_KENNEW.’CK

6/2/2026 DISABILITY BOARD AGENDA 11:30 AM
210 W. 6TH AVE, KENNEWICK CITY HALL
CASCADE CONFERENCE ROOM

> « b

9.

CALL TO ORDER
ATTENDANCE
PUBLIC COMMENT

APPROVAL OF MINUTES
a. Approval of the minutes dated May 5, 2026

TREASURER'S REPORT
a. Treasurer's Report: April 2026

RECCURING CLAIMS
Summary of claims for signature.
a. Police Member #15

NEW BUSINESS

Fire Member #19 Knee Aspiration Reimbursement Request
Police Member #25 Massage Reimbursement Request

Fire Member #28 Imaging & RX Reimbursement Request

Fire Member #28 RX Reimbursement Request

Police Member #5 RX Reimbursement Request

Police Member #5 Eyeglasses & RX Reimbursement Request

@ ~0o a0 T o

Fire Member #21 Ambulance Transport Reimbursement Request

UNFINISHED BUSINESS
a. Fire Member #21 Hospice Claim Status/Revisit

BOARD COMMENTS/DISCUSSION

10. ADJOURNMENT

NEXT MEETING DATE: JUNE 2, 2026

June 2, 2026 - Disability Board
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DISABILITY BOARD
REGULAR MEETING
May 5, 2026 - DRAFT

1. CALL TO ORDER: Police Representative Jim Kraft called the regular meeting of the Kennewick
Disability Board to order at 11:30 a.m.

2. ATTENDANCE: The at-large position is vacant.

Board Members Present: City Staff Present:
Chuck Torelli, Mayor Pro Tem Jessica Platt, Finance Director
Jim Kraft, Police Representative Liz D’Hondt, Accounting Specialist, Board Secretary
Dennis Waters, Fire Representative Kristi Smith, Disability Board Benefits Administrator

Brad Klippert, Councilmember
3. PUBLIC COMMENT: NONE

4. APPROVAL OF MINUTES: The minutes of March 3, 2026, and April 7, 2026, were unanimously
approved as presented.

5. NEW BUSINESS:

a. Police Member #25 Dental Crown Reimbursement Request: The claim submitted differed
from the receipted total by two cents. The Board approved reimbursement for the
receipted amount of $680.86 instead of the submitted amount of $680.84.

b. Treasurer's Report: March 2026: Ms. Platt delivered the Treasurer's reports and analytics
for March 2026. OPEB funding for January through March was slightly down due to lower
water consumption but is expected to increase with warmer weather.

6. UNFINISHED BUSINESS:

a. Fire Member #10 SSA Medicare Retro Reimbursement Request Follow Up: The Board
discussed the Medicare reimbursement request submitted for prior years. Legal counsel
confirmed the Board is not required to reimburse beyond the six-month window outlined
in Board policy. The Board approved reimbursement for the six-month period prior to the
March 2026 submission date, with no reimbursement approved for periods prior to
September 2025, due to required documentation not being submitted annually by the
member.

b. Fire Member #21 Hospice Claim Status: Staff is continuing research.

7. BOARD COMMENTS/DISCUSSION:
a. Staff reported that five members have not yet submitted the required Medicare
Reimbursement forms, and reminder letters were sent.
b. Staffis researching Regence coverage related to specific cataract procedures.

8. ADJOURNMENT: Chair Kraft concluded the meeting concluded at 11:38 p.m.
Draft

Elizabeth D’Hondt
Disability Board Secretary

Disability Board Minutes May 5, 2026 - DRAFT
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CITY OF KENNEWICK
OTHER POST EMPLOYMENT BENEFITS
TRUST FUND

Preliminary Financial Statements

April 30, 2026
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CITY OF KENNEWICK

Other Post Employment Benefits Trust Fund

Balance Sheet

April 30, 2026
Current Year Prior Year

Assets
Equity in Pooled Cash & Investments $ 6,032,917 $ 5,720,088
Investments - $ -
Interest Receivable

Total Assets $ 6,032,917 $ 5,720,088
Liabilities
Accounts Payable $ 14,572 $ 14,330

Total Liabilities 14,572 14,330
Fund Balance
Committed Fund Balance 6,018,345 5,705,758

Total Fund Balance 6,018,345 5,705,758

Total Liabilities and Fund Balance $ 6,032,917 $ 5,720,088
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CITY OF KENNEWICK

Other Post Employment Benefits Trust Fund

Revenues:

Water and Sewer Utility Tax
Investment Interest

Expense Reimbursements

Total Revenues

Expenditures:

Medical Insurance

Medical and Prescriptions
Disability Board Secretary
Office Supplies

Postage Expense

Travel and Training
Contractual/Consulting Services

Copier Charges

Total Expenditures

Net Income (Loss)

Beginning Fund Balance

Ending Fund Balance

Income Statement

April 30, 2026
2026 Year To Over (Under)  Prior Year

Budget Date Budget To Date
$§ 590,000 $ 239,385 § (350,615) § 243,060
163,500 65,233 (98,267) 67,868
- 40,687 40,687 -
753,500 345,305 (408,195) 310,928
348,500 116,523 (231,977) 114,638
205,000 30,445 (174,555) 31,581
2,000 - (2,000) -
50 - (50) -
300 - (300) 29
2,000 857 (1,143) -
12,500 7,597 (4,903) -
18 - (18) 59
570,368 155,422 (414,945) 146,307
183,133 189,883 6,751 164,622
5,828,461 5,828,461 - 5,541,137
$ 6,011,594 § 6,018,345 $ 6,751 § 5,705,758
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City of Kennewick
Other Post Employment Benefits Trust (OPEB) Fund
April 30, 2026
Revenues and Expenditures

OPEB Annual Revenue and Expenditure Comparison
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City of Kennewick
Other Post Employment Benefits Trust (OPEB) Fund
April 30, 2026

OPEB Annual Medical Claims & Medicare B Reimbursement Comparison

$80,000
$70,000
$60,000
$50,000
$40,000
$30,000
%20,000
Medicare Ambulance Massage Long-Term | HomeHealth = Prescription | Chiropractor Dental Glasses Hearing Aids Medical Travel/Hotel
Part B Care Medication / {Frames/Len Supplies Reimbursem
Other 5e5) ent
m 2023 $55,447 $735 $1,625 $70,136 3- §1,641 $- $24,430 $564 54,600 $- %097
m 2024 $56,655 - §1,382 3- 3- §1,040 - $1,477 $- $11,880 $275 $3,864
m 2025 $56,141 3- $1,550 3- $42 B84 §1,513 3- $32,790 $as82 $10,045 $2,368 $-
m 2026 through April $11,353 $- $300 $- $18,226 $566 $- $- $- $- $- $-
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MEETING DATE: 06/02/2026
DISABILITY BOARD - POLICE

BUDGET NO. ]2517210 . 520012

15 3/7/2026 Prescription 1040 Elk Drug $ 10.84
15 3/20/2026 Presctiption 1040 Elk Drug $ 10.84
15 4/3/2026 Prescription 1040 Elk Drug $ 10.84

$ 32.52

JIM KRAFT, POLICE REPRESENTATIVE

DENNIS WATERS, FIRE REPRESENTATIVE

BRAD KLIPERT, COUNCILMEMBER

CHUCK TORELLI, MAYOR PRO TEM
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| hereby certify under penalty of perjury that this Is a true and cortect claim for necessary medical expenses Incurred by me, and that no

payment has been recelved by me on account thereof.
| further cartify that | am an active/retirad member of the Kennewick Police Department; that the following claim was requived by an allowable

provider; | am enclosing the required explanation of benefits; and that | am ellglble for reimbursement under the following plen(s):

Asuris[ ] Medicare [ ] Other[ ]
Date of | Condition or lliness ¥ Provider of 8ervice BHl Charged Co-pay Amount
Bervice Or Prescription Name

n, 7 = 2O 9 e ﬁfz‘ﬁ% V2D dd 12,94
[742.20 - 202t [Pell /2t v Aesg 2.0 JD. 8
Agn 3 - 2626  Fete Bl L, Mg L6 .5 /6.9

Board Use Only

POLICE MEMBER #15

L ul-_'_“u_M(:[ﬂ.-. 5
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Elk Drug
176 E. Main Street
Dayton, WA 89328
Ph : 508-382-2536

Receipt:

Date: 03720726 11:47AM
Cashler: Danielle

Register: POS Lane2
Cuslomer:

RF $0.00

Rx
Rx RF $0.00
Rx RF $0.00
Rx RF $0.00
Rx RF $0.00
Rx RF $0.00
Rx | RF $0.00
Bubble T 1x $10.00 $10.00
Flags: T=Taxable F=FSA R=Rx P=Promo A=Auto Refill
Rx count:7
Relall count:1
Total count:8
Rx Total:$0.00
Retail Total:$10.00
Subtotal $10.00
Standard Tax on $10.00 $0.84
Total $10.84

Tender Cret [ $10.84

Mastercard Card - Approved
Amount:$10.84
Mastorclrd:""""‘"-
Transaction.CREDIT

Approval [N

Elk Drug
176 E. Main Street
Dayton, WA 99328
Ph : 509-362-2536

Recelpt: [
Date: 03/07/26 10:02AM
Cashier: Danielle
Register: POS Lane2
Bubble PK 2 WK T 1x  $10.00 $10.00
Flags: T=Taxable F=FSA R=Rx P=Promo A=Auto Reflll
tem count:1
Subtotal $10.00
Standard Tax $0.64

Total $10.84

Tender Credil - $10.84

Mastercard Card - Approved
Amount:$10.84
Mastercard ™ ****"*""*"* 8282
Transaction:CREDIT
Approval;
Response Code:0
Entry Method:Conlacllessicc

mas TErcARD NG
Trace Code: I

IR

Customer Copy
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LEOFF | — CERTIFICATION CLAIM FORM — FIRE

| hereby certify under penalty of perjury that this is a true and correct claim for necessary medical expenses incurred by me, and that no
payment has been received by me on account thereof.

| further certify that | am an active/retired member of the Kennewick Fire Department; that the following claim was required by an allowable
provider; | am enclosing the required explanation of benefits; and that | am eligible for reimbursement under the following plan(s):

Asuris [ ] Medicare [ ] Other D _C.1# (s {ci/ze_ penSion
Date of Condtion or lliness Provider of Service Bill Charged Co-pay Amount
Service Or Prescription Name

L~9- %625 KKpee ‘DﬂablMQS Toshua Moeraah € 78t0c %0 -

TOTAL: e

L{"lg ~-2g26
Date

.

Board Use Only

Rﬁnrp? A @ FIRE MEMBER #19
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2

046590102010 3

Kadlec RMC SBO PP

PO BOX 31001-3496
KADLEC ESUgEE,.

Wia

Account summary

Yeur tetal is $1.978.00

You have one bill totaling $1,978.00 due May 9, 2026. You can pay
your balance online, make a partial payment, or set up a 0% interest
payment plan.

0 FOLD OR . CILT AND DETACK AREA REINDW TN SEND WITH DAVMENT

patien: I

This is who received the services for this bill.

Guarantor ID #:
Bill ID:

Use to find your bill if you pay online or by phone.
Invoice printed: Apr 4, 2026

Our financial assistance program provides free and low-cost
care to those who are sligible. Learn more at
www.providence.org/financialhelp.

Nuestro programa de assistencia financiera brinda atencién
gratuita y de bajo costo a quienes son elegibles. Obtenga més
informacién en www.pravidence.org/financialhelp.

@ Pay over time with no interest
Start a payment plan by visiting pay.kadlec.org or call
us to discuss flexible payment options at (855)
367-1343

See back for details
& ==Y

Total billed $1,978.00
Insurance paid -$0.00
REGENCE MEDICARE

Total due $1,978.00
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. Physician services Page 2 of 4

Due date: May 9, 2026
Larry's visiton June 9,2025 @ msurance applied
Location: Kc Nw Osm Spaulding | Clinician: Joshua Israel Morgan
Bill details
Service Total bilied
He Pr Rx Hyaluronan Or Derivative (Gel-One) Inj 1 $1,192.00
Ea
Drain/inj Joint/Bursa W/O Us $786.00
Subtotal billed $1,978.00
Insurance adjusted ~$0.00
Insurance paid -$0.00
Amount you owe (subtotal) $1,978.00
Your bill summary KADLEC
Total billed $1,978.00
Insurance adjusted -$0.00
Insurance paid -$0.00
Total post-insurance $1,978.00
Total due $1,978.00
*
Continued on next page

" DETACH AREA BELOW TO SEND WITH PAYMENT

D e e e e e L L LTI I
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Notice of Denial of Payment

Date: March 30, 2026 Member number:
Claim number:

Provider: Morgan, Joshua .
1351 FOWLER ST
STE 110
RICHLAND, WA 99352

Coverage for your medical services/items was denied
We've denied the payment of medical services/items or Medicare Part B drug listed below that
you or your provider requested:

| Claim Line Date of Service Type of Service Charge %%"J:'
ER 06/09/2025 | Aspiration and/or injection of fluid from $786.00 LAP |
\ | [ large joint (2061050) I - | N
Why was coverage denied?
We denied the payment of medical services/items or Medicare Part B drug listed above because:
Denial Code Denial Explanétion - .
LAP This line item is not payable as it is associated with a service that is not medically
B necessary.

Share a copy of this decision with your provider and discuss next steps. If your provider asked for
coverage on your behalf, we already sent them a copy of this denial notice.

You have the right to appeal our decision

You have the right to ask Regence MedAdvantage to review our decision by asking us for an
appeal within 65 calendar days of the date of this notice. If you ask for an appeal after 65 days,
you must explain th your appeal is late. See "How to ask for an appeal with Regence
MedAdvantage" on the next page.

How to keep your services while we review your case: If we're stopping or reducing a service, you
can keep getting the service while your case is being reviewed. For service to continue, you must
ask for an appeal within 10 days of the date of this notice or before the service is stopped or
reduced, whichever is later. Your provider must agree that you should keep getting the service.
You may have to pay for these services if you lose your appeal.

If you want someone else to act for you

You can name a relative, friend, attorney, provider, or someone else to act as your representative.
If you want someone else to act for you, call us at: 1-888-319-8904 to learn how to name your
representative. TTY users call 711.

Form CMS 10003-NDMCP OMB Approval 0938-0829 (Expires 11/30/2027)

Letter Number: _ MedAdv notice of claim denial
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Good morning Kristi,

| researched the information we have on this claim, and it appears this service needed a
preauthorization that was denied. That is the reason the claim denied as it was determined
not medically necessary when the preauthorization was requested. There is an option for
the provider to appeal the decision or the member to appeal the decision as well. That
information was sent to the member around 4/4/26 in a letter from Regence.

Thank you,

Flor Patterson
Medicare Customer Service Ambassador
(800) 541-8981 Ext: 6572

M-F 7 A.M-4 PM
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LEOFF | — CERTIFICATION CLAIM FORM — Police

I hereby certify under penalty of perjury that this is a true and correct claim for necessary medical expenses incurred by me, and that no

I further certify that | am an active/retired jnember of the Kennewick Police Department; that the following claim was required by an allowable
provider; | am enclosing the required explanation of benefits; and that | am eligible for reimbursement under the following plan(s):

payment has been received by me o? -account thereof.

Asuris [ ] Medicare [ ] Other| ] LEoTr A »
Date of Condition or lliness : Provider of Service Bill Charged Co-pay Amount
Service Or Prescription Name
Molzozl  sore by Mk -0 rwies Ao d1o0
Mol ek SO0 &l M A AR ) -Gl Lo, R Hles)
TOTAL: i7 OO
<| 4"/ZOZIZ)
Print Name . ; ‘ Signature Date
Board Use Only
RECEiVED VIA EMAIL 5/4/26 » POLICE MEMBER #25
RN |
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Massage Tri-Cities Invoice -

4206 West 24th Avenue Suite A101
Kennewick, WA 99338 United States Issue date
nancy_hisaw@live.com | (509) 845-6722 Apr 22, 2026

Invoice #000042

WA state License # MA00024917. NP| - 1144467895. CPT Code - 97140.

Customer Invoice Details Payment

PDF created April 22, 2026 Due April 22, 2026

$100.00 $100.00
Items Quantity Price Amount
60 Min Massage with Nancy Doss LMT 1 $100.00 $100.00

her you are looking for li

xation, or firmn

Subtotal $100.00
Total Paid $100.00
Payments

Apr 22, 2026- $100.00
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From:

Form -
Date: Monday, May 4, 2026 2:15:25 PM

Hi Kristi,
The LEOFF1 Claims form and EOBs from Regence showing they paid for 6 Massage

Treatments are attached.
As previously noted by Regence they only allow for 6 massage treatments a year and is

verified in our own 2026 Retiree Group Summary of Benefits.
The attached Claims Form is for visits seven and eight which occurred in April 2026.

Please call me if you have any questions.
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LEOFF | — CERTIFICATION CLAIM FORM — FIRE

I hereby certify under penalty of perjury that this is a true and correct claim for necessary medical expenses incurred by me, and that no
payment has been received by me on account thereof.

I further certify that | am an active/retired member of the Kennewick Fire Department; that the following claim was required by an allowable
provider; | am enclosing the required explanation of benefits; and that | am eligible for reimbursement under the following plan(s):

Asuris[ ] Medicare LT Other[ ]

Date of Condtion or lliness Provider of Service Bill Charged Co-pay Amount
Service Or Prescription Name

1-5-2C¢  Heerd Disece _ Tmlend Tmaging  116-37

3~H-I  Heerk Pisease gﬁ'fz?d‘lc—) G Pthes [th 'Q’Q'L_Q-??,Q_

¥ 4)5 .37
Print Name 3 /3 ,,Jioznﬁate. =

Board Use Only;

FIRE MEMBER #28
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A ®chrome-nat % &

THIS IS A BILL
INLAND IMAGING ASSOCIATES PS

Total Payment Due

Your balance due is:

$116.37

Payment Due By:

03/25/2026

.
.
®

parienT I

ACCOUNT E—

STATEMENT DATE 0272312026

00001

PAGE 10F 1

pay.imaginepay.com/provider/IRADAPS
ploase have your account number (above) ready

Send in your check along with
the payment caupon below.
@ Have questions about your bil?
=1 Need to set up a payment plan?
Call us at 509-891-0209 M-F 8-5 pm PST

oy Y - SmEvCE DescRrTION cwmes  mwors  aassmes SO0
01/05/26 93880 - 26 EXTRACRANIAL BILAT STUDY $15200 $116.37
Location of Service: KADLEC REGIONAL MEDICAL CTR
02/06/26 BLUE CROSS MED ADVANTAGE $3563  $116.37
CONTRACTUAL ADJUSTMENT
02/23/26 BLUE CROSS MED ADVANTAGE
CLAIM DENIED CONSIDERED NOT MEDICALLY NECESSARY
02/23/26 BLUE CROSS MED ADVANTAGE $3563- $116.37-
CONTRACTUAL ADJUSTMENT
02/23/26 BLUE CROSS MED ADVANTAGE $35.63
Total Due: $116.37
, o s ANDRDA CO00 T GOO000D 1648 "’r.l-t:::l‘a‘.ﬂl _Opes Tl‘:

(3 Has your p

INLAND IMAGING ASSOCIATES PS
PO BOX 1676
EVANSVILLE IN 47706-0077

or gad?
« fhis box and indicate any changes w1 the everse side

To update your insurance, visit our website: |
pay.imaginepay.com/provider/IRADAPS or on the back of this ‘
stalement. f you have concoms aboul paying your balance, contact
US D discuss payment options.

‘ 1
T DAk AT W RO D
02/23/2026 ___ $116.37

MAKE CHECK PAYABLE AND REMIT TO

Pl%l_éigb ll\lé\GlNG ASSOCIATES PS
EVANSVILLE IN 37706-0077
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LEOFF | — CERTIFICATION CLAIM FORM — FIRE

| hereby certify under penalty of perjury that this is a true and correct claim for necessary medical expenses incurred by me, and that no
payment has been received by me on account thereof.

| further certify that | am an active/retired member of the Kennewick Fire Department; that the following claim was required by an allowable
provicer; | am enclosing the required explanation of benefits; and that | am eligible for reimbursement under the following plan(s):

Asuris [ ] Medicare [0~ Other[ ]
Date of Condtion or lliness Provider of Service Bill Charged Co-pay Amount
Service Or Prescription Name
Z‘é ’JC Hc“"" Di:nu_sc zﬁﬂbou;\é /\L'“as D:ﬂ'—g‘- 30‘{00 - & =~
L[ ‘39"2(' Heart Oisco Z‘,f’ é’“ﬁé Li l‘of Oila—"t 30 A 20 — e~

TOTAL: Co3 2

7

Meye M 202¢

Board Use Only

RECEIVED 4/12/26
FIRE Member #28
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O%ZZ, Direct”

Thank you for your order!

We've received your payment and your order is being prepared for

delivery. While you wait for your prescription, visit this page for resources

on how to store the product once it arrives.

Order Summary
-

Created 04/29/26 10:17:51 AM
Prescribed by Saba Razi
NPI: 1891675724

ZEPBOUND 2.5MG/DOSE (10MG/2.4ML)
KWIKPEN (2.5MG)
NDC: 00002356611

o I
INJECTION SUPPLIES - PEN NEEDLES

Tax
Subtotal

Total Paid

Card ending in |

$299.00

$5.00

$0.00
$304.00

$304.00
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%ZZ}/ Direct®

Thank you for your order!

We've received your payment and your order is being prepared for

delivery. While you wait for your prescription, visit this page for resources
on how to store the product once it arrives.

Order Summary

Created 04/06/26 01:26:57 PM
Prescribed by Saba Razi
NPI: 1891675724

ZEPBOUND 2.5MG/DOSE (10MG/2.4ML)
KWIKPEN (2.5MG)

NDC: 00002356611

o S

Fill Date: April 7th, 2026 11:44

INJECTION SUPPLIES - PEN NEEDLES

Tax
Subtotal

Total Paid

$299.00

$5.00

$0.00
$304.00

$304.00
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4/9/26, 9:29 AM _Data Source: PROVIDENCE WM PRD

Media Informatlon

s o I - - rorovce
B3/1B/26 17:B3:48 952 247 955 =3 SB9SESBIZS Prine Therapoutics L Poge 8O3

. .

DEPARTMUNT OF HEALTH AND +UMAN SERVICES
CONTRIH M O RLOISANE & MIDICARD SERNICES

Regence

NOTICE OF DENIAL OF MEDICARE PART D DRUG COVERAGE

Cate: 03/46/2028
H Earollaa Name:
£ tAember Number: [IIIENEG
: Coverages of your drug was denfed
We dented coverage undef Medicare Part D For the follovdng drug(s) vou or your prescribing provider
ssked for: ZEPBOUND 2 SMG/0.SML EQLUTION AUTO-INJECTOR
Why was coverage for this drue denied?
Wa denied coverage for this drup because:

Brug-Dosage-Strength Reguest Typs Qutcome
Zeopbound Subcutzneous Solutlon Auto-  Part O ENgDility Denicd
Injecior 2.5 MG/D.SML

Medicare Part D rules init coverage of drugs, They limll t to Lhose that-arm baing used
fora Part D oliglple medically accepted condition, These rules are found in the
Medlcare Proscription Drug Benefit Manual, Chaplor 6 Section 10.6. Madilenlly
accopitd conditions'are besed on Food and Diug Administration (FOA) fabeling for this

dng, '

Dmg-oosagecslrength - Request Type Outcame
epbound Subcutaneoys Salution Aute- Fotmutary Excoplion O niod

Injector 2.5 MGA.SML

This tequest for covarage was basad on our Formulacy Exception critarks, 1t cannot ba
B ’pm\md al this time. You must moat our eriterin for this diug to bo covorad by your
‘plan.

You mmust have & Feod and Drug Administration {FDA) approved diagnosls for the
requesied drug, Please noto, the reguestod drug s exciuded #nd cannot bo covored

when used for welght less only, It i3 also not covered for usas tha 3
the FDA, This s based on Medicara fulas. SR LRSI by

¥
Form Cis-10145 OMB Approvi! Number 09380975 [Expros: 1123002027} ¥ %&% S I
A
Walets, Donnls Lea (MR # 60006038546) Printed by [P479223] al 3252025 10:51 AM . 2/9 '
3 mat SSER :

Waters, Dennis Lee (MR # 60006038546) Printed by [6D7C2758E6A2D8B] at 4/9/2026 9:29 AM ( Page 30 of 5o



LEOFF | — CERTIFICATION CLAIM FORM — Police

| hereby certify under penalty of perjury that this is a true and correct claim for necessary medical expenses incurred by me, and that no
payment has been received by me on account thereof.

I further certify that | am an active/retired member of the Kennewick Police Department; that the following claim was required by an allowable
provider; | am enclosing the required explanation of benefits; and that | am eligible for reimbursement under the following plan(s):

Asuris [ 1] Medicare [ | Other[ 1]
Date of Condition or lliness Provider of Service Bill Charged Co-pay Amount
Service Or Prescription Name
i Al
— ekron ¢ Dac TETT 3 ' _
A-(572¢ XTAMPZA EL 7 me Hichland £x 45z o0 Fysz.gy
He(5"-2 b GNP Naloxone HCL a6 /{:tc/{/a«a( le,( (K ‘f‘-l.S . 8.8

X 4g¢, 4

H=ro -2
Date

Board Use Only'
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April 15, 2026

TO: Kennewick Disability Board
RE: Attached Pharmacy Billings

Dear Board Members;

On this date | saw my pain specialist, Dennis Ang at Apex Spine due to chronic spinal pain. PA Ang has
treated me for this condition for approximately three years, and it has continued to worsen to the point
where | will be undergoing spinal surgery with Dr. Sahota from Apex this Fall.

During the course of this appointment with PA Ang, he adjusted my medication to include two of the
Xtampza pain pills, while reducing one of my other ones (I’'m also on hydrocodone). As I noted in a
previous submission, Regence refuses to cover the cost of this medication strictly due to economic
reasons and they’re insisting | consent to taking less expensive medications that are dangerous and
highly addictive (as noted in my submission dated April 14™),

If reimbursement is approved, | will be requiring this medication every month until after my surgery, at
which time I’'m hopeful I'll be able to get off all pain meds.

The other prescription Regence refused to pay for was for something called GNP Naloxone (see
attached). This is essentially Narcan & PA Ang is apparently required to prescribe this (once) when his
patient (me) reaches a certain amount of prescribed pain medication (opiates). The Richland RX
pharmacist advised me that Regence refused to cover the cost because this medication is now available
over the counter. The pharmacist at Richland RX told me the $43.83 charge on the Naloxone was not
full price and that they had a coupon there that was applied so the price was reduced. | have also
shopped around for the best price on Xtampza and found no cheaper price on it anywhere, even through
using Good RX.

All submitted for your consideration for reimbursement.
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Rx Pharmacy
800 Swift Blvd Ste 140
Richland, WA 99352.3559
Phone: (508) 713-7444
Fax: (509) 713-7422

Subtotal 129.13
Tax Tota 0.00 .

Visa Tendered 129.13

Acct# R
Appioval .. INEGEGI=z=ING

F = FLEX/IFSAHRA Ehgible
FSA Eligible $128 13

Signature required for the following:
- Payment(s) require a signature
- Receipt of Piescriptions

NGy

| agree to pay above total amount according to
card issuer agreement.

oo [
Entry.
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Rx Pharmacy
800 Swift Bivd Ste 140
Richiand, WA 883562-3559
Phone: (509) 713.7444
Fax: (608) 713-7422

45261 F

—

Subtotal 452.61
Tax Tota: 0.00

ot 45261
Tol

Visa Tendered 452.61

Acct#..
Approval #.

F = FLEX/FSA/HRA Eligible
FSA Eligibie $452.61

Prescriition(s} picked up by, -

Sighature raquired far the following:
- Payment(s) require a signature
- Receaipt of Prescriptions

B e e I S = o A 0 et

"Signature. Captured Electronically

| agres to pay above total amoant according to
card issuer agreement.

Entry.  TAP

Scan This QR Ceds tor Patient Specific
Medicatiosn Information
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—— 7444
URTAXOR INSLUREQE.
Plan RXW

TAKE ONE CAPSULE BY MOUTH '/‘J '
ms mpn Hl [

NDC: 24510-6110-10 / : Co
XTAMPZA ER 9 MG CAPSULE ‘ Rl AEE
ivory white oblong capsule SIDE 1: XTAMPZA ER SIDE EA
7—’» 800 Swift Bivd. \;s;“xue 140
| Richland, WA 99352
/ N .',P mMACY (500) 713-7444
THIS IS YOUR RECEIPT. PLEASE RETAIN FOR YOUR TAX OR INSURRIESR

04/15/2026

ccl ... caPrR
S Driver . N

»

CALL 911. ADMINISTER A SINGLE smnm QNE
NOSTRIL. REPEAT IN OTHER NOSTRIL AFTER 3
MINUTES AS NEEDED IF NO OR /ﬁmmw. RESPONSE.
: Co 3

DAW 0 DS 1 Refills: 1
NDC: 46122-0812-71
GNP NALOXONE HCL 4 MG NASAL SP 2EA
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LEOFF | — CERTIFICATION CLAIM FORM ~ Police

| hereby certify under penalty of perjury that this is a true and correct claim for necessary medical expenses incurred by me, and that no

payment has been received by me on account thereof.
| further certify that | am an active/retired member of the Kennewick Police Department; that the following claim was required by an allowable

provider; | am enclosing the required explanation of benefits; and that | am eligible for reimbursement under the following plan(s):

Asuris [ ] Medicare [ | Other[ ]
Date of Condition or lliness . Provider of Service Bill Charged Co-pay Amount
Service Or Prescription Name .

f Hﬁe)( ./loaﬂ < ﬁ' Z
3,// Q/.Z & Chroxilc Bacts [fin Aicl leen c/ AP 4 /d/aumccy 220, T3 — AR7. 75
( ,//9/3-5’ Correclie /.’:;fe— ledoer E o j?, £ re C’a/c’ (56.570 /8¢ 8o

TOTAL: £ REE=GS 414,73

4//7/29

Date

Board Use Only =R i—l
e ,
| » ]
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April 14, 2026

TO: Kennewick Disability Board
RE: Family Eye Care Eye Glasses Billing
Richland RX Prescription Medication Denial

Dear Board Members;

Attached, you will find (1) an invoice from Family Eye Care in the amount of $186.80 which reflects the
amount not covered by our insurance after the purchase of a pair of glasses last November. The glasses
were purchased but were not suitable so | returned them, only to learn that | needed to have laser
treatment for cataracts that had returned. This was accomplished in March so | returned to Family Eye
Care for a corrected pair of glasses. Those didn’t correct the problem so I'm now waiting for the third
pair to arrive (which explains the delay in getting the bill submitted). As you're aware, our insurance
company doesn’t send us EOB’s when glasses are purchased, thus none is attached.

The second submission is for a prescription for a pain medication called Xtampza, which was prescribed
by my pain management PA, Dennis Ang (Apex Spine). | suffer from chronic back pain & will undergo
spinal surgery this Fall but until then, PA Ang has suggested (prescribed) this medication to help me sleep
and get me through the night. Because it is a bit more expensive than some other pain meds, our
insurance doesn’t want to pay for it. They are insisting | try some medications like Fentanyl and
Methadone, which both my PA and | feel are too dangerous and far more addictive than the Xtampza. |
appealed this decision (twice) and had my PA appeal it but Regence still refuses to cover the cost of this
medication.

Please review the submitted information for your consideration of reimbursement.

Thaak you,
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Send payments to: Invoice
Family Eye Care
7903 W. Grandridge Blvd Ste A Service Date | Invoice Date Invoice #
Kennewick WA 093367827 11/19/2025 | 11/19/2025
(509) 783-0667
Patient Patient #
Provider Tax ID |
Bill To
Robertson, Boyd OD 911173133
Code Description Price |Qty| Disc | Tax | Adjs Paid Balance
V2020 Luxottica RX8421 $216.00| 1 $0.00| $0.00| -$203.2 $0.00 $12.80
A Disanosss, 152.223 1 . i
Billed to Insurance - Invoi_
($216.00)
Transfer In - PR-3 Copay : $12.80
V2100 Hoya (SmartFlow) Wy-SV $7250| 1 | $0.00| $0.00| -$50.00 $0.00 . $22.50
Billed to Insurance - Invoice
($72.50)
Transfer In - PR-3 Copay : $22.50
V2100 Hoya (SmartFlow) My-SV $72.50| 1 $0.00| $0.00| -$50.00 $0.00 $22.50
Billed to Insurance - invoice _
($72.50)
Transfer In - PR-3 Copay : $22.50 .
V2750 o s $15000 1 | $0.00| $0.00| -$49.00 $0.00 $101.00
Billed to Insurance - Invoice I -
($150.00)
Transfer In - PR-3 Copay : $101.00
V2782 B?b i“gp“?g' Trivex $80.00| 1 $0.00| $0.00| -$52.00 $0.00 $28.00
Billed to Insurance - Invoice
0.00)
Transfer In - PR-3 Copay : $28.00
PAYMENT Credit Card (Visa) - 11/20/2025 -$186.80
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7> » S 800 Swift Blvd, Suite 140
1@ PHARMACY Richland, WA 99352
N A Elatitll i (509) 713-7444

THIS IS YOUR RECEIPT. PLEASE RETAIN FOR YOUR TAX OR INSURANCE.

R NEW
- WBM plan.  RXW

514 S JEFFERSON ST e
KENNEWICK, WA 0eas80308 > Driver . ]
509) 947-5987 . £t )

w o B e
DAW 0 DS: 30 Refils: 0 ) A a >
NDC: 24510-0110-10 £ = Copay $227.93
XTAMPZA ER 9 MG CAPSULE 30EA

ivory white oblong capsule SIDE 1: XTAMPZA ER SIDE

Delivery Address:

Name:
Address:

Phone:
MNo AR Account

Rx Pharmacy
800 Swift Blvd Ste 140
Richland, WA BO352-355G
Phone; (509) 713-7444
Fax. (508) 713-7422

'

Subtotal 22793
Tax Total 0.06

Visa Tendered 22783

Acct #. -
Approval # [ ENEG<zNcN

- = FLEX/FSA/HRA Eligible
FSA Eligible $227.93

Signature required for the followiny:

- Payment{s) require a signature
Receipt of Prescriptions

- Receipt of Deivered Gaods

_Signature

{agiee o pay atove tolal amouit sccoiding o
card issuer agraerment,

MID

Entry: -
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R *  RPh:JRM-kap 3/16/2026 2:54:15 PM

Prescriber: DENNIS ANG APNP Prescriber Phone: (509) 606-5040
** REJECTED - N0700012 00 :
30.00000 24510011010 XTAMPZA ER 9 MG CAPSULE
Extended Message S -

Eeject Reason(s)

MR Product Not On Formulary
569 Provide Notice: Medicare Prescription Drug Coverage and Your Rightsﬁ -
DUR Messages - B - o )
Reason Previous  Previous o - -
Code Fill Quantity Message
LD - GERIATRIC MIN DLY=2 CAPSULE )
Patient: plol: |
Pay Plan: BC/BS OREGON PDP (888) 869-4600
Relation: Cardholder

Group:
Card ID:
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Regence ¥

NOTICE OF DENIAL OF MEDICARE PART D DRUG COVERAGE

Date: 03/17/2026
Enrollee Name: NG
‘Member Number: | NN

Coverage of your drug was denied

We denied coverage under Medicare Part D for the following drug(s) you or your prescribing provider
asked for: XTAMPZA ER 9MG CAPSULE ER 12 HOUR ABUSE-DETERRENT

Why was coverage for this drug denied?

We denied coverage for this drug because:

Drug-Dosage-Strength Request Type Outcome

Xtampza ER Oral Capsule ER 12 Hour Formulary Exception Denied
Abuse-Deterrent 9 MG

This request for coverage was based on our Formulary Exception criteria. it cannot be
approved at this time. You must meet our criteria for this drug to be covered by your
plan.

- You must try and fail 1 additional drug for your condition covered by your prescription
drug plan. You may not have to try the covered drugs if your prescriber provides
information that shows why they are not right for you. Drugs that may be covered are
listed below. Drugs listed with an asterisk (*) may need prior authorization. If a drug
requires prior authorization, please visit your drug pian’s website to request coverage.
You may also call the number on the back of your insurance card.

- buprenorphine patch

- fentanyl patch*

- methadone (tablet, oral solution)

- tramadol extended-release tablet* (generic Ultram ER)

¢ e *
% Form CMS-10146 OMB Approval Number 0938-0976 (Expires: 11/30/2027) [l
020600000317649 Page 4?0 5



Model Redetermination Notice of
Denial of Medicare Drug Coverage

Enroliee ID Number:_

Contract ID: || N

Date: 03/25/2026
Enrollee name:

Plan Name: Regence MedAdvantage + Rx (PPO)

Formulary 1D: [ Plan ID:[l}

This notice is to let you know we agree with our initial coverage determination: we're denying coverage
for the following prescription drug(s) that you, your doctor, or prescriber asked for. XTAMPZA ER 9MG
CAPSULE ER 12 HOUR ABUSE-DETERRENT

We’'re denying coverage because:

Drug-Dosage-Strength Request Type Outcome
Xtampza ER Oral Capsule ER 12 Hour Formulary Exception Denied
Abuse-Deterrent 9 MG

This request for coverage was based on our Formulary Exception criteria. It cannot be
approved at this time. You must meet our criteria for this drug to be covered by your
plan.

- You must try and fail 1 additional drug for your condition covered by your prescription
drug plan. You may not have to try the covered drugs if your prescriber provides
information that shows why they are not right for you. Drugs that may be covered are
listed below. Drugs listed with an asterisk (*) may need prior authorization. If a drug
requires prior authorization, please visit your drug plan's website to request coverage.
You may also call the number on the back of your insurance card.

- buprenorphine patch

- fentanyl! patch*

- methadone (tablet, oral solution)

- tramadol extended-release tablet* (generic Uliram ER)

v Y0062_2026_RX007_C
i Y0052-2026RX007_ oy

020600000559851

O]
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Regence ¥

NOTICE OF DENIAL OF MEDICARE PART D DRUG COVERAGE

Date: 04/06/2026
Enrollee Name:

Member Number: ||| NG - M

Coverage of your drug was denied

We denied coverage under Medicare Part D for the following drug(s) you or your prescribing provider
asked for: XTAMPZA ER 9MG CAPSULE ER 12 HOUR ABUSE-DETERRENT (03/16/2026)

Why was coverage for this drug denied?

We denied coverage for this drug because:

Your prescriber has shared supporting information; but you do not meet the following requirements
for your health plan to approve this request.

Drug-Dosage-Strength Request Type Outcome
Xtampza ER Oral Capsule ER 12 Hour Payment Review Denied
Abuse-Deterrent 9 MG

This request for payment cannot be approved at this time based on Medicare rules for
Reimbursement Requests. These rules are found in Parts C & D Enrollee Grievances,
Organization/Coverage Determinations, and Appeals Guidance, Section 40.2 - Part D
Coverage Determinations and Section 50.8 Service or Benefit Received Prior to Notice
of Decision.

A review of your drug was completed, and a denial letter was mailed to you. This letter
contains detailed information about why your drug cannot be approved under the
current Medicare guidelines. As a result, we are unable to approve your request for
reimbursement. You have the right to appeal. Instructions for filing an appeal are
included in the denial letter.

020600000576264

% Form CMS-10146 OMB Approval Number 0938-0976 (Expires: 11/30/2027) %
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LEOFF | — CERTIFICATION CLAIM FORM - FIRE

| hereby certify under penalty of perjury that this is a true and correct claim for necessary medical expenses incurred by me, and that no
payment has been received by me on account thereof.

i further certify that | am an active/retired member of the Kennewick Fire Department; that the following claim was required by an allowable
provider; | am enclosing the required explanation of benefits; and that | am eligible for reimbursement under the following plan(s):

Asuris [ ] Medicare [ | Other{ |

Date of Condtion or lliness Provider of Service Bill Charged Co-pay Amount

Service Or Prescription Name

2/ 2/202( £mS Transpo-t Coitoon o Vopprcpnes (0SS0 el 154G
& _

TOTAL: /&7 58 L 50
§-19-2(

Date

Print Name
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City of Kennewick Billing Phone: (B00) 238-9388
C/O Billing Services

Billing Fax: (360) 394-7098
PO Box 3510

. Billing Email: kennewick@emspatient.com
KE NEW! CK Silverdale, WA 98383-3510 www.emspatient.com/kennewick

| AMBULANCE SERVICES STATEMENT
%ﬁ— IMPORTANT MESSAGE:

Patient #:_

INSURANCE INFO:
Primary: Premera Blue Card Medadvantage

.Date of Service  Transport ID Number Charges Payments Discounts Balance

02/02/28 _ $1,015,50 ($600.01) $0,00 $415.49

Last Payment Date: 4/28/2028

For more information, or to make a payment online, visit our web site at
www.emspatient.com/kennewick. Transiation services available,

Current 31-60 61-90 91-120 Over 120 CURRENT BALANCE:  $415.49
$415.49 $0.00 $0.00 $0.00 so00 | PLEASE PAY THIS AMOUNT =>  $416.49

“PETACH ALONG LiNE AND RETURN STUB WITH YOUR PAYMENT. THANIK YOU

City of Kennewic!{ : IF PAVING BY VI3A, MASTEROAAD, DISCOVER OR AMERICAN EXPAESS, FILL DUT SELOW
C/Q Billing Services DISCOVER [ AMER.EXP.
o BOX 351 0 CABD NUMBER EXP DATE ACUHT
: ilverdale, WA 98383-3510 —p——— e
- RETURN SERVICE REQUESTED (AVJ_KIEN:FIO“‘ADKD‘CAH’
STATEMENT DATE PATIENT ID PAY THIS AMOUNT
4/30/2026 ] $415.49
CHARGES AND CREDITS MADE AFTERsTATSMENT | SHOW AMOUNT
DATEWiLL ARPEAR ON NEXT STATEMENT PAID HERE
168662 « 421

AEMITTO!

l ll II[lll"ll|ll|l'|'ll"”|"|l||¥

City of Kennewick

C/0 BILLING SERVICES

PO BOX 3510

SILVERDALE WA 98383~3510

TR A (U LRI B B B TR

EL4Z00 £000
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LEQFF | — CERTIFICATION CLAIM FORM — FIRE

[ hereby certify under penalty of perjury that this is a true and correct claim for necessary medical expenses incurred by me, and that no

payment has been received by me on account thereof.
| further certify that | am an active/retired member of the Kennewick Fire Department; that the following claim was required by an allowable

provider; | am enclosing the required explanation of benefits; and that | am eligible for reimbursement under the following plan(s):

Asuris [ ] Medicare [ ] Other[ 1]
Date of Condtion or lliness Provider of Service Blll Charged Co-pay Amount
Senviee Tt Solotiyn Tor Home Core TG BLED 5CRL 7
2e)ze Hoalthe are

s )2ge

TOTAL: 565%6.-S 7 5CI-S 7

1 B 22420
Print Name ignature Date

- Board Use Only.

pAD (Feb 2026)
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kristi.mbc@live.com

DRI
From: Kristi Smith <Kristi.Smith@ci.kennewick.wa.us>
Sent: Monday, May 18, 2026 2:21 PM
To: krist.mbc@live.com

Good afternoon,

I'm sorry for the delay | need to check with my claims department on the coding part. In the meantime, |
have communicated with the provider and they advised they are happy to help provide what is needed.
They do need the request in writing, and | am not able to do that. | communicated with Matt S, with
Solutions in Home care at 509-627-8575 and he referred me to communicate with Haley their billing
specialist Monday-Thursday if you want to pass the information to the daughter so they can help her get
what is needed.

The written request of what is needed can be sent to the following emails-

Haley®@solutionsinhomecare.com

Matt@solutionsinhomecare.com

The following is needed currently-

e Service/CPT/HCPCS code(s) and/or description(s)
» Units

« Diagnosis code(s) and/or description(s}

o Provider NPI

Thank you,

Flor Patterson
Medicare Customér Sarvice Ambassador
(800} 541-8981 Ext: 6572

M-F7AM-A4PM
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Solutions In-Home Care
509-627-8575

7401 W Hood PI. Suite 204
Kennewick, WA 99336

Bal D 8,576.44
INVOICE alarice Due S

Bill To Invoice # [ |
Date 03/01/26
Status Unpaid
Service From 02/16/26
To 02/23/26
Client ]

Insurance Policy # Tax ID 900770219 Home Health Aide $9122

Total Hours

180.37

Amount

Description Quantity Rate
02/16/26 (Mon) @ 12:00am - 7:24am - CG: Bryanna (Level 4) ' Hours Normal 7.4 % $50.00
Care Coordlnation Serwce fee (semlmonthly) Expense | 1 $75 00
02/16/26 (Mon) @ 1 00am 3 14pm CG Alexia (Level 4) . ; Hours Normal B BHZSEEGOO
02/16/26 (Mon) @ 2: 57pm 11:12pm - CG Fia;Jé[ELevel t;) § Houglilo;ngld 8. 25 ; $46 00 5
02/16/26 (Mon) @ 10: 5737p—r.|71v-142670am -CG: Bl;;r;ﬁazé;el 4) I Hours Normal i 1 1167 $46 00 §
i 02/17/26 (Tue) @ 12 OOam 7 18am - CG: Bryanna (Level 4) Hourg Normal 5 7.3 $46 00 :
| 02/17/26 (Tue) @ 7: 08am 3 02pm CG: Alexm (Level 4) | ‘ Hddrs Normal 7.9 | $46.00
02/17/26 (Tue) @ 2: 56pm 11 17pm CG Raquel (Level 4) g .Hours Normal 8.35 $46.00
' 02/17/26 (Tue) @ 10: 57pm 12 00am - CG Br;r;;rgﬂ(;;;:) “ ': Hours Normal 1.05 > $1716.‘00A |
02/18}5&\)\]&) @ 12 00am 7 ]:4am cG: Bryanna (Level 4) o Hours Normal | | 7.2333 ?$46 06
02/18/26 (Wed) @ 6: 55am 3 08pm CG Alexla (Level 4) Hours Normal ; 8. 2167 | $46. 00
02/18/26 (Wed) @1 OOpm 2 45pm - CG: Dulce (Care Coordlnatlon) Hours Normal 1 75 $50 00 |
02/18/26 (Wed) @ 3:00pm - 11:19pm - CG: Nrcole (Level 4) Hburs Normél . 8.3167 i $46.00
02/18/26 (Wed) @ 11:03pm - 12: aaa“rr“l_CG“Bryanna (Lev_e~I li)m “ _% HQQ}S Normal 0.95 | $46.00
02/19/26 (Thu) —.@“1“2m003.rﬁm; 11am CG: Bwann;iLevel 4) | Hours Normal | 71833 $4800
O'ZEQEGSTThu) @ 7 omé?ba?[ﬁ CG Alexm (Level 4) % Hours Normal § 8 1167 | $46 00
02/19/26 (Thu) @ 2 53pm - 11: 08pm CG: Nicole (Level 4) § Hours Normal § 8.25 | $46.00 |
1 02/19/26 (Thu) @ 10:56pm - 12:00am - CG Xochitl \\"So-Chill"\\ - Hours Normal | . 1.0667 §$46.00

| PRN (Level 4) : } 1 ,
| 1 02/20/26 (Fri) @ 12:00am - 7:02am - CG: Xochitl \\"So-Chill"\\ - PRN Hours Normal 7.0333 : $46.00
| (Level 4) { { ! |
i }

02/20/26 (Fn) @7 OOam 3 Olpm CG Alexla (Level 4) Hours Normal 8.0167 %$46.00 |

Solutions In-Home Care - Invoice #-

$370.00 |
$75 00

$378 73

$379.50 ’

$51.37 i

$335.80 |
$363.40 |

$384.10 |

$48.30 |
 $332.73
$377.97
$87. 50 ’
$382.57
$43 70 |
4330, 43;E
 $373.37
$379.50

$49.07

$323.53

$368.77 |
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Description Rate

2 $50 00 : ;

srmuts A.l’!‘!

Amount

$100.00

Iy s

$284 43

$153.34 |

Quantity

02/20/26 (Fra) @ 12 OOpm 2 OOpm CG Duice (Care Coordtnatlon)
(02/20/26 (Frl) @ 2 SSpm 9 06pm CG Klmbeﬁy (Level 4)

B e L St e e IS S 3 8 = ST L 4 R ST P S i o e et

02/20/26 (Fn) @ 8: SGpm 12 00am - CG: Xochitl \\"So-Chill"\\ - PRN
: ! (Level 4) ; i

i i }
O v O R e o o e X

: 02/21/26 (Sat) @ 12:00am - 7 Olam CG: Xochitl \\"So Chll(“\\ PRN | Hours Norma! 7 0167 ; $50 00 |
( (Level 4) H : 2 i

1

$350.84 :

------ S S i 20 e Yo o A e N LT 2 A S

i 02/21/26 (Sat) @ 6 SSam 3 04pm CG Lara (E.evel 2) , Hours Normal i

4 $372.60
z 02/21/26 (Sat) @ 2:56pm - 11:18pm - CG: Adnana (Level 2) _ Hours Normal 8 3667 $46 00 i $384.87
( 02/21/26 (Sat) @ 8 OOpm 8 45pm CG Bulce (Care Coordinatlon)

Jwa sgmm Yo sy e

Hours Normal 0 75 $50 00 ; $37 50

T > w b

]

‘02/21/26 (Sat) @ 10 56pm 12: OOam CG Emmerson {Level 4)

[;yfnv‘ =

Hours Normal 1, 0667 $50 00 ' $53 34

{ 02/22/26 (Sun) @ 12 OOam 7 07am CG Emmerson (Levei 4) ‘ Hours Norma( . - $355 84
1 02/22/26 (Sun) @ 6: 54am 6 57pm CG Lar‘a“(hlje:o( 4) - ; Hours I:(orrno( $602 50 !
02122726 (5un) @ 6:55pm - 11:28pm - CG: li(ir:éna (Level 4) | HoursNormal! 22750
E 02/22/26 (Sun) @ 8 OOpm 8. 45pm CG Du(cme (Care Coord|n;t|:n)m ’Hours Noor-n;) “ 0 75 $50 00 : $;37.50‘

[P, S

f 02/22/26 (Sun) @ 10:56pm - 12; OOam - CG Emmerson (Level 4) Hours Norrnal 1 1. 0667 ; $50.00 ‘ $53 34 i

i

5 02/23/26 (Mon) @ 12 OOam 2 333m CG: Emmerson (Level 4) = Hours Normal 2 55 $50.00 $127 50

| [susread)

o 2

Memo: Applied Payments & Credits
Thank you for choosing Solutions In-Home
Care! Date _ __Type Amount

There are no applied payments or cred:ts for thns Invoice

AMOUNT DUE ON THIS INVOICE:
$8,576.44

Solutions In-Home Care - Invoice -

2/3
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Notice of Denial of Payment
Date: April 7, 2026 Member number:
Claim number:
Name: [

Provider: Paiee Member

Coverage for your medical services/items was denied
We've denied the payment of medical services/items or Medicare Part B drug listed below that
you or your provider requested:

Ctfaim Line Date of Service Type of Service Charge %%"J:l
1 02/02/2028 $14,163.01 B16
Why was coverage denied?
We denied the payment of medical services/items or Medicare Part B drug listed above because:
Denial Code Denial Explanation
B16 Please resubmit claim with an itemized invoice. The recelpt/EOB praviously
submitted was insufficient or not legible for processing

Share a copy of this decision with your provider and discuss next steps. If your provider asked for
coverage on your behalf, we already sent them a copy of this denial notice.

You have the right to appeal our decision

You have the right to ask Regence MedAdvantage to review our decision by asking us for an

appeal within 65 calendar days of the date of this notice. If you ask for an appeal after 65 days,

K/clzu must explain why your appeal is late. See "How to ask for an appeal with Regence
edAdvantage" on the next page.

How to keep your services white we review your case: If we're stopping or reducing a service, you
can keep getiing the service while your case is being reviewed. For service to continue, you rust
ask for an appeal within 10 days of the date of this notice or before the service is stopped or
reduced, whichever is tater. Your provider must agree that you should keep getting the service.
You may have to pay for these services if you lose your appeal. '

If you want someone else to act for you

You can name a relative, friend, attorney, provider, or someone else to act as your representative.
If you want someone else to act for you, call us at: 1-888-319-8904 to learn how to name your
representative. TTY users call 711,

Form CMS 10003-NDMCP OMB Approval 0938-0829 (Expires 11/30/2027)

Letter Number:_ MedAdv notice of claim denial

%5



Family Leave Certification - Serious Health Condition

op . - g Washington
Certificado de permiso familiar: condicién de salud Paid Family& Medical Leave
grave Employment Security Department
Use this form when taking leave to care fora Use este formulario cuando solicite un permiso pava cuidar a
family member who has a serious health condition. un familiar que tenga una condicion de salud grave.

' SECC.!GN: 1 i.nforf!ﬁéﬁ.én?@ei cliente del permiso-

Nama of person applymg fnr family teave* | Nombre de ia persona que solicita el permiso familiar "
Jennifer Ayres

Date of birth (MM/DD/YYYY)* | Fecha de
nacimiento (MM/DD/YYYY)¥ @

Paid Leave Customer ID | identificacion de cliente del permiso

n | SECCION 2: Certificado del proveedorde

icomplete forrns: may delay yourpattents ehglblhty for be efit _': e : T

Paﬁent’s il :_ Paﬂe“t s Date Of blnh (MM/DD/YYW) -

Briefly describe the serious health condition*, Your answers shouid be your best estimate based on your medical

knowledge, experience, and examination of the patient @oj—, onk, 18 dimibred o hospres—
Services Wi and Chrentc Dys (?m}msnﬁ _
&eease LaT¥ Loy S O ess e |ifeS? -

Provide the start and end dates for the teave needed due to the serious health condition described above*:.
Give specific dates, Terms such as “unknown” or “indeterminate” won't be sufficient to determine Paid Leave eligibility.

Start date (MM/DO/YYYY)*: &_ /l&_/ﬁ_{p End date (MM/DD/YYYY)* : _&_ / 12./ 2 lo

3 Qndltlon,” and that am a

: lth care, prawd fauthonzed to certzfy their: coﬁd(t(on (RC W ,‘50A.05 070 WAC 792~500—le A :

Signature* ; BVGHdOYl Thomas Date (MM/DD/YYYY)* _;-?_ /__OL /é_[t?

Branden Thomas (Feb 19, 2026 14:40:18 PST)

Name and tm&’%‘\mﬂmﬂqb ;BO

Certificate license number-and state: Type of practice/Specialty* :

ODVo 2207 Ol e
Phone* : 5(9% _ ._:}‘%5’__—} Z/‘ l Ko Ermail a;idress "('@besﬂ\g.e ﬁefa\
| ;Busmess address* : LJ(BO MM‘ %SC ) MMI \Nv)( q C,? 552~

' L Employment Secunty Depanment is.an equal opportumty employer/program. Auxnlsary axds and serviCes are; availabie '
T ' f¢ th disabiljties, Language assistance services:for limited: Enghsh proﬂcten ndlwduals al‘e A
available free of charge. Washlngton Relay Serwce 11 ' :

FARHLY LEAVE CERTIFCATION { CERTIFICADO DI PERMIST FANILIAR
ORDATED JUNE 2024  ACTUALIZART EM JUNIO DE 2024 PAGE 1 OF 1
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From: Haley Lakey <haley@solutionsinhomecare.com>
Sent: Thursday, May 21, 2026 3:47 PM

To: Matt Steltenpohi <matt@solutionsinhomecare.com>;
Cc: Kristi Smith <Kristi.Smith@ci.kennewick.wa.us>;
Subject: Re: Regence info Needed

1. Code and Service Description

S$9122 is a per-hour code for in-home care provided by a home health aide (HHA) or
certified nurse assistant (CNA) for activities of daily living (ADLs) such as bathing, dressing,
grooming, toileting, medication reminders, light wound care, and vital sign monitoring.

2. Units
Itis billed in units (each unit =1 hour) Hours listed are under total hours on the top right of
each Solutions Invoice.

3. Diagnosis Code

This would be from his actual Physician. We do not assign these codes, but i can see the
following ICD-10 Caode's on a document from his Physician. If you want to double check on
these please call his Physician to see if there may be more.

J44.1 COPD with (acute) exacerbaticon
J18.9 Pneumonia

J96.10: Chronic respiratory failure
R06.02 Chronic shortness of breath

4. Provider NP!
HHC Sotutions/Solutions In-Home Care 1811383680

Please let me know if you need anything else.

Thanks,
Haley Lakey
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