_KENNEW.’CK

8/12/2025 DISABILITY BOARD AGENDA 4:30 PM
SPECIAL MEETING
210 W. 6TH AVE, KENNEWICK CITY HALL
CASCADE CONFERENCE ROOM

CALL TO ORDER

REQUEST FOR PRE-APPROVAL FOR IN-HOME CARE
a. Pre-Approval: Police member # 20 requesting pre-approval for in-home care
b. Pre-Approval: Fire member # 22 requesting pre-approval for in-home care

CONCLUSION

August 12, 2025 - Disability Board
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LONG-TERM CARE
REIMBURSEMENT REQUEST FORM

mmm&mmmmmymmmwmwummmeMg
phyaumwhmemammhermqueﬂsrdmbmmnfoﬂmg-munh-homemmingm
or confinement in a numing home or similar facility, a hospital extended care fecility, ar an
assisted Tiving facility. Tn addition, the Board may also require the member to submit 2
wmplmdwpyofﬂxem-hmmavalmﬁmfmm,wﬂchmbempmedbyacaﬂﬂed
mmmmmummmmdwmm
210 W. 6th Avenue, Kennewick, WA 99336, Note: Failure to complete the necessary forms or
submission of incomplete forms will result in denial of a member’s request for reimbursement.
!

DoB Phone Numiber

Does Member have any other long-term care insnrance ____ Yes_X_No

NAME OF MEMBER

demmmdm-mm Phone Number

Type text here

2. Date of the last medical examination for Member's present condition?_/ "2 723

3. Summarize the relevant medical, mental, fanctional, and nearologi histotyofﬁdsmmber

Aeite on chme Heat faiwe, Btrin( Gbillafn , Chme K

(tgmnafF Ardery Dezase, qm 248 ohrmc Sq;faﬁc éezd'
M&Armt 1‘&“““‘" 2 uiedy b Fgseh .

4, Please list the findings related to Member’s medical condition, g diagnosis and
Fog:osis:M b?VCu‘{TI I F /
2 ; 7 > - -/ . ‘ 8
) - X /. ' B A A/

Apal 2012-Prgol

THonS  Jizwe—
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3. Please select the long-term care service for which reimbursement is sought:

—_ Homeheslth care ____ Nursinghome _X_ Custodial care
e Hospital extended facility —Assisted living facility

6. IsﬂnmunberablebpufomthnfollowingAcﬁv%sofDaﬂyHﬁng(ADh)
i Yes No

Bathing

Dressing — Yes _X No
= =X
Toileting Yes (]
Trensferring Yes No
Continence Yes X No
Cognitive Functionality X Yes No
Other* Yes No

*Describe “other™ (i« self-medicss) N2eds someone fo fix meals and biing to him where be is siting. He can
taka his medicine independantly but needs assisanca filing pifl box.

7. Flease list specific medical and other assistance this member needs; Meals made, change clothing,,
MWM&MWMbNMMhWMMM
when dons, Person to assist with dally functionsiof fiving at home.

8. Estimated lengfh of time this member will require specialized care: £ e .

9. Please list any other medical consults this member has recefved: (acindosddress&phened)__
Dae Y Les MD, Vascuar surgery, 1100 Goethals, Richiand, 509.842.2475 « Iylad Jamali MD, Intsmal medicine,

&mmmﬂwmmmm-mwmcmﬂn@. 1100 Goethals,

Apd12012-Poge2
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Narre: [ - o:: [ = : [ ~c7: o=vid F. Frugone Larrea, MD

- Health Issues

Current Health Issues
Please review your health issues, and verify that the list s up to date.
CAD {coronary Atrial fibrillation, Hypertension
artery disease) chronic Started 11/19/2013
Started 11/19/2013 Started 11/19/2013
Hyperlipidemia PAD (peripheral COPD (chronic
Started 11/19/2013 artery disease) obstructive
Started 11/19/2013 pulmonary
disease)
Started 11/19/2013
Raynaud disease Gout Chronic hepatitis
Started 11/19/2013 Started 3/3/2014 B without delta
agent with
hepatic coma
Started 6/21/2016
-
Liver disease S/PPTCA OSA (obstructive
(percutaneous sleep apnea)
transluminat Started 8/16/2017
coronary
angioplasty)

hrtpssffmychartwa.providence,.orgimychan/ClinicalfHealthissues

T51PM
e eaaof 3
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Acute renal [ Nephrolithiasis Pneumonia
failure Started 12/8/2019 Started 12/9/2020
superimposed on
chronic kidney
disease,
unspecified CKD
stage, unspecified
acute renal failure
type
Started 12/5/2019
CKD (chronic ( Lymphedema of ( Stage 3 chronic
kidney disease) lower kidney disease
stage 3, GFR 30-59 extremities Started 7/16/2021
ml/min Started 1/29/2021,
Started 12/9/2020 |

r -
Chronic systolic rShorl:ne$ of Left renal atrophy
heart failure breath Started 7/23/2021
Started 7/16/2021 Started 7/22/2021

(Hypercoagulable [Class3 severe rPrediabetes
state due to atrial obesity in adult Started 6/6/2022
fibrillation Started 3/28/2022
Started 11/22/2021 J

—~ ¢ -

Lab test positive Chronic [Arterial leg ulcer
for detection of respiratory failure Started 5/28/2025
COVID-19 virus with hypoxia, on
Started 3/28/2023 home 02 therapy

o Started 3/29/2023 -

bmmm@mummmmmmum 72825, 1:51PM
Page20of3
e e = .
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Skin ulcer of left
pretibial region
limited to
breakdown of
skin

Venous ulcer of Venous
leftleg insufficiency
Started 5/28/2025 Started 5/28/2025
Anemia (Acute on chronic
Started 7/21/2025 HFrEF (heart
failure wiith
reduced ejection
Moo fraction)
Started 7/22/2025

Started 5/28/2025

MyChart® licensed from Epic Systems Corporation® 1999 -2035
Questions? Call the MyChart Help Desk at 1-833-395-2035

nmsumma@mmwmmwcmwnwmm

e B T A

720125, 11530
Page3of3
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IN-HOME CARE EVALUATION FORM

The Kennewick Fire/Police Disability Board requires this form to be completed by a certified
assessor whenever 2 member is seeking reimbursement for long-term in-horae care, whether it be
custodial care, home health care, or any form of long-term medical care provided in the
member’s home. All completed forms must be submitted to the City of Kennewick Disability
Board, 210 W. 6th Avenue, Kennewick, WA 99336. Note: Failure to complete the necessary
forms or submission of incomplete forms will result in deniol of a member’s request for

reimbursement.

NAME OF MEMBER DOB

PuasL! C!! /n as

Housing Environment — Check all that apply:
[ Facility/Accessible

O Senior housing accessible

d House

00 Apartment

O One level

O Multi-level

0 Mobile home

[J Ramp present

O Ramp not present

[1 Heated storage space available

[J Non-heated storage space available

O Pertinent doorways provide access
Comments:

General Information

>

!
!

Phone Number

Al
%Mmm — Check all:
Patient drives

[ Patient does not drive
1 Public Transportation
0O Van with Lift

O Van without Lift

0 Car

0 Car with lift

Identify year/make/model:

WA o5

C Activities:
O Retired for age

[S/Reﬁred due to disability

O Works

O Attends school

O Volunteers in community

[0 Active member of community organizations
O Other: i

April 2012 Pags 1

Page 7 of 20



1.1«

z

Relevant Health Information
Cogniti ental State: Vision:
Alert O Within functional limits with eye glasses
O Oriented to person, place, time /' Within functional limits without eye glasses
[ Disoriented (1 Visual field defects
[ Confused [0 Legally blind
O Lethargic Comments:
O3 Unresponsive
0 Follow Commands:
O Simple D Complex Skin Risk:
dAttention Span: dPoor general physical condition
ldAdequate [ Decreased O Altered level of consciousness
O Cooperative [ Uncooperative W’Decreased mobility
il Behavior: [1 Bating <50% of meals
o/ Appropriate [ Impulsive 5/ Incontirient
[J Restless [ Distractible £1 Contractures

[T Agitated

Comments:

Edema:

[0 None present

O Potential

‘d Present/Potential in both lower extremities
[J Present/Potential in left lower extremity

[1 Present/Potential in right lower extremity
Comments:

[0 Decreased sensation
[1 Minimum/No Risk; none of the above

Comments:f L@\e‘z[ (i
f W |0pUn antowe Preguh

Decubiti: ;
[J None Present
0 Actual (describe):

[ Potential (describe):
Comments'

3
3
i

April 2012 - Page 2
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Personal Mobility

d Out of chair -
{1 Independently
5/ Distant supervision
[0 Close supervision
[0 Contact guard assistance
[0 Minimum assistance
O Moderate assistance
0 Maximum assistance
0 Total/Mechanical lift
0 Out of bed -
O Independently
[J Distant supervision
O Close supervision
[0 Contact gnard assistance
[J Minimum assistance
[0 Moderate assistance

[0 Maximum assistance
0 Total/Mechanical lift

¢ : QNW‘SM(’S Wn
'\N‘\b NN Q}\r&,ﬁh

ADL Function:
O Independent
O Supervision
i/ Assistance (describe):

Padiod Pesst with bothing,
AtSTNg | Shiny
CONL,

LNtk 15 wrakle

ya ook Qor wstif

O Aide service
Comments:

Mobility within home — check all:
[1 Ambulates without assistive device

‘E{ Independent with assistive device
O Non-ambulatory/wheelchair

[0 Manual wheelchair [1 Powered wheelchair
Comments:

Mobility outdoors — check all:

1 Ambulates without assistive device
E{ Independent with assistive device
O Non-ambulatory/wheelchair

1 Manual wheelchair [1 Powered wheelchair
Comments:

{

W(Dependent i

[0 Needs some assistance

[0 Independent

Is the distance he/she propels manual wheelchair

greater than 100 feet? [1Yes Dﬁo
Comments:

Mobility aids: !
[0Cane [OWalker [ICrutches Other:

, Walkna
Bhack

i April 2012~ Pago3
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Physical Considerations

Gait:

[0 Ambulates independently w/o assistive device
[0 Independent with assistive device
X Assisted ambulation with assistive device

Is the distance he/she ambulates greater than 100
feet? OYes YNo

[0 Assisted ambulation without assistive device
Is the distance he/she ambulates greater than 100

feet? [CYes [INo
[1 Non-ambutatory/wheelchair

Comments:
Range of Motion:

UB: OWFL X{Limited
LE: OWFL ){Limited
Commenis:

Gross Muscle Strength:
UE:

LE:
Comments: '\M\O}O\Q $0 (MASY

Hand Dominance:
ﬂmght OLeft [ Ambidextrous

Hand Function/Sensation:
™ WFL
[] Impaired

Describe:

Posture:
Head/Neck:
O Aligned [ Laterally flexedto: R / L

{XFlexed forward [1Hyperextended
Shoulders:

Cilevel [IRighthigher X(Left higher
[0 Subluxation: R / L
Spine:
1 Straight [ Scoliosis: R / L
O Kyphosis 3 Normal lambar space
OO0 Flat lumbar space [ Hyperlordosis
Rib Cage:
C0Bven [JOblique: Rhigher / L higher
ORotated forwardon: R / L
Pelvis: {
Obliquity: CO0None [IR higher [ L higher
O Fixed [Flexible
Rotation: CINone DR higher [JL higher
LFixed [IFlexible
Tilt: [ Neutrsjll 1 Anterior [1Posterior

Comments: |

Eres

Apeil 2012 - Page 4
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Additional Environmental Considerations

Social Support:
[J Patient lives alone; independently functioning

W Patient lives alone; has supportive family/friends
B Patient lives alone; has home health care services
[ Patient lives with others; independently functioning
O Patient lives with others; alone at times

0O Patient lives with others; always supervised

[0 Does not go into community alone

O Caregiver present for assistance

O Caregiver not present for assistance
Comments:

Bathroom Facilities:
X(shower ¥ Tub  XBoth

Assistance rails installed? Yes [INo
Comments: —“‘S“Jr O‘U\,O«’A‘eﬁ ﬂ\,’w T‘@ﬁm- g\'ﬁb b@w
Frdaved stewthy -

The information provided in this form may be relied upon by the City of Kennewick Disability
Board in making the determination as to whether reimbursement shall be made for physical
equipment as requested by a LEOFF 1 member.

Datedth1s4 day of M\%ﬁf ,20. 005

{‘* SERMS i =ssor (sign and t name),
needs  Ra-hour cavt Visiing Araed s (500.3‘58; 7500

M@Ns% wid ot

v \ \\ YW ‘HO\\S + s LEOFF 1 Member or Representative (sign and print name)
\ \.\
RRS K
Board Action
Date,
April 2012 - Page 5
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A

Genworth 3 Z. ‘ CareScout’

Kennewick Area, WA

Monthly cost 2024
Homemaker Services $7,436
Homemaker Health Aide $7,436

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

Adult Day Health Care

Adult Day Health Care $1,874

Based on annual rate divided by 12 months.

Assisted Living Community*

Private, One Bedroom $8,484

As reported, monthly rate, private, one bedroom.

Nursing Home Care

Semi-Private Room $11,072

Private Room $11,954

Based on annual rate divided by 12 months.

* Referred to as Residential Care Facility in California.

The information shown above is based on a specific scenario generated by the 2024
Cost of Care. Future years are calculated by assuming an annual 3% growth rate. For more

information and location comparison, visit carescout.com/cost-of-care.

© 2025 CareScout, LLC. All rights reserved.
854001 030425
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A

Genworth 3 Z. ‘ CareScout’

Kennewick Area, WA

Daily cost 2024
Homemaker Services $245
Homemaker Health Aide $245

Based on annual rate divided by 365 days (assumes 44 hours per week).

Adult Day Health Care

Adult Day Health Care $87

As reported, daily rate.

Assisted Living Community*

Private, One Bedroom $279

Based on annual rate divided by 365 days, private, one bedroom.

Nursing Home Care

Semi-Private Room $364

Private Room $393

As reported, daily rate.

* Referred to as Residential Care Facility in California.

The information shown above is based on a specific scenario generated by the 2024
Cost of Care. Future years are calculated by assuming an annual 3% growth rate. For more

information and location comparison, visit carescout.com/cost-of-care.

© 2025 CareScout, LLC. All rights reserved.
854001 030425
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LONG-TERM CARE
REIMBURSEMENT REQUEST FORM

The Kennewick Fire/Police Disability Board requires this form to be completed by the attending
physician whenever a member requests reimbursement for long-term in-home nursing assistance,
or confinement in a pursing home or similar facility, a hospital extended care facility, or an
assisted living facility. In addition, the Board may also require the member to submit a
completed copy of the in-home care evaluation form, which must be completed by a certified
evaluator. All completed forms must be submitted to the City of Kennewick Disability Board,
210 W. 6th Avenue, Kennewick, WA 99336. Note: Failure to complete the necessary forms or
submission of incomplete forms will result in denial of a member’s request for reimbursement.

I! l! M!! !B Phone Number

Yes _K,_ No

Does Member have any other long-term care insurance

Name of contact (Power of Attoney or family member) Phone Number

1. Name of attending physician: L7
Address: 7.2/ S XL fuai jxp/,m/a//(,é/ L

Phone No. 509- 5%7~ 220‘7}

2. Date of the last medical examination for Member’s present condition? j A,&I 3 / -10}6/

3. Summarize the relevant medical, mental, functional, and neurological history of this member:
& ) lotter (pnuneatin Jloude Foa—
¥§y waby chews k}M{A an) med Névﬂ\ N AR
Q \9-) oz coorey /Mih/)lb Cus + M S o LA'glLdS 'i-H-m—/I"—\ Co~aan} .
ol (O {//debL‘-"*"'-' ’

%v

)

4. Please list the findings related to Member’s medical condition, i_ncluding diagnosis and

) prognosis: Mx/\[ww £ (otie poty 14"‘« WAL | b
VUJAL Shar ol l'\dw-LJv MML( : IA\LM *sML(-/ oA o o be
.‘\— li( w)_ Nq\_i.a’-‘\vl—u' L\f)l- N '\-‘k’% P

N #2222, R%%%@ ~
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I\

Please select the long-term care service for which reimbursement is sought:

_Lﬂome health care : Nursing home Custodial care
Hospital extended facility Assisted living facility
Is the member able to perform the following Activities of Daily Living (ADLs)
Bathing Yes No
Dressing Yes No
Feeding X__Yes No
Toileting Yes X ___No
Transferring Yes . _ X~ No
Continence Yes X __No
Cognitive Functionality X__Yes No
Other* Yes No

*Describe "other” (ie., self-medicate)

- Please list specific medical and other assistance this member needs: LYY b, cooe

Pz / mf{/c,ﬁ( wM(r¢3&WA>// NP ‘/h\,l-«‘vb«‘;

- Estimated length of time this member will require specialized care: [t 9.

v

Please list any other medical consults this member has received: (inciude address & phone #)

f‘hm0 & 3{)1\-&4 //Zmnm L\AJU‘L / Cansi” SQWL/‘V P
X
T

Datedthis_ 3| — dayof Juiy L2025

LEOFF 1 member or Representative (sign/print name)

Board Action
Date

April 2012 — Page 2
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IN-HOME CARE EVALUATION FORM

The Kennewick Fire/Police Disability Board requires this form to be completed by a certified
assessor whenever a member is seeking reimbursement for long-term in-home care, whether it be
custodial care, home health care, or any form of long-term medical care provided in the
member’s home. All completed forms must be submitted to the City of Kennewick Disability
Board, 210 W. 6th Avenue, Kennewick, WA 99336. Note: Failure to complete the necessary
Jorms or submission of incomplete forms will result in denial of a member’s request for

reimbursement.

W DOB

Phone Number

General Information

Housing Environment — Check all that apply:
[J Facility/Accessible

O Senior housing accessible

K House

[0 Apartment

KOne level

O Multi-level

[0 Mobile home

0 Ramp present

Kf Ramp not present

(¥ Heated storage space available

[ Non-heated storage space available

¥ Pertinent doorways provide access
Comments:

oo 22 e [F

Primary Means of Transportation — Check all:
] Patient drives

ﬁ Patient does not drive
[0 Public Transportation
[0 Van with lift

0 Van without lift

& Car

[0 Car with Lift

 Casior
Identify year/make/model: <0 !

Current Activities:

[0 Retired for age

[ Retired due to disability
J Works

O Attends school

0 Volunteers in community

0O Active member of community organizations
O Other:

April 2012 — Page 1
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Relevant Health Information

Cognition/Mental State:
O Alert
4 Oriented to person, place, time
[0 Disoriented
O Confused
& Lethargic
O Unresponsive
[J Follow Commands:
& Simple [ Complex
[0 Attention Span:
fd Adequate [J Decreased
& Cooperative [ Uncooperative
& Behavior:
= Appropriate [0 Impulsive
(¥ Restless [ Distractible
& Agitated

Comments:

Edema:

[ None present

0 Potential

O Present/Potential in both lower extremities
[J Present/Potential in left lower extremity

[0 Present/Potential in right lower extremity

Comments:

Vision:

8. Within functional limits with eye glasses

[0 Within functional limits without eye glasses
O Visual field defects

(0 Legally blind

Comments:

Skin Risk:

i Poor general physical condition
[0 Altered level of consciousness
' Decreased mobility

O Eating <50% of meals

O Incontinent

O Contractures

[ Decreased sensation

O Minimum/No Risk; none of the above
Comments: whable 1o ¢ut /)?;4,04 ?

Anitpung ik 2

Decubiti:
[0 None Present

O Actual (describe):

O Potential (describe):

Comments:

April 2012 — Page 2
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Transfers:
O Qut of chair -

@ Independently
Mpewision
O Close supervision
O Contact guard assistance
0 Minimum assistance
£l Moderate assistance
0O Maximum assistance
O Total/Mechanical lift
0O Outof bed - -
[0 Independently
O Distant supervision
O Close supervision
OO0 Contact guard assistance
[J Minimum assistance
3 Moderate assistance
0 Maximum assistance
[ Total/Mechanical lift

Comments:

ADL Function:
0 Independent

O Supervision

ﬁ Assistance (describe): 0[ /f [ﬂm

[J Aide service
Comments:

Personal Mobility

Mobility within home —~ check all:
[0 Ambulates without assistive device
4 Independent with assistive device
i Non-ambulatory/wheelchair
B¢ Manual wheelchair [0 Powered wheelchair

Comments: |y co s 1yolkin indloors hecauss
ohed Chain Lot ceffcbids gpuracte

Inaecole

Mobility outdoors — check all:
[J Ambulates without assistive device

B Independent with assistive device
B Non-ambulatory/wheelchair
@ Manual wheelchair [0 Powered wheelchair

Comments: yse5 |sheclehuive bhan, obv

Opond

Wheelchair mobility:
O Dependent
B Needs some assistance

O Independent
Is the distance he/she propels manual wheelchair
greater than 100 feet? [(1Yes [BNo

Comments: bt 3

obili :
K Cane fdWalker [ Crutches [XOther:

LAl lhroin

April 2012 — Page 3
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A

Genworth 3 Z. ‘ CareScout’

Kennewick Area, WA

Monthly cost 2024
Homemaker Services $7,436
Homemaker Health Aide $7,436

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

Adult Day Health Care

Adult Day Health Care $1,874

Based on annual rate divided by 12 months.

Assisted Living Community*

Private, One Bedroom $8,484

As reported, monthly rate, private, one bedroom.

Nursing Home Care

Semi-Private Room $11,072

Private Room $11,954

Based on annual rate divided by 12 months.

* Referred to as Residential Care Facility in California.

The information shown above is based on a specific scenario generated by the 2024
Cost of Care. Future years are calculated by assuming an annual 3% growth rate. For more

information and location comparison, visit carescout.com/cost-of-care.

© 2025 CareScout, LLC. All rights reserved.
854001 030425
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A

Genworth 3 Z. ‘ CareScout’

Kennewick Area, WA

Daily cost 2024
Homemaker Services $245
Homemaker Health Aide $245

Based on annual rate divided by 365 days (assumes 44 hours per week).

Adult Day Health Care

Adult Day Health Care $87

As reported, daily rate.

Assisted Living Community*

Private, One Bedroom $279

Based on annual rate divided by 365 days, private, one bedroom.

Nursing Home Care

Semi-Private Room $364

Private Room $393

As reported, daily rate.

* Referred to as Residential Care Facility in California.

The information shown above is based on a specific scenario generated by the 2024
Cost of Care. Future years are calculated by assuming an annual 3% growth rate. For more

information and location comparison, visit carescout.com/cost-of-care.

© 2025 CareScout, LLC. All rights reserved.
854001 030425
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