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% IKAISER PERMANENTE.
Member Relations Griévance and Appeal Form,

We want to help you resolve your grievance or appeal. The more information and supporting
documentation you provide, the better we can assist you. We will send you an acknowledgment
letter within seven days of receiving your completed form. It will include the name and telephone
number of the administrator assigned to coordinate your case.

Patient information:

W/////\/é/éd Health Record Number Zj/ 7 ';/éog 7/
b D0 2E. e P02

Date of Birth ‘i 12 %/é d} / 7/& Phone number &j &/ %3 ”/ &éé

If you are représenting the patient in this matter?ﬁtional authorjzdtion may be required.

What is your name

Relationship to patient // //;/ /><

What does your concern involve? %

Q -
Are you requesting reimbursement? If so, what is:the amount‘7 O <o0

Are you requesting an adjustment to an account‘7 // /,z% y /7</ s —% o

If so, what is the amount? . Account #

Are you requesting care or sefvicg? If so, what care or service are you requesting?

Describe your concern: Please provide as much detail as possible e.g. date(s), location etc.

/ 4 .
" 7 Dt rred. ahaiil. TS0 J2Lr] D Spot

(Additionatspace on back of form)

How can we help you? Please be specific.

(Additional space on back of for /,
Signature [ 0 /// 2 A/ //ZQ Date /p’;// // 7// RO e

(pah%nt é rent or legal guardian)

Return completed form to:
Kaiser Foundation Health Plan of the Northwest
Member Relations Department ‘
500 NE Multnomah St, Ste #100
Portland, OR 97232
Fax 503-813-3985
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Verified Correct Copy of Original 8/20/2014.

E Qﬁa .
2 KAISER PERMANENTE.
Member Relations Grievance and Appeal Form

We want to help you resolve your grievance or appeal. The more mformatlon and supporting
documentation you provide, the bettex: we can assist you.

Patient informati

Name /, %/ﬂﬂ/ / // i ZZ{/ Health Record umber ?-702 / / A/CB) ?
Address [f 75)24 714/6 /C/ /&ﬁ// @( %//

Date of Birth _EZ[L;’ /F ; / ?[d\f Phone number 5 03 /7@0 = / 0 / /

What does your concern involve?

Are you requesting reimbursement? If so, what is the amountj / 7_52) &/ w D

Are you requesting an adjustment to an account? /)6/,)

If so, what is the amount? Account#

Are you requestj?e or serv1ce‘7 If so, what cate o¥service are you requesting?

20,2l o M Sty wd Py J P
Ao i I u@ T4 o A elle?

Describe your concern. Please provide as much detail as possible e.g. date(s),

B p Ty Appnl s i

<D l?_/@w?. e fhat L o A Dne Tiws
(Additional space on back of form) W ﬁ L2 N/ # .4, 6@ e

How can we help you? Please be specific.

(Additionalspdce on back of form)

If you are representing the patient in this matter additional authorization may be required.

What is your name

Relationship to patient

Signature %ﬂm/ // ) Z//J Date iﬂ =~ / 2y 5

(Patl nt, p tehtor fegal guardian)

Return completed form to:
Kaiser Foundation Health Plan of the Northwest
Member Relations Department
500 NE Multnomah St, Ste #100
Portland, OR 97232
Fax 503-813-3985
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Kaiser Foundation Health Plan of the Northwest

November 26, 2012

Cheryl Willis
5906 NE 14" Ave.

Portland, (?R 97211 Wé( W/ M hO WW)D
e cents - EEG 9

Dear Ms. Willis:

Verified Correct Copy of Original 8/20/2014.

Your request for $750,000 compensation fortie’/dental care you received on or around
July 12, 2012, was previously received in‘the Risk Management Department.

Your request has been reviewed, efid the circumstances evaluated. As you may
remember, prior to the procedure you signed the enclosed “Endodontic Informed
Consent” form. This form clearly)lists the risks which include “instruments separated
within the canal.” Due to thig, I\regret to inform you that the decision has been made to
deny your request for comiperisation.

I do realize this is nét the decision you would have wanted or hoped to receive. There
is no appeal to this within the Kaiser system.

Very truly yours;

‘"/(z’mﬁ& eVl @@n d

Teresa M. Keeney
Claims Management Coordinator
Professional & Public Liability

Kaiser Permanente, Northwest Region
Willis Denial.doc

Kaiser Permanente Building
500 NE Multnomah Street, Suite 100
Perlard; OR 97232-2099
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%\\W/fé i(AESER PERMAN EME@ i} : ' Kaiser Foundation Health Plan of the Northwest

April 25, 2014

Cheryl Willis
5906 NE 14" Ave.
Portland, OR 97211

Verified Correct Copy of Original 8/20/2014.

RE:  Cheryl Willis
Health Record No: 7219-40-27

Dear Ms. Willis:

Your request for compensation for pain and.stffering in the amount of $100,000
has been received in the Risk Managemerit department.

We are considering reimbursement ¥or your dental treatment but in order to
complete our review, we will neég to receive copies of all your non-KP dental
records for the past 2 years.

Should you have any questions, I can be reached at 503-813-4864.

Very truly yours,

Teresa M. Keeney
Claims Management Coordinator
Professional and Public Liability

Kaiser Permanente, Northwest Region
Wiliis.RegDentalRecs. Lir

Kaiser Permanente Building
500 NE Multnomah Street, Suite 100

Portland, OR 97232-2099 0003-6509 12-00



