &
ojojoo X o wol o oo o

RO X oo oo ® oo o

Personal Laundry

Current Living Situation: [0 Home (alone) jd Home (with services) [ Lives with family
0 Hospital [ Other

Walking Ability: 5 Independent [0 Walker [ Cane [ Wheelchair [ Not Mobile

Mem’ery'Loss: O Frequentloss 0O Occasionalloss O No memory Ioss
i Dementia Diagnosis [ Alzheimer's Diagnosis
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ADDITIONAL INFORMATION

What recent conditions or events have occurred causing you to consider a change in your
circumstance? Please be specific.

My father Was been didguosed with demiertian and 15
Scadi decining. e pneedsto ke paoved e a
Memov (e faalityy fll-Hme accovdkine v (s Avectiv
mad seveval ofther peopl vio kinsw| suppsv (V.
We Vave o car® taker e L —h\myawe@k_lauﬂ‘
e needs -l alferhion and assistance . Wedre lopung
10 Bnd ovd wiove W in e newt fow evitas.

I hereby certify, under the penalty of perjury in the State of Washington, that this application contains
no willful misrepresentation and that the information is true and complete to the best of my

knowledge and belief
Signature: _ NEECpe o Date: 2‘.,7,’2(—!-

B Relationship to Member: W%W

Print Name: , .
Polc
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Tsissview

2 Washington

CITY OF LONGVIEW FINANCE
128
1625 Broadway — 1 Floor/P.O. Box
Longview, WA 98632-7080
360.442.5023 phone 360.442.5950 fax
E-Mail - dana.beck@cl.longview.wa.us

Physician’s Statement

LEOFWember Name:

SSN: Birth Date:

At || Gf2e] .

i

The LEOFF | member, as listed a

i -1 Disability Board for approval of
bove, has applied to the Cily of Longview LEO{-'F ’
medical services. Please comp?gs and sign the PHYSICIAN saction of the form as listed below.

Diagnosis:

Prognosis:

Assistance Needed:

Full Assistance Some Assistance No Assistance

Personal Laundry

Taking Medications o O =]

Eating ] W ]

Toileting [w] o @]

Bathing or Showering "4 a O

Dressing ] 7 ]
Transferring O (] [
Continence O <) o
Shaving, Hair Care .} a ]
Preparing Meals Al 0 m]
Transportation "l O 0
Housekeeping 7] o (]
Q. a a

Walking Ability: j Independent 0O Walker [ Cane 0O Wheelchair [J Not Mobile

RJ\ Dementia Diagnosis

Memory Loss: [0 Frequentloss [J Occasionalloss [0 No memory loss
O Aizheimer's Diagnosis

Based on the needs of this patient, | would recommend the following type of service (please check one):

K Home Health Care [0 Skilled Nursing Home Care Services [ Other M
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Based on the needs of this patient, [ would recommend the following level of care (please check one).

ed by a licensed registered nurse or practical

8 Skilled Care: nursing care performed under the arders of a doclor, supervis
nurse avallable around the clock on a daily basis. A person with professional training or skills must perform

most daily procedures.
der the orders of a doctor and under supervision of a licensed registered

[0 Intermediate Care: nursing care performed un
nurse or practical nurse. The patient s provided with skilled care on & periodic basis. These periodic procedures
cannot be done without professional training or skill. d

[0 Custodial Care: primarily meets the personal needs of the patient and can be provided by a person without professional
training or skill.

Frequency of Need: fo, (#) hours a day, ~ Z (#) days a week

Duration (how long do you anticipate need): [J Lessthan2weeks 0O 3-4
: - 4 weeks
O 1-3months [ 4-6months [ over6 months [ notsure O other M’ B

ADDITIONAL INFORMATION

Please provide any additional opini i ; :
e P b4 1 opinions on the specific medical and other assistance this patient

N\
Physician’s Signature: % X,Q/M/(A_L MD D [ « 18 2-4
— ate: : -

Typed or Printed Name?%/?o J NES, Ph Leoa_%liiz_ 2{( )/
} one: e

Physical Address, including zip code: Mailing Address, including zip code:

3305 2/’%\’/\\ M 4“4, 2:459
%M\IX\ Az BS03Z.

AN A

Please SEND this form to: City of Longview Finance/LEOFF-1 Disability Board, Attn: Dana Beck
P.0O. Box 128, Longview, WA 98632-7080 OR Fax: (360) 442-5950
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Bfigview

2SS = Washington

CITY OF LONGVIEW FINANCE
1525 Broadway — 1% Floor/P.O. Box 128
Longview, WA 98632-7080
360.442.5023 phone 360.442.5950 fax
E-Mail - dana,beck@ci.!onqview.wa.us

Application Request

(To Be Completed by Member, Family Member or Legal Rep please check one)

V%Mr‘s Addlvress -

Complete address including zip code:

X Home Heaith Care [0 Skilled Nursing Home Care Services El Other
Name: o Wwer | ssN | Telephone Number:
. Po A . "7{(0 Damglator — —_
- -9»3\ Mewt locr” | ke
LEOFF-1 Status:

Disability Board:

[ Active
‘ 5% iy e {3 Police .
Soalkda(g AZ 5257 - PRRetired
Veteran?

Medical Insurance:

1 Other

[ Medicare [ Kaiser Permanente X Humana

P No

[ Yes - Branch of Svc

Sy

QUICK PERSONAL ASSESSMENT TOOL

(TO BE COMPLETED BY MEMBER, FAMILY MEMBER OR LEGAL REPRESENTATIVE)

Assistance Needed:

Full Assistance

Some Assistance

No Assistance

Taking Medications

Eating

Toileting

Bathing or Showering

Dressing

Transferring

Continence

Shaving, Hair Care

Preparing Meals

Transportation

Housekeeping

Personal Laundry

X oXXY o ooo® oo o

0RO 0O o X oXoX&x

ooooXxoXoooo o

Current Living Situation:
0 Hospital [0 Other

[0 Home (alone)

X[ Home (with services)

O Lives with family

Walking Ability: X Independent

O Walker

O Cane [ Wheelchair

[0 Not Mobile

Memory Loss:
W Dementia Diagnosis

0 Frequent loss

0 Occasional loss

O Alzheimer’'s Diagnosis

@ No memory loss
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ADDITIONAL INFORMATION

What recent conditions or events have occurred causing you to consider a change in your
circumstance? Please be specific.

My father was diagnosed witth dementia. He is SRIL playsically
Al to et avond lput (s c{cotmw] €+matfkj fn lfs wemavy.
And de basic 1asks. & nwse comnmes 1o his apartirent frice
A olauj to 6N~e Wi Wis widdicatkions, We ave lven PCNYMC)
for a caretnker fo (owle help Uim witin some o€ Fhese
Achvities, plus v drve Im 4o vt evvands, get Waw ML, |
Welp wit appritvients  ed=. and wald Uke b updaste Anis
et D seym 0(01,{44 A weelk waht we can And a me
o0V ynit. ‘HO s pAhaliy ol b e on WS ovvin. bwtr
MS sttt poubiae aund Swppot 4o tnle carc of
V\(w}w(é, e ms ol Lot wt we e ad fo o 3
POl Seasmcs “ v \’)Asf@/v\ﬂedﬂf& HT 1S nolonger adda
P dnve - We will e MORY (um fo Memon] (ane
SO [t werd  assistames wiat | Aner

| hereby certify, under the penalty of perjury in the State of Washington, that this application contains
no willful misrepresentation and that the information is true and complete to the best of my
knowledge and belief.

Signature: _ ¢ Date: 1{7/ 23
| - . — " Dauquder
Print Name: , , Relationship to Member: 1

C PA
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R-22

Dana Beck

From: ; b , _ n>
Sent: Tuesday, February 20, 2024 8:55 AM
To: Dana Beck; Tiffany Ostreim

Cc:

Subject: Re: )

| just got off the phone with UNUM. The lady was super helpful and | have started the claim process with them.

She said they had a 90 day elimination period, but because we started care last year, she said once the claim is filed, that
he should start getting the benefits. | used the September 2023 date as a start date as you had said we could go back 6
months for reimbursement (even though care started earlier).

Another person from the claims department will call sometime in the next week (I am unfortunately traveling for work
and will not be able to talk to them next Monday - Wed (2/26-2/28) but she has that noted. Hopefully they will call
before then to start processing everything. | will let you guys know after everything is set as well.

She said that the state of WA policy provides a daily benefit amount of $338.64 for care ($10,159.20) a month to cover
the costs of the facility and his care.

I am not sure when that will start, but | will keep you posted once | talk to the claims agent and get everything going. Let
me know if you have any other questions and thank you again for all of your help!

On 2/20/24, 8:53 AM, "Dana Beck" <Dana.Beck@ci.longview.wa.us <mailto:Dana.Beck@ci.longview.wa.us>> wrote:

Yes. This invoice will work. Were you able to contact UNUM? I'm not sure if they cover this kind of LTC. If they do, can
you submit previous claims? These are questions the board will ask and the answers depend on the reimbursement.

Dana Beck

Payroll Specialist

City of Longview

Finance Department

Dana.Beck@ci.longview.wa.us <mailto:Dana.Beck@ci.longview.wa.us>
Phone: 360-442-5023

From: o

Sent: Tuesday, February 20, 2024 7:09 AM

To: Dana Beck <Dana.Beck@ci.longview.wa.us <mailto:Dana.Beck@ci.longview.wa.us>>; Tiffany Ostreim
<Tiffany.Ostreim@ci.longview.wa.us <mailto:Tiffany.Ostreim@ci.longview.wa.us>>

Cc -

Subject: FW:
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CITY OF LONGVIEW

LEOFF-1 MEDICAL EXPENSE REIMBURSEMENT CLAIM FORM

expenses incurred by n'we and that no payment has been received by me on account thereof;

Longview and that the following attached prescription(s), doctor bill{s) and or hospital bill(s)
disability was not caused by dissipation or abuse.

, do hereby certify under penalty of perjury that this is a true and correct claim for necessary
that | am retired LEOFF-1 member of the City of
were medically necessary; and that this sickness or

Date(s) of Name of Pharmacy, Doctor, Clinic, Medical Vendor, Service Total Amount Member's
Service(s)/Expense(s) Provider, etc. Submitted to Responsibility
Insurance
B(le- 430l

Sunvise, 0f Seotlsdale Seinlsy- L}\/\WJ\

[ $17,772.00 [%17,712. 00

= L_Hq,‘co

|
|
| |
|
|

Total reimbursement

—y T
00
amount requested: fh'%j s

o | | 1] 25R.0
Attach (1) prescription receipts, (2) all bills and (3) all applicable Explanation(s) of Benefits (EOB’s) from your insurer(s). Note: All LEOFF-1 Plan Members are

Rev. Jan 2021
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Community Name Sunnse of Scottsdale
Resident NanmeZiasiRine)
'Room Number 306 anate
am ; Handbill Date 03/11/2024
%-%,;3 “, 7 \?, % i’ | D Effective Date 03/16/2024
SENICGR PZ.,}_VH\J(, ‘Occupancy Date 03/16/2024
Residency Type Permanent

D

Tdfal M09e~ln F‘ee Charged: $2,5600.00

, _ Move-In Fee Paid: $0.00
Unpaid Balance of Move-In Fee: $2,5600.00
" Deposit - Not Applicable $0.00

Res&dent

Care -and Servsces

Begin Billing |  Bill Theu #of Days" T Semdee. - ] - Amount
03/16/2024 |04/30/2024 46 ,169.00 g . Dally Room Rate L 21, 774.00
03/16/2024 104/30/2024 46 121.00 : Rem;mscen.ce Plus| 5,566.00
03/16/2024 |04/30/2024 46 33.00|Medication Services - REM Level 2 1,518.00
03/16/2024 |04/30/2024 - 46 9.00|Incontinence Service REM-Level 1 —444-004—

Misc, Charges and Credits

e $17 772.00,
—

17 358,00

Future bills will be sent to the billabie party address indicated on the Resident information Sheet. You will have the option
to enroll in online billing or you may send future payments to the address indicated on the bill, Future payments should
not be sent to the community.

b Ay - o, o P e S s G A e g TR, R
Fhapk you for chansing Susrise Senpor Eivipg!

SunviseSeniorliving.com
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RFP160OWABPRO04 371272024 12:00:35 PM PAGE 2/005 Fax Server

Unum ® & @ &
The Benefits Center unum

PO Box 100196

Columbla, SC 29202-31568
Phone: 1~866-275~183%2
WWW.LNLUM,COM

March 12, 2024

SUNRISE OF SCOTTSDALE
7370 £ GOLD DUST AVENUE
SCOTTSDALE, AZ 85258-

ClanmNu'mbr
Policy Number: s
Unum Life Insurance Company 0 Amenca

Attention Administration

One of the individuals insured by our company is interested in obtaining
services from your organization. To determine eligibility for benefits, we
need information about your licensing and range of services.

Please complete the attached questionnaire regarding your Assisted
Living Facility and return the form to us by March 15, 2024,

Please fax this information to me at 1-800-268-1377 or you may email
to LTCClaims@unum.com. If responding by email, please include only the
claim number listed above in the subject line.

UNDM IS A REGISTERED TRADEMARK ARD (IARKETING BRANG OF UNUN IRGUR AND LTS INSURING SURSIDIARIES.
124202
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RFP160OWABPRQO4 3/14/2024 3:26:24 PM PAGE 4/005 Fax Serverx

%" B V&N (8% & & % 18 E & Ya &BIEN

FACILITY CARE QUESTIONNAIRE

® & @
Unum@ The Beneflts Center PR SEaT 0

P.O. Box 100198, Columbia, SC 29202-9975

WWW.unum.com
Phone: 1-800-693-4988, Fax: 1-800-268-1377

| GENERAL INFORMATION

R AN TR
2,37 S R AN A 2 ’{&u A2 4 h ¥

2

. oAl
Claim number; XPECS
. O

| FACILITY INFORMATION S ywzase SeEold® Loty
IR0 B Gply Dust e ScavshatE, Az 8528 K

A. License Information

Is this facility licensed by the state? B/Yes O No

if yes, what state department office oversees your facility?

[0 Department of Human Services

O Department of Mental Health and Disabilities

0 Department of Insurance

© Other ,BV!@W&\‘ “Deportment p %W\ ~pruices

License number: 9{[ [VQ‘ZJ((\'{/"C, Expiration date:

Is a copy of license enclosed? L) Yes O No
Has care started? 0 Yes DKOe Start of care date: (2\, f(ﬂ !ZQZL(

B. Type of Facility

This facility is a (an):

Admission Date Discharge Date

0 lin/dependent living facility
BT~ Assisted living facility

OO Residential care facility

OO Skilled nursing facility
O~ Memory care unit 2\ L@\'Z/O’l—‘/‘/
[ Other (please specify).

If this facility has a memory care unit, please advise how it is licensed:
0 Memory care license E”/Assisted living facility license [ Skilled nursing facility license

CL-1218 (02/18) 1
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RFP160WABPROC4 3/12/2024 12:00:35 PM PAGE 57005 Fax Server

% S V&N L N(IR Bl &Y L AE EE& Yo NN

02875012028690302

C. Additional Facility Information (check all that apply)

Is Medicare certified
Provides skilled nursing care
Provides PT, OT or ST
O Provides intermediate nursing care
/12/ Provides patient care under the supervision of a registered nurse or licensed practical/vocational

0agao

nurse
j=d Primarily provides nursing care under the orders of a physician
O Regularly provides room & board and continuous 24 hours a day nursing care of sick and injured
persons
/[2/ Maintains a daily medical record of each patient who must be under the care of a physician
(this can include medication logs, care logs, ADL notes...)
&~ Develops and/or maintains a plan of care approved by a physician
. /D/ Is authorized to administer medications to patients on the arder of a physician
4"~ Provides custodial and personal care services (ADL assistance, bathing, dressing...)
I~ Provides 3 meals a day, including special dietary requirements
/[2/ Has formal arrangements for physician or nurse care in case of emergency (this can include a
nurse on staff or contacting the resident’s physician or calling 211)

,IZ/ Has an employee on duty at all times who is awake, trained and ready to provide care

Does the facility have a minimum of 3 beds? )Zf Yes [0 No

| INDIVIDUAL COMPLETING THIS FORM ]
The above statements are tfrue and compiete to the best of my knowledge and belief.

Signature of individual completing this form: %Z,U(k@,{h/}( A@@é’ QNJ/ ﬂ%)
Priﬁt name of individual completing this form: aun E. N ﬁ(wm@\,
Title of individual completing this form: T/ZU_\/(/OOVQQ' &)j\ 0 CD(,U/ MJ}M )
Date: Zd} !Sﬁ‘,’,lﬁ//

Unum is a registered trademark and marketing brand of Unum Group and its insuring subsidiaries.
CL-1218 (02/18) 2
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CITY OF LONGVIEW
LEOFF-1 MEDICAL EXPENSE REIMBURSEMENT CLAIM FORM

___, do hereby certify under penalty of perjury that this is a true and correct claim for necessary
expenses incurred by me and that no payment has been received by me on account thereof; that | am retired LEOFF-1 member of the City of
Longview and that the following attached prescription(s), doctor bill{s) and or hospital bill(s) were medically necessary; and that this sickness or
disability was not caused by dissipation or abuse.

i
Datels) of Name of Pharmacy, Doctor, Clinic, Medical Vendor, Service Total Amount Member’s
\ Service(s)/Expense(s) Provider, etc. Submitted to Responsibility
Insurance
B1282% - A3(23] Mwins Besk @z Senior Sevvices 628225 |tpg2as A0+
Adl2n- Yoz | Mwaus Besk- Qe Somisy” Sevvizes §271. 0 #2700 B a‘@*‘”;
)2z -3 | MWAMS Best Gz Senir Serizes 42974 3429.74 % 3%
Alites- Tz (22 | Awanis Besk ave Sondr Sevyites §ubile. U4 g (. U 4,%%
2523~ 9 [23 ,MWZMAS Best-Cave. Sonior Senvites $2¢2. 0 @ $282. b ﬂ»%w .
10]2]2%- a3 | IWBNS Best- CAve Seamior Senices $278. 42 127¢. 42 % -
10/ 23 - Wlgl23] AnauS _Best aave Seviior Qenices $723. OY $2%.08 b 3(0*'@
10lipfz3~ i%22f23] MWVOMS BeSt CAre Sonicr Senices $211. 7 182771 4 :zw‘m
l10l22]1%- 23 Aaufs Best-Cave Senins Senvies (42918 (9271 .86 4|3t
o223~ " Jshaa] Mweuss Best e Soior Senvees |25t [$20 Sl g AT
[ fof23- Yl Mvalls Best-anve Semior soiviceS  B205.2S (820525 s

Total reimbursement ’
amount requested: 5%12 (97 &510"0@

Attach (1) prescription receipts, (2) all bilis and (3) all applicable Explanation(s) of Benefits (EOB'’s) from your insurer{s). Note: All LEOFF-1 Plan Members ar
ultlmatel responsnble for hospital and medical accounts, and any late charges added as a result of overdue payments. W
i/

e g
D owmeE DAA

Rev. Jan 2021
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Always Best Care, Tempe
2111 E. Baseline Rd.

Suite B4

Tempe, AZ 85283
480-676-1446 || 888-342-2011

DESCRIPTION

n 8/28/23 12:31pm - 4:31pm Maritano, Brittney
FN 9/1/23 12:31pm - 4:32pm Udall, Louisa

Y 8/28/23 - Mileage: Frys

m 9/1/23 - Mileage: Golf and lunch

B3 Payment received on 09/04/2023

I\
A%

Always Best Care

,enior

Client

invoice No. 2128
Invoice Date 09/03/2023
Date Due 10/03/2023

From 08/28/2023 to 09/03/2023

QUANTITY RATE
4 hrs 33.00/hr

4 hrs 33.00/hr
5miles 0.66
23miles 0.66

Invoice Total:

AMOUNT
$132.00
$132.00
$3.28
$15.07
$282.35
(282.35)

Qutstanding Balance: $0.00

B A
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Inwice 2128 - page 2

Last payment(s) received Thank you for your payment!
DATE DESCRIPTION AMOUNT
02/19/2024 $1,062.44
02/12/2024 $790.40
02/05/2024 $305.27
01/29/2024 $280.00

Aging Summary

CURRENT 1 -30 DAYS 31-60 61-90 91+ TOTAL

$0.00 0.00 0.00 0.00 0.00 0.00

From:
Client: mn
Invoice: 2128 -°09/03/2023
Amount Due on This Invoice: $0.00
Amount Enclosed: .;$ k

Mail to:

Always Best Care, Tempe
2111 E. Baseline Rd.

Suite B4

Tempe, AZ 85283

Page 36 of 70



A%

(.Y
Always Best Care, Tempe ]
2111 E. Baseline Rd. Always Best Care
Suite B4 HOr § Ces
Tempe, AZ 85283
480-676-1446 || 888-342-2011 4

Client W
Invoice No. 2142

Invoice Date 09/10/2023
Date Due 10/10/2023

From 09/04/2023 to 09/10/2023

DESCRIPTION QUANTITY RATE ~ AMOUNT

FY 9/6/23 12:27pm - 4:31pm Udall, Louisa 4 frs 33.00/hr  $132.00
#Y 9/7/23 12:30pm - 4:33pm Gray, Katie 4 hrs 33.00/hr  $132.00
¥ 9/6/23 - Mileage: Grocery shopping. lunch, bank, library 11.6miles 0.66 $7.60

invoice Total: $271.60
ER rayment received on 09/11/2023 (271.60)
Outstanding Balance: $0.00
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Invoice 2142 - page 2

Last payment(s) received Thank you for your payment!
DATE DESCRIPTION AMOUNT
02/19/2024 $1,062.44
02/12/2024 $790.40
02/05/2024 $305.27
01/29/2024 $280.00

Aging Summary

CURRENT 1 - 30 DAYS 31-60 61-90 91+ TOTAL

$0.00 0.00 0.00 0.00 0.00 0.00

" Please tear off this portion and return with your payment to the address below

From:

Mail to:

Always Best Care, Tempe
2111 E. Baseline Rd.

Suite B4

Tempe, AZ 85283

Client:

Invaoice: 2142 - 09/10/2023
Amount Due on This Invoice: $0.00
Amount Enclosed: % ‘ ‘
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Always Best Care, Tempe
2111 E. Baseline Rd.

Suite B4

Tempe, AZ 85283
480-676-1446 || 888-342-2011

DESCRIPTION

B 9/12/23 12:21pm - 4:34pm Maritano, Brittney

EN 9/14/23 12:31pm - 4:30pm Gray, Katie

FY 9/15/23 12:30pm - 4:31pm Udall, Louisa

m 9/12/23 - Mileage: Cold stone Cracker Barrel and good city
m 9/12/23 - Mileage: Cold stone Cracker Barrel and good city
N 9/14/23 - Mileage: Golfing

m 9/15/23 - Mileage: Bass pro shop and lunch

KB rayment received on 09/18/2023

Client
Invoice No.
Invoice Date

Date Due

L8N
Always Best Care
S eniofs

2159

09/17/2023
10/17/2023

From 09/11/2023 to 09/17/2023

QUANfITY
4 hrs

4 hrs

4 hrs
15miles
15miles
16miles

5.5miles

RATE
33.00/hr
33.00/hr
33.00thr

0.66

0.66

0.66

0.66

Invoice Total:

SOTVICE

AMOUNT
$132.00
$132.00
$132.00
$9.83
$9.83
$10.48
$3.60
$429.74

(429.74)

Outstanding Balance: $0.00

Page 39 of 70



invoice 2159 - page 2

Last payment(s) received Thank you for your payment!
DATE DESCRIPTION AMOUNT
02/19/2024 ) $1,062.44
02/12/2024 $790.40
02/05/2024 $305.27
01/29/2024 $280.00

Aging Summary

CURRENT 1 - 30 DAYS 31-60 61-90 91+ TOTAL
$0.00 0.00 0.00 0.00 0.00 0.00

Please tear off this portion and return with your payment to the address below

From:
Client: NSRS —
Invoice: 2159 - 09/17/2023
Amount Due on This invoice: $0.00
Amount Enclosed: $

Mail to:

Always Best Care, Tempe
2111 E. Baseline Rd.

Suite B4

Tempe, AZ 85283
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Always Best Care, Tempe
2111 E. Baseline Rd.

Suite B4

Tempe, AZ 85283
480-676-1446 || 888-342-2011

", A\D

DESCRIPTION

Ky 92023 12;3bpm -4:31pm Udall, Louisa
ﬂ 9/21/23 12:32pm - 4:31pm Gray, Katie
F§ 9/22/23 12:31pm - 4:31pm Udall, Louisa
Y 9/20/23 - Mileage: Theatre and lunch
Y 9/21/23 - Mileage: Errands

Y 9/22/23 - Mileage: Art museum and food

E3 Payment received on 09/25/2023

,:"(.1
LD

Always Best Care

S | WHE {

Client /Wa

Invoice No. 202
Invoice Date 09/24/2023
Date Due 10/24/2023

From 09/18/2023 to 09/24/2023

QUANTITY RATE

AMOUNT

4 hrs 33.00/hr $132.00

4 hrs 33.00/hr $132.00

4 hrs 33.00/hr $132.00
4miles 0.66 $2.62
12miles 0.66 $7.86
15.2miles 0.66 $9.96

invoice Total: $416.44
(416.44)

Outstanding Balance: $0.00
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Invoice 2172 - page 2

Last payment(s) received Thank you for your payment!
DATE DESCRIPTION AMOUNT
02/19/2024 $1,062.44
02/12/2024 $790.40
02/05/2024 $305.27
01/29/2024 $280.00

Aging Summary

CURRENT 1 - 30 DAYS 31-60 61-90 91+  TOTAL

$0.00 0.00 0.00 0.060 0.00 Q.00

 Please tear off this portion and return with your payment to the address below

From:
Client: YYDt
Invoice: 2172 - 09/24/2023
Amount Due on This Invoice: $0.00
Amount Enclosed: s

Mail to:

Always Best Care, Tempe
2111 E. Baseline Rd.

Suite B4

Tempe, AZ 85283
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Always Best Care, Tempe
2111 E. Baseline Rd.

Suite B4

Tempe, AZ 85283
480-676-1446 || 888-342-2011

DESCRIPTION

B ’9/26/23 12:21pm - 4:43pm Maritano, Brittney

B 9/29/23 12:31pm - 4:30pm Udall, Louisa

m 9/26/23 - Mileage: Golf course bank Cracker Barrel foo cityd

m 9/29/23 - Mileage: Theater and lunch

KX rPayment received on 10/02/2023

7\
4%
Always Best Care

SeNIOT Services

Client W

invoice No. 2186
Invoice Date 10/01/2023
Date Due 10/31/2023

From 09/25/2023 to 10/01/2023

QUANTITY RATE  AMOUNT

4 hrs 33.d0/hr $132.00

4 hrs 33.00/hr  $132.00
25miles 0.66 $16.38
Smiles 0.66 $3.28

Invoice Total: $283.66
(283.66)
Outstanding Balance: $0.00
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Last payment(s) received

DATE DESCRIPTION

02/19/2024
02/12/2024
02/05/2024

01/29/2024

Aging Summary

Invoice 2186 - page 2

Thank you for your payment!

AMOUNT
$1,062.44
$790.40
$305.27

$280.00

61 -90 91+ TOTAL

0.00 0.00 0.00

" Please tear off this portion and return with your payment to the address below

CURRENT 1 - 30 DAYS
$0.00 0.00
From:
Mail to:

Always Best Care, Tempe

2111 E. Baseline Rd.

Suite B4

Tempe, AZ 85283

Client:
Invoice: 2186 - 10/01/2023
Amount Due on This Invoice: $0.00

Amount Enclosed: '

$
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Always Best Care, Tempe
2111 E. Baseline Rd.

Suite B4

Tempe, AZ 85283
480-676-1446 || 888-342-2011

DESCRIPTION

B 10/3/23 10:50am - 3:03pm Maritano, Brittney

PN 10/5/23 12:28pm - 4:32pm Cortez, Elena

m 10/3/23 - Mileage: Desert Cracker Barrel food city cold stone

m 10/5/23 - Mileage: went to cracker barrel and drove around for a bit

K3 Payment received on 10/09/2023

r /

N
3

7 L N

Always Best Care

Senior servicsa

Client PEGTI

Invoice No. 2201
invoice Date 10/08/2023
Date Due 11/07/2023

From 10/02/2023 to 10/08/2023

QUANTITY RATE AMOUNT

4 hrs 33.00/hr $132.00

4 hrs 33.00/hr $132.00
15miles 0.66 $9.83
Tmites 0.66 $4.59

Invoice Total: $278.42
(278.42)
Cutstanding Balance: $0.00
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Invoice 2201 - page 2

Last payment(s) received Thank you for your payment!
DATE DESCRIPTION AMOUNT
02/19/2024 $1,062.44
02/12/2024 $790.40
02/05/2024 $305.27
01/29/2024 $280.00

Aging Summary

CURRENT 1 - 30 DAYS 31-60 61-90 91+ TOTAL
$0.00 0.00 0.00 0.00 0.00 0.00

" Please tear off this portion and return with your payment to the address below

From:
Client: AR
Invoice: 2201 - 10/08/2023
Amount Due on This Ihvoice: $0.00
Amount Enclosed: i$ A

Mail to:

Always Best Care, Tempe
2111 E. Baseline Rd.

Suite B4

Tempe, AZ 85283
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Always Best Care, Tempe
2111 €. Baseline Rd.

Suite B4

Tempe, AZ 85283
480-676-1446 || 888-342-2011

DESCRIPTION
PV 10/10/23 2:20pm - 6:46pm Maritano, Brittney
F3 10/13/23 12:31pm - 4:30pm Udall, Louisa

¥ 10/10/23 - Mileage: Cracker Barrel food city desert financials Tempe
market

m 10/13/23 - Mileage: Movie, grocery shapping, bank

B Payment received on 10/16/2023

(D

Always Best Care

senior se

avilne)

Client W

invoice No.
Invoice Date

Date Due

2215
10/15/2023
11/14/2023

From 10/09/2023 to 10/15/2023

QUANTITY
4 hrs
4 hrs

21miles

12.7miles

RATE
33.00/hr
33.00/hr

0.66

0.66

Invoice Total:

Outstanding Balance:

AMOUNT
$132.00
$132.00

$13.76

$8.32

$286.08

(286.08)
$0.00
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Invoice 2216 - page 2

Last payment(s) received Thank you for your payment!
DATE DESCRIPTION AMOUNT
02/19/2024 $1,062.44
02/12/2024 $790.40
02/05/2024 $305.27
01/29/2024 $280.00

Aging Summary

CURRENT 1 -30 DAYS 31-60 61-90 91+ TOTAL

$0.00 0.00 0.00 0.00 0.00 0.00

" Please tear off this portion and return with your payment to the address below

From:

Mait to:

Always Best Care, Tempe
2111 E. Baseline Rd.

Suite B4

Tempe, AZ 85283

Client: m
Invoice: 2216 - 10/15/2023

Amount Due on This Invoice: $0.00

Amount Enclosed: % '

H
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Always Best Care, Tempe
2111 E. Baseline Rd.

Suite B4

Tempe, AZ 85283
480-676-1446 || 888-342-2011

DESCRIPTION

F¥ 10/17/23 9:33am - 1:35pm Maritano, Brittney

B 10/19/23 12:00pm - 4:02pm Gray, Katie

m 10/17/23 - Mileage: Desert food city cracker barrel

m 10/19/23 - Mileage: Errands and movie

B3 Payment received on 10/23/2023

AN

OO
Always Best Care
SENIGT Services
Client — AN,
Invoice No. 22318
Invoice Date 10/22/2023
Date Due 11/21/2023

From 10/16/2023 to 10/22/2023

QUANTITY RATE AMOUNT
4 hrs 33.00/hr $132.00

4 hrs 33.00/hr $132.00
13miles 0.66 $8.52
8miles 0.66 $5.24

Invoice Total: $277.76
(277.76)
Outstanding Balance: $0.00
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Invoice 2233 - page 2

Last payment(s) received Thank you for your payment!
DATE DESCRIPTION AMOUNT
02/19/2024 $1,062.44
02/12/2024 $790.40
02/05/2024 $305.27
01/29/2024 $280.00

Aging Summary

CURRENT 1 -30 DAYS 31-60 61-90 91+  TOTAL

$0.00 0.00 0.00 0.00 0.00 0.00

" Please tear off this portion and return with your payment to the address below

From:

- Client: m
Invoice: 2233 -10/22/2023
Amount Due on This Invoice: $0.00
Amount Enclosed: f$

Mail to:

Always Best Care, Tempe
2111 E. Baseline Rd.

Suite B4

Tempe, AZ 85283
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/4 >
Al Best C T ("\X}'i
ways Best Care, Tempe
2111 E. Baseline Rd. Always Best Care
Suite B4 anior service
Tempe, AZ 85283
480-676-1446 || 888-342-2011

T STV

Client W
Invoice No. 2248

Invoice Date 10/29/2023
Date Due 11/28/2023

From 10/23/2023 to 10/29/2023

DESCRIPTION QUANTITY RATE AMOUNT
FY 10/24/23 12:28pm - 4:33pm Cortez, Elena 4 hrs 33.00/hr $132.00
FY 10/27/23 12:31pm - 4:32pm Udall, Louisa 4 hrs 33.00/hr $132.00
¥ 10/24/23 - Mileage: when to the bank then good city and then 12miles 0.66  $7.86
cracker

barrel

Invoice Total: $271.86
EJ Payment received on 10/30/2023 (271.86)

Outstanding Balance: $0.00
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Invoice 2248 - page 2

Last payment(s) received Thank you for your payment!
DATE DESCRIPTION AMOUNT
02/19/2024 $1,062.44
02/12/2024 $790.40
02/05/2024 $305.27
01/29/2024 $280.00

Aging Summary

CURRENT 1 - 30 DAYS 31-60 61-90 91+ TOTAL

$0.00 0.00 0.00 0.00 0.00 0.00

From:

‘ Client: kB
Invoice: 2248 - 10/29/2023
Amount Due on This Invoice: $0.00
Amount Enclosed: l$ |

Mail to:

Always Best Care, Tempe
2111 E. Baseline Rd.

Suite B4

Tempe, AZ 85283
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Always Best Care, Tempe
2111 E. Baseline Rd.

Suite B4

Tempe, AZ 85283
480-676-1446 || 888-342-2011

DESCRIPTION

B 11/1/23 12:30pm - 4:33pm Udall, Louisa
F¥ 11/3/23 12:31pm - 4:31pm Udall, Louisa
m 11/1/23 - Mileage: Mesa arts museum

Y 11/3/23 - Mileage: Lunch and haircut

KR rayment received on 11/06/2023

\
e\
AVAY

g -

Always Best Care

Senior service
Invoice No. 2264
Invoice Date 11/05/2023
Date Due 12/05/2023

From 10/30/2023 to 11/05/2023

QUANTITY RATE AMOUNT
4 hrs 33.00/hr $132.00

4 hrs 33.00/br $132.00
3miles 0.66 $1..917
5.4miles 0.66 $3.54

Invoice Total: $269.51
(269.51)
Qutstanding Balance: $0.00
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Invaice 2264 - page 2

Last payment(s) received Thank you for your payment!
DATE DESCRIPTION AMQUNT
02/19/2024 $1,062.44
02/12/2024 $790.40
02/05/2024 $305.27
01/29/2024 $280.00

Aging Summary

CURRENT 1 - 30 DAYS 31-60 61-90 91+  TOTAL

$0.00 0.00 0.00 0.00 0.00 0.00

" Please tear off this portion and return with your payment to the address below

From:

Client: TSRO
Invoice: 2264 - 11/05/2023
Amount Due on This Invoice: $0.00
Amount Enclosed: $

Mail to:

Always Best Care, Tempe
2111 E. Baseline Rd.

Suite B4

Tempe, AZ 85283
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Always Best Care, Tempe
2111 E. Baseline Rd.

Suite B4

Tempe, AZ 85283
480-676-1446 || 888-342-2011

DESCRIPT!ON

B 11/8/23 12:31pm - 4:33pm Udall, Louisa
FY 11/9/23 12:30pm - 4:30pm Gray, Katie
B 11/9/23 1:13pm - 2:10pm Grigsby, Ryan

Y 11/8/23 - Mileage: Bank and Tempe marketplace

K3 rayment received on 11/13/2023

Client
Invoice No.
Invoice Date

Date Due

From 11/06/2023 to 11/12/2023

QUANTITY
4 hrs
4 hrs
1 hrs

12.6miles

Qutstanding Balance:

A\

Always Best Care

SeNior serv

Y.
LI

DG

2284

11/12/2023
12/12/2023

RATE
33.00/hr
33.00/hr
33.00/hr

0.66

invoice Total:

AMOUNT
$132.00
$132.00
$33.00
$8.25

$305.25

(305.25)
$0.00
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Invoice 2284 - page 2

Last payment(s) received Thank you for your payment!
DATE DESCRIPTION AMOUNT
02/19/2024 $1,062.44
02/12/2024 $790.40
02/05/2024 $305.27
01/29/2024 $280.00

Aging Summary

CURRENT

$0.00

1 - 30 DAYS 31 -60 61 -90 91+ TOTAL
0.00 0.00 0.00 0.00 0.00

From:

Mail to:

Please tear off this portion and return with your payment to the address below

Always Best Care, Tempe
2111 E. Baseline Rd.

Suite B4

Tempe, AZ 85283

Client: B
invoice: 2284 - 11/12/2023
Amount Due on This Invoice: $0.00
Amount Enclosed: 7$
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I S iy )

CITY OF LONGVIEW
LEOFF-1 MEDICAL EXPENSE REIMBURSEMENT CLAIM FORM

N "s-"'\-‘
/ (nv‘- B ) Vi <

AP ___, do hereby certify under penalty of perjury that this is a true and correct claim for necessary
expenses incurred by me and that no payment has been received by me on account thereof; that | am retired LEOFF-1 member of the City of
Longview and that the following attached prescription(s), doctor bill(s) and or hospital bill(s) were medically necessary; and that this sickness or

disability was not caused by dissipation or abuse.

_,@

Date(s) of Name of Pharmacy, Doctor, Clinic, Medical Vendor, Service Total Amount Member’s

Service(s)/Expense(s) Provider, etc. Submitted to Responsibility
Insurance

LY@ |23~ Yil3| Nwams Best aare Sevior Sernices S2qu.q¢ | szhag b aet®

W2ohes - Yagdes | Mavauds Best-are Seinior Sevvices | 3271 8t 427180 |& &W
Wasglzn - V23023 | MuanS Best- Cave Sniar Senvics §2(4.00 $od.00 |4 Ay
|

Total reimburseme.nt s 82-0 m Jﬂ;"lqz (D

amount requested:

Attach (1) prescription receipts, (2) all bills and (3) all applicable Explanation(s) of Benefits (EOB's) from your insurer(s). Note: All LEOFF-1 Plan Members are

itimately responsible for hospital and medical accounts, and any late charges added as a result of overdue payments. r{
N v f] ‘ 4 n ! \ {
b s el EREL 3 veduced g0

rk\ “- AnL/A '-rf"'.“ \u-‘ \ WY\/+ b,{_%
SIES Date
. - \)\&MY\/W Rev. Jan 2021

A N
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Always Best Care, Tempe
2111 E. Baseline Rd.

Suite B4

Tempe, AZ 85283
480-676-1446 || 888-342-2011

DESCRIF-’TION

B 11/14/23 1:07pm - 5:02pm Grigsby, Ryan

B 11/15/23 8:52am - L:15pm Maritano, Brittney

Y 11/14/23 - Mileage: Food city ice cream

m 11/15/23 - Mileage: Cracker cvs Walgreens food city desert finanacal
m 11/15/23 - Mileage: Cracker cvs Walgreens food city desert finanacal

Y 11/15/23 - Mileage: Cracker cvs Walgreens food city desert finanacal

KX rayment received on 11/20/2023

Always 'Bést Care

senior services

?W

Client '—W—

Invoice No. 2301
Invoice Date 11/19/2023
Date Due 12/19/2023

From 11/13/2023 to 11/19/2023

QUANTITY RATE AMOUNT
4 hrs 33.00/hr $132.00

4 hrs 33.00/hr $132.00
Smiles 0.66 $3.28
9Imiles 0.66 $5-90
9miles 0.66 $5.90
9miles 0.66 $5.90

Invoice Total: $284.98
(284.98)
Outstanding Balance: $0.00
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Last payment(s) received

DATE DESCRIPTION
02/19/2024

02/12/2024

02/05/2024

01/29/2024

Aging Summary

CURRENT 1 - 30 DAYS sl

Invoice 2301 - page 2

Thank you for your payment!

AMOUNT
$1,062.44
$790.40
$310/5:2./

$280.00

- 60 61-90 91+ TOTAL

$0.00 0.00 0.00 0.00 0.00 0.00

Please tear off this portion and return with your payment to the address below

From-

Mail to:

Always Best Care, Tempe

2111 E. Baseline Rd.
Suite B4
Tempe, AZ 85283

Client: T

Invoice: 2301 - 11/19/2023
Amount Due on This Invoice: $0.00
Amount Enclosed: |$
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Always Best Care, Tempe
2111 E. Baseline Rd.

Suite B4

Tempe, AZ 85283
480-676-1446 || 888-342-2011

DESCRIPTION

B 11/21/23 1:04pm - 4:44pm Grigsby, Ryan

B 11/22/23 12:30pm - 4:31pm Udall, Louisa
Y 11/21/23 - Mileage: Food city and cold stone

Y 11/22/23 - Mileage: Lunch and bank

EX rayment received on 11/27/2023

Client

Invoice No.
Invoice Date
Date Due

From 11/20/2023

QUANTITY
4 hrs

4 hrs
6miles

6miles

Outstanding Balance: $0.00

P
/>
r

Always Best Care

58N0r s ATNS

2318
11/26/2023

12/26/2023
to 11/26/2023

RATE AMOUNT
33.00/hr $132.00
33.00/hr $132.00

0.66 $3.93

0.66 $3.93

Invoice Total: $271.86
{271.86)
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Invoice 2318 - page 2

Last payment(s) received Thank you for your payment!
DATE DESCRIPTION AMOUNT
02/19/2024 $1,062.44
02/12/2024 $790.40
02/05/2024 $305.27
01/29/2024 $280.00

Aging Summary

CURRENT 1 - 30 DAYS 31,60 61-90 91+ TOTAL
$0.00 0.00 0.00 0.00 0.00 0.00

" Please tear off this portion and return with your payment (o the address below

From:
Client:
Invoice: 2318 - 11/26/2023
Amount Due on This Invoice: $0.00
Amount Enclosed: ‘r$

Mail to:

Always Best Care, Tempe
2111 E. Baseline Rd.

Suite B4

Tempe, AZ 85283
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t{)l\

Always Best Care, Tempe
2111 E. Baseline Rd. Always Best Care
Suite B4 senior services

Tempe, AZ 85283

480-676-1446 || 888-342-2011
Client Wé

Invoice No. 2335
Invoice Date 12/03/2023
Date Due 01/02/2024

From 11/27/2023 to 12/03/2023

DESCRIPTION QUANTITY RATE
F3 11/28/23 1:13pm - 5:01pm Grigsby, Ryan 4 hrs 33.00/hr
FN 11/30/23 1:01pm - 4:14pm Grigsby, Ryan 4 hrs 33.00/hr

Invoice Total:

B3 rayment received on 12/04/2023

AMOUNT
$132.00
$132.00
$264.00
(264.00)

Outstanding Balance: $0.00
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Invoice 2335 - page 2

Last payment(s) received Thank you for your payment!
DATE DESCRIPTION AMOUNT
02/19/2024 $1,062.44
02/12/2024 $790.40
02/05/2024 $305.27
01/29/2024 $280.00

Aging Summary

CURRENT 1 -30 DAYS 31-60 61-90 91+ TOTAL

$0.00 0.00 0.00 .00 0.00 0.00

From:

T Client: /W
Invoice: 2335 - 12/ 023
Amount Due on This Invoice: $0.00
Amount Enclosed: ‘Z$

Mail to:

Always Best Care, Tempe
2111 E. Baseline Rd.

Suite B4

Tempe, AZ 85283
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City of Longview

A Washington Agenda Summary

March 2024 Medicare B Reimbursement - Total $8,580.

Attachments:
1. Medicare B MARCH 2024 voucher list
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Medicare Premiums

Code Vendor #
R59
R2
R5
R6
R34
R8
R9
R11
R28
R13
R37
R14
R39
R40
R16
R17
R64
R19
R44
R51
R29
R47
R21
R49
R50
R23
R24
R25
R53
R63
R55
R56
R58
R26
R27
R18
R42
R48
R12
R43
R38
R31
R33

March 2024

000092 2024  $508.00
000122 2024  $257.50
000233 2024 $382.70
000278 2024 $174.70
000447 2024 $164.70
000465 2024 S$174.70
000466 2024 $174.70
000632 2024 S$174.70
000664 2024 $174.70
000666 2024 $174.70
000701 2024 $174.70
000706 2024 $174.70
000740 2024 S$174.70
000744 2024 $174.70
000789 2023 S$164.90
000827 2024 $174.70
000883 2023 $164.90
000963 2024 S174.70
001021 2023 $164.90
001106 2024 $170.70
001124 2024 $174.70
001226 2024 $174.70
001245 2024 $174.70
001402 2024 $174.70
001481 2024 S$175.30
001511 2024 $174.70
001631 2024 S$174.70
001644 2022 $256.10
001685 Quarterly

001694 2024 $174.70
001714 2024 $174.70
001732 2024 S$174.70
001823 2024 $174.70
002066 2024 S$174.70
210058 2024 $174.70
210122 2023 $184.50
210489 2023

211292 Quarterly $0.00
211809 2024  $257.50
216727 2023 $174.70
217404 2024 S174.70
218105 2024 $147.70
218134 2022 $164.90
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R46
R41
R61
R22
R15

218350
223804
224982
225194
226325

2024
2023
2024
2024
2023

$174.70
$164.90
$174.70
$174.70
$184.50

$8,580.00
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City of Longview

A Washington Agenda Summary

March 2024 Medical Bills (Regular) - Total $41,608.51

Attachments:
1. March 2024 Reimbursment Spreadsheet
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March 2024 MEDICAL BILLS (Regular)

Member Dental Regular

R-14 $260.00
R-17 $545.00
R-22 $21,351.00
R-37 $6,800.00
R-38 $7,392.00
R-43 $450.00
R-58 $2,482.00 $65.00
R-61 $1,624.50 $182.75
R-63 $456.26
TOTAL $4,106.50 $37,502.01

Pending approval

$41,608.51

$20,257.51
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total without R-22
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The L ol Clty of LongVieW 1525 Broadway
VIEW Agenda Summary Sheet w mlonguiow.com
mWashlngton

Annual Election of Chairperson and Vice Chairperson per Rule 1 - General, Section 9 - Officers

City of Longview Disability Board Rules and Regulations for Law Enforcement Officers and Firefighters
establishes the general operating procedures for the City of Longview Disability Board.

Rule 1 - General, Section 9 - Officers states in part:

Elected officers of the Board shall be a Chairperson and Vice Chairperson. Such officers shall be
elected annually at the end of the March meeting and hold office until their successors are qualified
and elected.

Recommend a Chairperson and Vice Chairperson be elected for the period of March, 2024 - March,
2025.
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