
Confidential Application for THERAPEUTIC TREATMENT HOME SERVICES 

AK Child & Family understands that the decision to apply for services often comes at a time 
of stress for families. We appreciate your interest in our agency and look forward to working 
with you. Upon receiving a referral the Director of Admissions will notify you of its receipt 
and notify you of the Intake Clinical Therapist who has been assigned to screen and process 
the referral. If at any point you have questions or concerns about the intake process please do 
not hesitate to contact the assigned Intake Clinical Therapist (907)346-2101 or the Director of 
Admissions at (907)348-9262. 

In order to ensure that applications are processed as timely as possible the following 
documents should be submitted along with this application for services: 

Attached? Requested Documentation 
x  Yes  x  No Release of Information Forms (preferred ones are included in this 

application) 
x  Yes  x  No Custody Document (must be Legal document) 
x  Yes  x  No Psychological and/or Psychiatric Evaluations 
x  Yes  x  No Disposition Report (if applicable) 
x  Yes  x  No Discharge Summaries from previous placements/treatments 
x  Yes  x  No Copy of School Records (especially IEPs, BIPs and any 

documentation related to suspensions, detentions or expulsions). 
x  Yes  x  No Immunization Records 
x  Yes  x  No Most recent physical exam 
x  Yes  x  No Master Treatment Plan to Include two most recent reviews 
x  Yes  x  No Insurance information (complete attached sheet and provide copy 

of subscriber’s ID, DOB and SSN). 
x  Yes  x  No Copy of child’s Birth Certificate 
x  Yes  x  No Copy of child’s Social Security Card 
x  Yes  x  No Tribal Enrollment Verification (if applicable) 



Confidential Application for THERAPEUTIC TREATMENT HOME SERVICES 

Please direct questions and completed applications to the AK Child & Family Admissions Department at 4600 Abbott Road, 
Anchorage AK 99507.  Referral email: admissionsoffice@akchild.org  Phone: (907)346-2101/ Fax: (907)348-9230 

Date Completed:____________________ Completed By: _________________________________ 

Referred Student: _____________________________ 

Preferred or Cultural Name: 
_____________________________________________ 

Date of Birth: ______________SS#:_______________ 

Biological Gender: _________ 

Identified Gender: _________ 

Sexual Orientation: ____________________________ 

Race: ______________ Ethnicity: _________________ 

Tribal Affiliation:______________________________ 

Preferred Language: ___________________________ 

Is an interpreter needed?   x  Yes     x  No 

Current Placement: ____________________________ 

Current Placement Contact Name and Info: 
_____________________________________________
_____________________________________________ 

Release of Information for Current Placement? 
 x  Yes  x  No 

Most Current Psychiatric Diagnosis Name and Code 

_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________ 

Please list any recent medical or psychiatric testing 
that has occurred for this youth in the past year: 
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________ 

Smoking Status:_______________________________ 

Military Status: _______________________________ 

Are Parental Rights Still Intact?  x  Yes     x  No 

Parent’s Name: ______________________________ 

Phone: ______________________________________ 

Email: _______________________________________ 

Address: _____________________________________ 

City/State/Zip:_________________________________ 

Legal Custodian?  x  Yes    x   No 

Parent’s Name: _______________________________ 

Phone: _______________________________________ 

Email: _______________________________________ 

Address: _____________________________________ 

City/State/Zip:_________________________________ 

Legal Custodian?  x  Yes    x   No 

Custodian (if not parent): _______________________ 

Phone: _______________________________________ 

Email: _______________________________________ 

Address: _____________________________________ 

City/State/Zip:_________________________________ 

Household Income and
Number of Household Members
 (for grant and state reporting): 
____________________________________________ 

How did you hear about AK Child and Family? 

____________________________________________ 

mailto:admissionsoffice@akchild.org


Confidential Application for THERAPEUTIC TREATMENT HOME SERVICES 

Additional TTH Screening Questions to assist with Matching 

1. Does the youth require a specialized diet? If so, what is it?__________________________________________

2. Please list youth’s allergies:____________________________________________________________________

3. Does the youth attend church? If so, which church? _______________________________________________

4. What school is the youth currently attending? ____________________________________________________

5. Does the youth have other siblings?

___________________________________________________________________________________________

___________________________________________________________________________________________

6. What are the plans for sibling contact while youth is placed in TFC?

___________________________________________________________________________________________

___________________________________________________________________________________________

7. Will youth need therapy involving siblings?

___________________________________________________________________________________________

___________________________________________________________________________________________

8. What will family contact look like while youth is placed in TFC?

___________________________________________________________________________________________

___________________________________________________________________________________________

9. Does youth have any animal related fears or inappropriate or unsafe behavior with animals? If so, what

are they?

___________________________________________________________________________________________

___________________________________________________________________________________________

10. Are there any concerns with youth being around other children in the home environment?

___________________________________________________________________________________________

___________________________________________________________________________________________

11. Are there any regular appointments that the youth must attend, such as physical therapy, individual or

family therapy, or others?

___________________________________________________________________________________________

___________________________________________________________________________________________

12. Are there any extracurricular activities that the youth is currently involved in or would like to be in?

___________________________________________________________________________________________

___________________________________________________________________________________________

13. Please select any of the following night time behaviors exhibited by the youth:

a. Difficulty falling asleep b. Difficulty waking up c. Night Terrors d. Bedwetting

b. Sleep walking c. Sleep Talking d. Other ________________________



Consent to use Telehealth Services 

AK Child & Family 

Telehealth services may be used in the course of treatment at AK Child & Family. The service that is used is secure and encrypted in order 
to protect the privacy of the services. These services are not required and will only be conducted with the consent of the student and/ or 
parent/ guardian. Telehealth services are subject to the following procedures and understandings: 

Telehealth services provide the benefit of face to face interaction although you will not be in the same room as your provider . 
Whether or not to utilize Telehealth services will be a mutual decision agreed upon by both the student / guardian / parent and 
service provider. In some cases, the service provider may recommend services that require the student/ guardian / parent's 
physical presence if reasonably possible. 
Telehealth services will be scheduled in advance at a designated time agreed upon by both the student / parent/ guardian and 
provider. 
Telehealth services provided via computer should be accessed through a safe and secure connection . Be sure to use a computer 
that is in a confidential or private area and always fully exit all online counseling sessions when they are complete. 
Telehealth services may also include online functionality, such as posting of notes or chat logs during the session. T his 
information may be printed by your provider, and if so, it will be treated as confidential. 
If Telehealth services cannot be conducted d_ue to technical difficulties, you should immediately contact your provider to schedule 
a new session. 

Using Telehealth services is entirely voluntary and will not impact the quality of care you receive from AK Child & Family should you decide 
not to use these services. AK Child & Family will not condition treatment or payment for health care on whether or not you use Telehealth 
services or sign this agreement. 

AK Child & Family is not liable for any claims and I or damages arising from following:· 
Interruption in the ability to conduct Telehealth services due to technical difficulties, technical maintenance, or system failure. 

ii. Access by friends, family members or other third parties who may enter the room on the patient side during Telehealth sessions . 
iii. Breaches of privacy and security due to the fault of the third party videoconferencing provider. 

Telehealth Consent 

By signing below, you acknowledge that you have read and fully understand the information in this document. You have been given the risks 
and benefits of such services _and technologies, and understand the risks associated with on line communications with 
AK Child & Family, and consent to the conditions as indicated herein. In addition, you agree to adhere to the policies set forth above, as 
well as any other instructions or guidelines that AK Child & Family may impose for using the electronic communications. 

Parent/ Guardian Printe·d Name Date 

Parent/ Guardian Signature Date 

Witness Date 

Printed Jul-15-2021@ 5:19 pm DOB Page 1 of 1 



Youth Name: __________________________ Youth DOB: ____________________ 

Primary Insurance __________________________ Insurance ID ______________________ 

Group # __________________________________ Rx# _____________________________ 

Insurance Address __________________________ Insurance Phone __________________ 

_________________________________________ 

Policy Holder’s Name _______________________ DOB ____________________________ 

Policy Holder’s Address______________________ SSN _____________________________ 

_________________________________________ 

Secondary Insurance __________________________ Insurance ID ______________________ 

Group # __________________________________ Rx# _____________________________ 

Insurance Address __________________________ Insurance Phone __________________ 

_________________________________________ 

Policy Holder’s Name _______________________ DOB ____________________________ 

Policy Holder’s Address______________________ SSN _____________________________ 

_________________________________________ 

Tertiary Insurance __________________________ Insurance ID ______________________ 

Group # __________________________________ Rx# _____________________________ 

Insurance Address __________________________ Insurance Phone __________________ 

_________________________________________ 

Policy Holder’s Name _______________________ DOB ____________________________ 

Policy Holder’s Address______________________ SSN _____________________________ 

_________________________________________ 

For Office Use Only: 

Admit Date: _________    Unit Admitted to:___________ 

X  Copy of Insurance Card Received  X  Medicaid Consent for Enrollment Received 

X  Copy of Birth Certificate Received  X  Copy of SSN Card Received 

Insurance Information 
AK Child & Family 



APPENDIX C OPTIONAL 

Appointing an Authorized Representative 

Would you li.ke to allow someone to represent you on fill matters related to your application and case? 

You can give a trusted person or an organization permission to talk about your application and case with us, see your information, 
and act for you on matters related to your Public Assistance case. This person is called an •authorized representative." An authorized 
representative can make changes to your Public Assistance case and has access to the information in your case file. You will be held 
responsible for any change that is made to your case by your appointed authorized representative, up to and including potential fraud 
charges. 
The Division of Public Assistance can release any information regarding your application and case to your authorized representative 
or any member of the organization indicated on this form. More than one person or organization can serve as your authorized 
representative. 
You can appoint, withdraw, or change an authorized representative at any time. If you ever need to change your authorized 
representative, contact the Division of Public Assistance. If you are a legally appointed representative for someone on this application
and provide proof, you do not need to complete this section. 

Name of Authorized Representative (First name. Middle name. Last name) or Organization 
A k  Child and Family 

Phone Number 
907-346-2101

Authorized Representa tive's Address 
4600 Abbott Rd 

Apartment or suite number Email 
jgage@akchild.org 

City 
Anchorage I 

State 
AK 

ZIP code 
99508 

@New QChange Q Addition 0 Remove this person or organization as my authorized representative 

OR 

Permission to Release Information 
Is there anyone that you would like us to share information with about your application and case? 

By completing this section, you can give permission for the following person or organization lo receive information about your Public 
Assistance application and benefit status, but they will not have the ability to act on your behalf like an authorized representative. You 
give the Division of Public Assistance permission to release information about your case status to this additional person or 
organization. You may cancel this release at any time by contacting the Division of Public Assistance. 

Name of person (First name, Middle name, Last name) or Organization 
AK Child and Family 

Phone Number 
907-346-2101

Addr ess 
4600 Abbott Rd 

Apartment or suite number Email 
jgage@akchild.org 

City Stale 
Anchorage 

AND 

Applicant/ Recipient's Signature 

AK 

ZIP code 
99508 

-Date (mm/dd/yyyy)
I 

Applicant/ Recipient's Printed Name Security Number or Case Number 

To be valid, this form must be signed by the appllcant or recipient. 

Gen 58 (06-4035) rev 05/20 
Page 23of 28 



□ □ □ 
□ □ 

□ □ □ 
□ □ □ 
□ □ 
□ □ 
□ □ 
□ □ 

□ □ □ □ Treatment Legal Request Insurance Claim Other:

Please check specific information to be released: 
 

I hereby authorize AK Child & Family to exchange personal health information between AK Child & Family 

and   Name:  Medicaid__________________ Fax:   ________________________________ 

Address:   

for Student Name: _____________________ Date of Birth: 

PLEASE RETURN FORM TO: ATTENTION:  Admissions Department 

This information may be used for continuation of care. I understand this authorization will expire on and / or 
6 months following the date of discharge from any AK Child & Family, revocation of custody or guardianship, or upon written revocation, 
whichever comes first. This authorization may be revoked prior to the expiration, but not retroactively. Photo static and / or facsimile copies of 
this authorization will be considered as valid as the original. 

PROHIBITION ON REDISCLOSURE: This information has been disclosed to you from records whose confidentiality is protected by federal law. Federal 
regulations (42 CFR part 2) prohibit you from making any further disclosure of this information except with the specific written consent of the person to whom 
it pertains. A general authorization for the release of medical or other information if held by another party is not sufficient for this purpose. Federal regulations 
restrict any use of this information to investigate or prosecute any alcohol or drug abuse patient. Disclosure of patient information is permitted with the patient’s 
written consent: however, disclosures to central registries and in connection with criminal justice referrals must meet the following specific regulations: (42 CFR 
2.32 and 2.33). This information disseminated from AK Child & Family. 

I acknowledge that the information to be released is protected by Federal law and may include information regarding drug / alcohol abuse, 
sexually transmitted diseases / HIV and / or Hepatitis B. My signature below authorizes the release of this information. 
I understand that authorizing the disclosure of the above information is voluntary and I need not sign this form to ensure treatment. 
I understand that once the above information is disclosed, it may be subject to re-disclosure by the recipient and no longer protected by federal 
privacy laws or regulations. 

Student: Date: 

Parent / Guardian: Date: 

Witness: Date: 

DOB 

Authorization for Exchange of Information 
AK Child & Family 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Progress Notes  Discharge / Continuing Care Summary  School Records (Transcripts, 
 

Consultations  Medical History / Physical Exam  Disciplinary Reports, IEP, Other Plans) 
Neuropsychological Assessment  Medical / Dental Aftercare Plan  Immunization Records 
Psychological Assessment(s)  Medical and Laboratory Results Special Education Records 
Treatment Plan and Review(s)  Physician Orders 
Intake / Mental Health Assessment 
Psychiatric Assessment 

  

 Verbal exchange of all information to aid in 
UA Results 

   

assess ing and / or treating student 

AK Child & Family • 4600 Abbott Road Anchorage, AK 99507 • (907) 346-2101 • Fax (907) 348-9230 



□ □ □ 
□ □ 

□ □ □ 
□ □ □ 
□ □ 
□ □ 
□ □ 
□ 

□ □ □ □ Treatment Legal Request Insurance Claim Other:

Please check specific information to be released: 
 

I hereby authorize AK Child & Family to exchange personal health information between AK Child & Family 

and   Name:  Last Medication Management Provider__________________ Fax:   ________________________________ 

Address:   

for Student Name: _____________________ Date of Birth: 

PLEASE RETURN FORM TO: ATTENTION:  Admissions Department 

This information may be used for continuation of care. I understand this authorization will expire on and / or 
6 months following the date of discharge from any AK Child & Family, revocation of custody or guardianship, or upon written revocation, 
whichever comes first. This authorization may be revoked prior to the expiration, but not retroactively. Photo static and / or facsimile copies of 
this authorization will be considered as valid as the original. 

PROHIBITION ON REDISCLOSURE: This information has been disclosed to you from records whose confidentiality is protected by federal law. Federal 
regulations (42 CFR part 2) prohibit you from making any further disclosure of this information except with the specific written consent of the person to whom 
it pertains. A general authorization for the release of medical or other information if held by another party is not sufficient for this purpose. Federal regulations 
restrict any use of this information to investigate or prosecute any alcohol or drug abuse patient. Disclosure of patient information is permitted with the patient’s 
written consent: however, disclosures to central registries and in connection with criminal justice referrals must meet the following specific regulations: (42 CFR 
2.32 and 2.33). This information disseminated from AK Child & Family. 

I acknowledge that the information to be released is protected by Federal law and may include information regarding drug / alcohol abuse, 
sexually transmitted diseases / HIV and / or Hepatitis B. My signature below authorizes the release of this information. 
I understand that authorizing the disclosure of the above information is voluntary and I need not sign this form to ensure treatment. 
I understand that once the above information is disclosed, it may be subject to re-disclosure by the recipient and no longer protected by federal 
privacy laws or regulations. 

Student: Date: 

Parent / Guardian: Date: 

Witness: Date: 

DOB 

Authorization for Exchange of Information 
AK Child & Family 

 

 

 

 

 

 

 

 □ 

 

 

 

 

 

 

 

 

Progress Notes  Discharge / Continuing Care Summary  School Records (Transcripts, 
 

Consultations  Medical History / Physical Exam  Disciplinary Reports, IEP, Other Plans) 
Neuropsychological Assessment  Medical / Dental Aftercare Plan  Immunization Records 
Psychological Assessment(s)  Medical and Laboratory Results Special Education Records 
Treatment Plan and Review(s)  Physician Orders 
Intake / Mental Health Assessment 
Psychiatric Assessment 

  

 Verbal exchange of all information to aid in 
UA Results 

   

assess ing and / or treating student 

AK Child & Family • 4600 Abbott Road Anchorage, AK 99507 • (907) 346-2101 • Fax (907) 348-9230 



□ □ □ 
□ □ 
□ □ □ 
□ □ □ 
□ □ 
□ □ 
□ □ 
□ □ 

□ □ □ □ Treatment Legal Request Insurance Claim Other:

Please check specific information to be released: 
 

I hereby authorize AK Child & Family to exchange personal health information between AK Child & Family 

and   Name:  Last Outpatient Therapeutic  Provider__________________ Fax:   ________________________________ 

Address:   

for Student Name: _____________________ Date of Birth: 

PLEASE RETURN FORM TO: ATTENTION:  Admissions Department 

This information may be used for continuation of care. I understand this authorization will expire on and / or 
6 months following the date of discharge from any AK Child & Family, revocation of custody or guardianship, or upon written revocation, 
whichever comes first. This authorization may be revoked prior to the expiration, but not retroactively. Photo static and / or facsimile copies of 
this authorization will be considered as valid as the original. 

PROHIBITION ON REDISCLOSURE: This information has been disclosed to you from records whose confidentiality is protected by federal law. Federal 
regulations (42 CFR part 2) prohibit you from making any further disclosure of this information except with the specific written consent of the person to whom 
it pertains. A general authorization for the release of medical or other information if held by another party is not sufficient for this purpose. Federal regulations 
restrict any use of this information to investigate or prosecute any alcohol or drug abuse patient. Disclosure of patient information is permitted with the patient’s 
written consent: however, disclosures to central registries and in connection with criminal justice referrals must meet the following specific regulations: (42 CFR 
2.32 and 2.33). This information disseminated from AK Child & Family. 

I acknowledge that the information to be released is protected by Federal law and may include information regarding drug / alcohol abuse, 
sexually transmitted diseases / HIV and / or Hepatitis B. My signature below authorizes the release of this information. 
I understand that authorizing the disclosure of the above information is voluntary and I need not sign this form to ensure treatment. 
I understand that once the above information is disclosed, it may be subject to re-disclosure by the recipient and no longer protected by federal 
privacy laws or regulations. 

Student: Date: 

Parent / Guardian: Date: 

Witness: Date: 

DOB 

Authorization for Exchange of Information 
AK Child & Family 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

Progress Notes  Discharge / Continuing Care Summary  School Records (Transcripts, 
 

Consultations  Medical History / Physical Exam  Disciplinary Reports, IEP, Other Plans) 
Neuropsychological Assessment  Medical / Dental Aftercare Plan  Immunization Records 
Psychological Assessment(s)  Medical and Laboratory Results Special Education Records 
Treatment Plan and Review(s)  Physician Orders 
Intake / Mental Health Assessment 
Psychiatric Assessment 

  

 Verbal exchange of all information to aid in 
UA Results 

   

assess ing and / or treating student 

AK Child & Family • 4600 Abbott Road Anchorage, AK 99507 • (907) 346-2101 • Fax (907) 348-9230 



□ □ □ 
□ □ 

□ □ □ 
□ □ □ 
□ □ 
□ □ 
□ □ 
□ □ 

□ □ □ □ Treatment Legal Request Insurance Claim Other:

Please check specific information to be released: 
 

I hereby authorize AK Child & Family to exchange personal health information between AK Child & Family 

and   Name:  Primary Doctor__________________ Fax:   ________________________________ 

Address:   

for Student Name: _____________________ Date of Birth: 

PLEASE RETURN FORM TO: ATTENTION:  Admissions Department 

This information may be used for continuation of care. I understand this authorization will expire on and / or 
6 months following the date of discharge from any AK Child & Family, revocation of custody or guardianship, or upon written revocation, 
whichever comes first. This authorization may be revoked prior to the expiration, but not retroactively. Photo static and / or facsimile copies of 
this authorization will be considered as valid as the original. 

PROHIBITION ON REDISCLOSURE: This information has been disclosed to you from records whose confidentiality is protected by federal law. Federal 
regulations (42 CFR part 2) prohibit you from making any further disclosure of this information except with the specific written consent of the person to whom 
it pertains. A general authorization for the release of medical or other information if held by another party is not sufficient for this purpose. Federal regulations 
restrict any use of this information to investigate or prosecute any alcohol or drug abuse patient. Disclosure of patient information is permitted with the patient’s 
written consent: however, disclosures to central registries and in connection with criminal justice referrals must meet the following specific regulations: (42 CFR 
2.32 and 2.33). This information disseminated from AK Child & Family. 

I acknowledge that the information to be released is protected by Federal law and may include information regarding drug / alcohol abuse, 
sexually transmitted diseases / HIV and / or Hepatitis B. My signature below authorizes the release of this information. 
I understand that authorizing the disclosure of the above information is voluntary and I need not sign this form to ensure treatment. 
I understand that once the above information is disclosed, it may be subject to re-disclosure by the recipient and no longer protected by federal 
privacy laws or regulations. 

Student: Date: 

Parent / Guardian: Date: 

Witness: Date: 

DOB 

Authorization for Exchange of Information 
AK Child & Family 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Progress Notes  Discharge / Continuing Care Summary  School Records (Transcripts, 
 

Consultations  Medical History / Physical Exam  Disciplinary Reports, IEP, Other Plans) 
Neuropsychological Assessment  Medical / Dental Aftercare Plan  Immunization Records 
Psychological Assessment(s)  Medical and Laboratory Results Special Education Records 
Treatment Plan and Review(s)  Physician Orders 
Intake / Mental Health Assessment 
Psychiatric Assessment 

  

 Verbal exchange of all information to aid in 
UA Results 

   

assess ing and / or treating student 

AK Child & Family • 4600 Abbott Road Anchorage, AK 99507 • (907) 346-2101 • Fax (907) 348-9230 



□ □ □ 
□ □ 

□ □ □ 
□ □ □ 
□ □ 
□ □ 
□ □ 
□ □ 

□ □ □ □ Treatment Legal Request Insurance Claim Other:

Please check specific information to be released: 
 

I hereby authorize AK Child & Family to exchange personal health information between AK Child & Family 

and   Name:  Private Insurance__________________ Fax:   ________________________________ 

Address:   

for Student Name: _____________________ Date of Birth: 

PLEASE RETURN FORM TO: ATTENTION:  Admissions Department 

This information may be used for continuation of care. I understand this authorization will expire on and / or 
6 months following the date of discharge from any AK Child & Family, revocation of custody or guardianship, or upon written revocation, 
whichever comes first. This authorization may be revoked prior to the expiration, but not retroactively. Photo static and / or facsimile copies of 
this authorization will be considered as valid as the original. 

PROHIBITION ON REDISCLOSURE: This information has been disclosed to you from records whose confidentiality is protected by federal law. Federal 
regulations (42 CFR part 2) prohibit you from making any further disclosure of this information except with the specific written consent of the person to whom 
it pertains. A general authorization for the release of medical or other information if held by another party is not sufficient for this purpose. Federal regulations 
restrict any use of this information to investigate or prosecute any alcohol or drug abuse patient. Disclosure of patient information is permitted with the patient’s 
written consent: however, disclosures to central registries and in connection with criminal justice referrals must meet the following specific regulations: (42 CFR 
2.32 and 2.33). This information disseminated from AK Child & Family. 

I acknowledge that the information to be released is protected by Federal law and may include information regarding drug / alcohol abuse, 
sexually transmitted diseases / HIV and / or Hepatitis B. My signature below authorizes the release of this information. 
I understand that authorizing the disclosure of the above information is voluntary and I need not sign this form to ensure treatment. 
I understand that once the above information is disclosed, it may be subject to re-disclosure by the recipient and no longer protected by federal 
privacy laws or regulations. 

Student: Date: 

Parent / Guardian: Date: 

Witness: Date: 

DOB 

Authorization for Exchange of Information 
AK Child & Family 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Progress Notes  Discharge / Continuing Care Summary  School Records (Transcripts, 
 

Consultations  Medical History / Physical Exam  Disciplinary Reports, IEP, Other Plans) 
Neuropsychological Assessment  Medical / Dental Aftercare Plan  Immunization Records 
Psychological Assessment(s)  Medical and Laboratory Results Special Education Records 
Treatment Plan and Review(s)  Physician Orders 
Intake / Mental Health Assessment 
Psychiatric Assessment 

  

 Verbal exchange of all information to aid in 
UA Results 

   

assess ing and / or treating student 

AK Child & Family • 4600 Abbott Road Anchorage, AK 99507 • (907) 346-2101 • Fax (907) 348-9230 



□ □ □ 
□ □ 

□ □ □ 
□ □ □ 
□ □ 
□ □ 
□ □ 
□ □ 

□ □ □ □ Treatment Legal Request Insurance Claim Other:

Please check specific information to be released: 
 

I hereby authorize AK Child & Family to exchange personal health information between AK Child & Family 

and   Name:  Anchorage School District__________________ Fax:   ________________________________ 

Address:  5530 E. Northern Lights Blvd, Anchorage, AK 99504 

for Student Name: _____________________ Date of Birth: 

PLEASE RETURN FORM TO: ATTENTION:  Admissions Department 

This information may be used for continuation of care. I understand this authorization will expire on and / or 
6 months following the date of discharge from any AK Child & Family, revocation of custody or guardianship, or upon written revocation, 
whichever comes first. This authorization may be revoked prior to the expiration, but not retroactively. Photo static and / or facsimile copies of 
this authorization will be considered as valid as the original. 

PROHIBITION ON REDISCLOSURE: This information has been disclosed to you from records whose confidentiality is protected by federal law. Federal 
regulations (42 CFR part 2) prohibit you from making any further disclosure of this information except with the specific written consent of the person to whom 
it pertains. A general authorization for the release of medical or other information if held by another party is not sufficient for this purpose. Federal regulations 
restrict any use of this information to investigate or prosecute any alcohol or drug abuse patient. Disclosure of patient information is permitted with the patient’s 
written consent: however, disclosures to central registries and in connection with criminal justice referrals must meet the following specific regulations: (42 CFR 
2.32 and 2.33). This information disseminated from AK Child & Family. 

I acknowledge that the information to be released is protected by Federal law and may include information regarding drug / alcohol abuse, 
sexually transmitted diseases / HIV and / or Hepatitis B. My signature below authorizes the release of this information. 
I understand that authorizing the disclosure of the above information is voluntary and I need not sign this form to ensure treatment. 
I understand that once the above information is disclosed, it may be subject to re-disclosure by the recipient and no longer protected by federal 
privacy laws or regulations. 

Student: Date: 

Parent / Guardian: Date: 

Witness: Date: 

DOB 

Authorization for Exchange of Information 
AK Child & Family 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Progress Notes  Discharge / Continuing Care Summary  School Records (Transcripts, 
 

Consultations  Medical History / Physical Exam  Disciplinary Reports, IEP, Other Plans) 
Neuropsychological Assessment  Medical / Dental Aftercare Plan  Immunization Records 
Psychological Assessment(s)  Medical and Laboratory Results Special Education Records 
Treatment Plan and Review(s)  Physician Orders 
Intake / Mental Health Assessment 
Psychiatric Assessment 

  

 Verbal exchange of all information to aid in 
UA Results 

   

assess ing and / or treating student 

AK Child & Family • 4600 Abbott Road Anchorage, AK 99507 • (907) 346-2101 • Fax (907) 348-9230 



□ □ □ 
□ □ 

□ □ □ 
□ □ □ 
□ □ 
□ □ 
□ □ 
□ □ 

□ □ □ □ Treatment Legal Request Insurance Claim Other:

Please check specific information to be released: 
 

I hereby authorize AK Child & Family to exchange personal health information between AK Child & Family 

and   Name:  Last School/School District__________________ Fax:   ________________________________ 

Address:   

for Student Name: _____________________ Date of Birth: 

PLEASE RETURN FORM TO: ATTENTION:  Admissions Department 

This information may be used for continuation of care. I understand this authorization will expire on and / or 
6 months following the date of discharge from any AK Child & Family, revocation of custody or guardianship, or upon written revocation, 
whichever comes first. This authorization may be revoked prior to the expiration, but not retroactively. Photo static and / or facsimile copies of 
this authorization will be considered as valid as the original. 

PROHIBITION ON REDISCLOSURE: This information has been disclosed to you from records whose confidentiality is protected by federal law. Federal 
regulations (42 CFR part 2) prohibit you from making any further disclosure of this information except with the specific written consent of the person to whom 
it pertains. A general authorization for the release of medical or other information if held by another party is not sufficient for this purpose. Federal regulations 
restrict any use of this information to investigate or prosecute any alcohol or drug abuse patient. Disclosure of patient information is permitted with the patient’s 
written consent: however, disclosures to central registries and in connection with criminal justice referrals must meet the following specific regulations: (42 CFR 
2.32 and 2.33). This information disseminated from AK Child & Family. 

I acknowledge that the information to be released is protected by Federal law and may include information regarding drug / alcohol abuse, 
sexually transmitted diseases / HIV and / or Hepatitis B. My signature below authorizes the release of this information. 
I understand that authorizing the disclosure of the above information is voluntary and I need not sign this form to ensure treatment. 
I understand that once the above information is disclosed, it may be subject to re-disclosure by the recipient and no longer protected by federal 
privacy laws or regulations. 

Student: Date: 

Parent / Guardian: Date: 

Witness: Date: 

DOB 

Authorization for Exchange of Information 
AK Child & Family 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Progress Notes  Discharge / Continuing Care Summary  School Records (Transcripts, 
 

Consultations  Medical History / Physical Exam  Disciplinary Reports, IEP, Other Plans) 
Neuropsychological Assessment  Medical / Dental Aftercare Plan  Immunization Records 
Psychological Assessment(s)  Medical and Laboratory Results Special Education Records 
Treatment Plan and Review(s)  Physician Orders 
Intake / Mental Health Assessment 
Psychiatric Assessment 

  

 Verbal exchange of all information to aid in 
UA Results 

   

assess ing and / or treating student 

AK Child & Family • 4600 Abbott Road Anchorage, AK 99507 • (907) 346-2101 • Fax (907) 348-9230 
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