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ARCH 

8012 Stewart Mountain Drive 

Eagle River, AK 99577 

Phone (907)694-3336    

FAX (907)694-8840 
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Dear Parents/Guardians, 

Your child has been accepted into the ARCH Program. We are looking forward to developing a close 

working relationship with them and the family. To assist in a timely admission into ARCH, the following 

paperwork needs to be completed and signed prior to the day of admission. In addition, the following 

documentation must also be presented as well before admittance into the program. 

 A physical conducted within the last 6 months or one done prior to admission

 A recent TB test with negative results or one done prior to admission

 Current shot records, to include the second MMR vaccination

 Documentation of dental exam within the last six months (if possible)

 Picture ID (State, military dependent, or tribal card if the client has one), a copy of a birth

certificate and social security card (if possible).

 Copies of all applicable insurance cards.

 Clothing or a clothing voucher must be provided at the time of admission.

The ARCH Program is committed to working with families of children in our care. We have developed 

parent information packets to help familiarize parents and families with some of our policies. Please save 

the information packet that is designed to be a day-to-day reference for questions that will arise throughout 

your child’s stay at ARCH. If you have specific questions or concerns that are not covered please feel free 

to call the ARCH Clinical Director (Julia Luey) at 689-1544, or ARCH Program Manager (Kristin 

Stadsklev) at 689-1534. The ARCH fax number is 907-694-8840. 

Sincerely, 

ARCH Treatment Team 

Volunteers of America ARCH program 

ARCH PROGRAM OVERVIEW 
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Volunteers of America, Alaska’s ARCH program provides residential treatment for adolescents ages 13-18 needing  

treatment for chemical dependency and co-occurring disorders in a highly structured setting.  Professional staff are  
trained in evidence-based practices, cultural competency and are required to uphold the agency’s code of ethics and  

professional conduct.  ARCH is accredited by the Commission on Accreditation of Rehabilitation Facilities (CARF),  

approved by the State of Alaska Division of Behavioral Health and licensed by the State of Alaska Division of Public 
Health.   

Program Philosophy 
Volunteers of America, Alaska acknowledges chemical dependency as a disease affecting the person’s life physically, 

emotionally, socially and spiritually.  VOA believes that chemical dependency is treatable.  The principles of 12 step 

recovery programs are incorporated into the program components.   Chemical dependency is viewed as a disease that 
impacts the entire family therefore family involvement plays a critical role in the  recovery process.   VOA believes all 

persons should be treated with dignity and respect at all times. 

Confidentiality   
Federal confidentiality laws protect the privacy of all youth in our care. Information about a youth’s treatment or presence in 

treatment cannot be released unless it is allowed by the federal laws.  Furthermore, VOA staff will not release information 

about a resident to any individual or institution without the written and informed consent of the resident and legal guardian 
on a Release of Information (ROI).  The youth and family will be fully informed of the exceptions to this policy. 

Services offered at ARCH 

 Structured therapeutic environment

 24 hour supervision and support

 Skill development to maintain a substance-free lifestyle

 Individual, group and family therapy

 Weekly family education and parent support groups

 Case Management

 Mental health services (if needed)

 Psychiatric services (if needed)

 Adventure-based therapy

 On-site Anchorage School District school

 Individualized treatment planning

 Recreational activities in the community, including activities related to Alaska Native cultures

 Relapse prevention planning

 Transition and continuing care planning

 Access to medical services

 Family education and support

Program Length 
Length of stay is variable to meet the youth’s needs, with a typical range from 7 to 9 months but may be longer depending on 
the resident’s personal treatment plan and progress. 

Primary Counselor 
Upon admission, each resident is assigned a primary counselor who will work with the resident and the family throughout 

treatment.  Residents in need of mental health services will be assigned a mental health clinician for additional therapy.   

All counselors work a combination of days and evenings and may not be immediately available when you call.  Please leave 

a message on their private, confidential line.  You may also call the main number (694-3336) and get a general update from 

staff on how your child is doing. 
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Family Services 

Volunteers of America, Alaska, views chemical dependency as a disease that impacts the entire family.  Research shows 
that success rates for recovery are directly related to healthy family involvement in treatment.  

 The ARCH family therapist provides family therapy either at ARCH or telephonically to those residing outside

the Anchorage area.  The family therapist will meet with your entire family to explore issues you struggle with

and to assist your family in establishing a healthy relationship with the resident.

 A weekly Community Night is held every Wednesday evening from 6:30 – 8:30 pm in the VOA main office at 509 W

3rd Ave, in Anchorage. This multi-family group meeting provides an opportunity for family members to receive

support from others with similar experiences, to learn about the various aspects of chemical dependency and

recovery, and to begin the healing process for all family members.

The evening is divided into two parts.  The first half, from 6:30 to 7:30 pm, attended by you and your child,  

provides education on important aspects of the treatment and recovery process. The second half, from 7:30 – 830 

pm, separates the group into a support group for parents and a peer relations group for youth. 

McKinley Heights School 

 Anchorage School District provides a school for all residents during the regular school year and a summer school

session.

 Residents from any school district can earn high school credits in the school, and residents in alternative programs

can work with the teachers to continue those programs whenever possible.

 Anchorage School District does not administer GED testing, but arrangements can be made to assist youth preparing to

take the test post graduation from the program.

Medical Care 
An Advanced Nurse Practitioner (ANP) attends to the general health care needs of the residents.  She will call parents if  

there is a health concern or if the resident needs additional services (dentist, optometrist, etc.)  Local parents or guardians 
are asked to drive the resident to appointments whenever possible.  

Medications 
 If your child takes a regularly prescribed medication, a 30 day supply with one refill prescription needs to come

with the resident at the time of admission.

 The prescribed medicine must be in its original pharmacy container with the label intact and readable, prescribed

specifically to the child.   Medications with hand-written changes on the label will not be accepted.

 It is helpful to have any medication information sheets or special doctor’s orders brought in with the prescription

medication.

 If your child regularly takes vitamins or other supplements, the parent or legal guardian must provide them in a

new, sealed package each time.  Other over the counter medications are supplied by ARCH with the parent’s

permission.

Abstinence 
Total abstinence from all illicit drugs, non-prescribed drugs, alcohol and tobacco is required during treatment. Screening 
by urinalysis (UA) is done regularly to assure abstinence.  

Nutrition  
Good nutrition is important to the recovery process.  ARCH provides nutritious, home-cooked meals to promote good 

health. Refined sugar, sugar substitutes and caffeine are not served or permitted at ARCH. 
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Behavior Expectations 
Specific ARCH rules and expectations are provided to the residents at intake in the Resident Handbook.  Please request 

this document at intake if you are interested in all the details of life at ARCH. 

 ARCH is committed to providing a therapeutic and safe environment for residents.  To achieve this goal, a point

and level system has been designed to help residents learn to take responsibility for their actions and take

ownership of their treatment and recovery.

 To ensure the safety of residents and staff, threatening and assaultive behaviors, both physical and verbal, are not

tolerated in the ARCH program.

 The point system helps residents monitor their behavior on a daily basis.  Privileges are tied to the point and level

systems.  All privileges are earned by the demonstration of responsibility.

 ARCH rules are designed to provide feedback and to promote a safe and supportive environment; rules are not

punishment.

 No physical punishment or denial of basic needs is used at ARCH.

The following behaviors will result in removal from ARCH: 

 Possession of weapons of any sort, e.g. knives, guns, clubs,  scissors or other utensils that staff believes may be

used as a weapon.

 Physically assaulting others (fighting, hitting, throwing objects at or toward another person.)

 Other behaviors which threaten the safety of the residents or the integrity of the program will also result in

removal from ARCH on a case by case basis.

Level System 
In the residential setting at ARCH there is an emphasis on milieu therapy (positive therapeutic environment) which  

includes a level system that clearly outlines and supports the youth's progress.  Specific criteria are developed for  
advancement from one status level to another level.  All clients start at the Orientation Level and advance at their own 

pace to Levels I, II, or III through completion of treatment assignments, achievement of points, willingness to modify  

thinking and behavior, and growth in personal responsibility and healthy interactions. 
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Staying In Touch 

In order to help residents become integrated into the milieu at ARCH and to encourage their focus on treatment, there are 
no telephone calls, visiting, or mail allowed during the resident’s first week at ARCH.  Parents and guardians, however,  

are invited to call staff to check on their child’s progress at any time.  

Residents may have contact with their immediate family members (parents or primary caregivers) while on Orientation  
level.  Once the resident is on Level I, siblings or other family members may be added if it’s in the best interest of the  

resident’s treatment and with approval from the primary counselor and parents/legal guardian.  A log of signed Release of 

Information (ROI) forms and counselor-approved contacts is maintained to assist staff in screening or permitting contacts. 

Telephone Calls 
Telephone #: (907) 694-3336   FAX (907) 694-8840 

 Residents earn phone privileges through daily points and the level system.  All residents, though, are allowed to

contact the legal guardian on Tuesdays and Saturdays if they have not had contact in four days, even if they have not

earned the necessary points throughout the week.

 You may purchase calling cards for your child so they can stay in contact with you.

 Calls are limited to individuals listed on the Release of Information Log and are time-limited, generally to 5

minutes in length.  Residents can earn additional phone time through earning points, by advancing in the level

system, and through other rewards.

 Calls can be made and received during designated call times when residents have earned enough points.

 ARCH cannot accept collect calls.  Residents must use phone cards or call collect for long distance calls.

Mailing Address:  Volunteers of America Alaska 

8012 Stewart Mountain Drive 

Eagle River, AK 99577 

 Clients may receive mail from individuals approved by the legal guardian and the primary counselor as noted on

the ROI log.   Mail received that is not on the ROI log will be returned to the sender.  Residents may send mail to
any party without restriction.

 All mail will be logged by ARCH staff and delivered to the resident.  The staff will supervise the opening of the

letter to monitor for contraband.  The resident will not be permitted to keep the envelope.  Staff will not read the

client’s mail.

 Mail from attorneys, the court system and probation officers are privileged and not subject to restriction.

E-mail
There is no e-mail available to residents.  The school provides supervised internet access for school projects. 
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Visits 

 All visitors must leave their cell phones, cameras, purses and bags in their vehicles. Visitors may give out the main

ARCH phone number (694-3336) to be reached in the case of an emergency.

 Parents, legal guardians, probation officers, or social workers are always welcome to visit. It is preferred that visitors call

at least 24 hours in advance to notify staff of the date and time of their visit.

o Clients are only allowed to have visitors who are approved for contact on their release of information (ROI) log.

This means that aunts, uncles, cousins, siblings, etc. may not visit unless the client has achieved the appropriate
level and he/she has chosen to have that person added to the list of contacts.

o All visitors must be on the client’s approved ROI log prior to entering the facility. This includes siblings 13

years and older. Younger siblings (age 12 and younger) must be under the supervision of the parent.
 If young children are attending the visit, they must be supervised by family members at all times so that

staff does not need to intervene.

o Individuals not on the ROI log will not be allowed in the facility and will be asked to wait in their vehicle.

 Every visitor must sign in and out, sign the Acknowledgement of Confidentiality Regulations form, plus review and sign

the Visitation Policy.

 Clients and visitors will be monitored by ARCH staff.

 Any items being brought in for a client must be searched and logged by staff.  Please do not give any items directly to

your child.

o Do not bring any food items for your child, including gum or drinks.

 Visitors may be asked to leave at any time based on staff discretion due to any of the following:

o Loud or aggressive arguing or fighting between family and client, among family members, or towards staff
members.

o Inappropriate boundaries

o Client not following staff directives.

 Please contact your chemical dependency counselor for updated phone call and visitation times

 In order to support the treatment environment, we ask visitors not to bring caffeine products, sugar or candy into

the facility.

 ARCH is a tobacco free facility.  Nicotine products and lighters are considered contraband for residents.  Visitors

and family members are required leave these items in their vehicles and not to smoke on ARCH grounds.

 Visitors, including family members, are expected to support abstinence by refraining from using alcohol prior to a visit.

Anyone determined by our staff to be displaying intoxicated behavior, or to be under the influence of any
mood-altering chemical, or smelling of alcohol or other substances will be asked to leave. If an intoxicated

individual is driving, staff will call a cab or arrange for an alternative person to provide safe transportation for the

visitor.

 Staff may terminate phone calls or visits that are determined detrimental to the resident’s progress in

treatment or to the safety and therapeutic milieu of the facility.   This could include loud or aggressive

arguing, inappropriate boundaries (kissing, inappropriate touching, etc.), bringing in contraband or giving items

directly to the client, or the client not following program rules.
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 Life at ARCH 
Hygiene 
Daily showers and basic grooming such as brushing teeth and combing hair are expected.  Deodorant should be used  

daily and as needed for proper hygiene.  Clients do their own laundry. Bed linens are to be laundered weekly and clean 

clothes are to be worn.  Washers, dryers and laundry products are provided. 

Hair 

Hair will be kept clean, combed, and with eyes visible. Residents are not allowed to cut their own hair or other residents’ 

hair while at ARCH. There will be no dying or bleaching of hair in the ARCH facility. 

Jewelry 

Residents are not allowed to pierce, tattoo or otherwise mutilate themselves while in treatment. Jewelry is acceptable 
until it becomes a diversion to the individual or a distraction to others.  Each item of jewelry will be assessed on an  

individual basis and should be used simply.  Spikes and chains are prohibited in the treatment center. 

Clothing 

 All clothing will remain clean and free from visible tears, rips and holes. Insignias, words and pictures must be

appropriate (i.e. blatant or symbolic references to sex, drugs, crime, death and violence are prohibited).

 All clothing will be worn appropriately, i.e., shirts buttoned to the second to top button, no clothing that is

inappropriately tight or low cut.  All female shirts must go past their bottom or have a cardigan to wear over that goes

past their bottom.  Staff discretion may be the deciding factor in some of these issues.

 Both males and females are to wear appropriate underwear at all times.  This includes bras and panties for the

females, and undershorts for the males.

 Footwear and socks are required when not in bedroom or bathroom.  Shoes or boots must be worn outside.

 Boxer shorts and pajamas are not to be worn as outer garments.

 Residents need to be fully clothed when leaving their rooms.  Residents are required to wear their robes and

pajamas and slippers when going to and from the bathroom. Belts on robes are mandatory and they must be

closed when out of the room.  Shower sandals or flip flops must be worn in the shower.

 Exercise clothing is appropriate wear during recreation.

Prohibited Clothing 

 Half shirts or midriff shirts

 Skimpy or 2-piece bathing suits

 Sleeveless tops or cap sleeves

 Short shorts or short skirts (more than 3” above the knee)

 Tight clothing (pants: form fitting or cannot comfortably pull pants up with running tights underneath, shirts: if after

bending over and the shirt does not fall back down over pants)

 Sheer, net, or see-through shirts and blouses unless worn as a layer

 Steel-toed boots or shoes

 Any clothing which promotes drug culture, gang culture, sex, satanic references, violence or death, including

skulls

 Billabong or Alaska Grown items

 Any clothing with unpatched tears, rips, or holes

 Low-cut blouses or shirts (more than 3 finger widths from the clavicle)

 Baseball caps (except for hikes)  and concert tees are not allowed until client attains level II

 Silk or satin fabrics

 Clothing with caffeine or sugar references

 Thong underwear

 Bandanas (unless approved by the primary counselor for specific hair types)

 Large, heavy belt buckles
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Client Inventory List (Mandatory items) 

(Refer to page 8 for Prohibited Clothing list) 

Boys Girls 

4 pairs of pants 4 pairs of pants 

1 pair sweat pants 1 pair sweat pants 

4 shirts 4 shirts 

1 pair tennis shoes 1 pair tennis shoes 

1 pair street shoes 1 pair street shoes 

1 pair hiking boots (not steel toed) 1 pair hiking boots (not steel toed) 

1 jacket 1 jacket 

8 pairs of underwear 8 pairs of panties 

8 pairs of socks 8 pairs of socks 

Shower sandals/ flip flops Shower sandals/ flip flops 

2 pair pajamas (Shorts & T-shirts are ok) 2 pair pajamas (Shorts & T-shirts are ok) 

1 pair of slippers 1 pair of slippers 

1 pair gym shorts 1 pair gym shorts 

1 swim suit 1 swim suit (one piece only) 

1 belt 1 belt 

1 pair warm gloves or mittens 1 pair warm gloves or mittens 

1 warm winter hat 1 warm winter hat 

1 winter coat 1 winter coat 

1 pair snow pants & 1 pair winter boots 

(needed August through May) 

1 pair snow pants & 1 pair winter boots 

(needed August through May) 

1 pair long underwear 1 pair long underwear 

1 see-through plastic water bottle 1 see-through plastic water bottle 

4 bras or sports bras 

Maximum allowed in room: 

22 total shirts, t-shirts, sweaters, hoodies, undershirts, tanks, exercise shirts, and pajama tops 

12 total pants,sweatpants,shorts, stretch pants, and pajama bottoms 

10 each underwear or panties, socks, bras 

6 total footwear to include shower shoes,tennis shoes, street shoes, slippers 

Toiletries: Items must be alcohol-free, non-aerosol/non-pressurized in plastic (not glass) containers, with no 

mirrors, and all ingredients must be listed. 
Body wash or bar soap   Toothpaste & toothbrush 

Shampoo & conditioner (2 in 1) Dental flossers (preferred over string floss) 

Hair gel or hair products Stick Deodorant 
Nail clippers Razors  

Lip balm (e.g. Vaseline, Carmex – squeeze style only) Shaving gel 

Q-Tips       Feminine hygiene products 

Lotion       Face Wash/Face Lotion, acne care products 

Residents may bring hair dryers, curlers, or other electrical grooming items to be stored and checked out when used. 

ARCH also has hair dryers that may be checked out by any resident.  
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School supply items 
Three ring binder, pens (no black pens), notebook paper 

Items Prohibited at ARCH (These offenses may be reported to the police.) 
A. Substances of abuse, including beverage alcohol and nicotine

B. Any weapon or object created to be used as a weapon

Items prohibited from rooms or personal possession 

A. Any product that includes alcohol, butane, or propane and petroleum products such as gas, lighter fluid, etc.
B. Any pressurized or aerosol containers

C. Glass, including porcelain, mirrors, bottles, etc.

D. Lighters, matches, fireworks, etc.

E. Fingernail polish and polish remover
F. Medications, OTC medications, vitamins and herbal supplements, mouthwash.

G. Food, including chewing gum, soft drinks, candy, and anything that contains sugar or artificial sweeteners.

H. Nails, pins, needles or any metal with sharp edges, etc.
I. Metal eating utensils (plastic on sickbed only) or drinking glasses (except styrofoam glasses when on sickbed)

J. Plastic bags

K. Cans
L. Batteries (unless authorized by staff for treatment purposes)

M. Steel wool

N. Over $15

O. Adhesives (glue, stickers, tape, envelopes, press on nails)
P. New dryer sheets

Q. Cardboard (or other material) tubes

R. Latex gloves (except during chores)
S. Black pens or any permanent marker

T. Magazines, books, clippings, etc. (see level system)

U. Paper clips

V. Chain wallets
W. Piercing studs or spacers used to expand existing piercing

X. Phones, IPod, electronics

Y. Personal linens, such as blankets, comforters, pillows
Z. Stuffed animals

Personal Possessions 

 Items not allowed in a client’s room will be kept in a locked cabinet and checked out as needed.  All residents are

given a lock for their personal locker. Closet space is adequate but limited.

We recommend that items be kept to the inventory list above.  Please note that all personal belongings may need to be  

shipped back with clients who live out of the area.  This can be costly due to airline fees and postage.  All shipping costs 
are the responsibility of the parent or guardian. 
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ARCH 
 Intake Packet 

Your child has been accepted into the ARCH program.  To facilitate the transition into  
treatment, please fill out and return the following forms as soon as possible.  The forms 
must be complete and received prior to the resident being scheduled for intake at  
ARCH. 

Please mail or fax the completed forms to: 

Volunteers of America, Alaska 
8012 Stewart Mountain Dr 

Eagle River, AK 99577 
Phone (907) 694-3336 

Fax (907)694-8840 

Parent Acknowledgement of Receiving the Client Handbook 

By signing, you acknowledge that you have been given the opportunity to review the ARCH Resident Manual. 

_________________________________ 
Parent/Guardian Signature 
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VOLUNTEERS OF AMERICA ALASKA 
ARCH PROGRAM 

REFERRAL INFORMATION 

1. Client's name:_________________________________________________________
First  Middle Last 

2. Client's level of academic achievement

At Grade Level  Below Grade Level 
or above 1 yr    2yr   3 yr 

Math  ___________ ____   ____   ____ 

Reading  ___________ ____   ____   ____ 

Communication skills ___________ ____   ____   ____ 

3. In your own words, please list difficulties in order of priority that require client's participation in a

treatment program.

A: __________________________________________________________________

B: ___________________________________________________________________

C: ___________________________________________________________________

D: ___________________________________________________________________

4. What goals do you have for the client and what do you expect the ARCH program to accomplish?
List goals in order of priority.

1.___________________________________________________________________ 

2.___________________________________________________________________ 

3.___________________________________________________________________ 

4.___________________________________________________________________ 

5. Please list client's strengths and/or special talents and abilities.

1 ___________________________________________________________________ 

2.___________________________________________________________________ 

3.___________________________________________________________________ 

4.___________________________________________________________________ 

5.___________________________________________________________________ 

6. Are parents planning to participate in the program?

_________________________________ 

Parent/Guardian Signature 

Yes_____ No____ 
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Fee Schedule by Service – effective 08/01/20 
Free health insurance is available for qualified children and teens through Denali KidCare. 

We recommend all clients apply for this beneficial assistance program.  If you need assistance or have questions  
please contact your counselor or Directing Clinician. 

Assessment, Integrated .......................................................... 495.00 each 

Assessment, Mental Health ..................................................... 430.00 each 

Assessment, Substance Use .................................................... 230.00 each 

Assessment, Psychiatric ..........................................................565.00 each 

Alaska Screening Tool (AST) .................................................... 42.00 each 

Counseling, Individual ........................ 100.00 per hour 

Counseling, Group ............................ 40.00 per hour 

Counseling, Family ............................ 100.00 per hour 

Psychotherapy, Individual ........................................................ 140.00 per hour 

Psychotherapy, Group .............................................................60.00 per hour 

Psychotherapy, Family ............................................................ 140.00 per hour 

Psychotherapy, Multi-family Group ............................................ 60.00 per hour 

Case management ................................................................. 100.00 per hour 

Crisis Intervention Short-term ................................................... 130.00 per hour 

Pharmacologic management..................................................... 150.00 each 

Psychological testing and evaluation.......................................... 140.00 per hour 

Residential Substance Use Treatment 3.5 level (ARCH) ........................... 500.00 per day 

SLIDING FEE SCALE IS AVAILABLE
It is available to all customers not eligible for Denali KidCare, even those with insurance.  To apply, please provide: 

your most recent tax return (only the first two pages) OR 1 month of paystubs AND the number of people in your household 

____________________________________ 
Parent/Guardian Signature  

Call our Billing Department at 907-279-9627 with questions. 

Client Signature      

Residential Substance Use Treatment 3.1 level (ARCH) ........................... 360.00 per day 
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2600 Cordova St #101 

Anchorage, AK 99503 
Phone: 907-279-9634, Fax 907-276-5489 

ARCH - TREATMENT 

AUTHORIZATION OF MEDICAL BENEFITS AND FINANCIAL RESPONSIBILITY 

I authorize Volunteers of America Alaska to submit claims to my health plan or insurance company, 

from the onset of treatment, on my behalf and in the name of the patient named below.  I  
assign to Volunteers of America Alaska insurance benefits otherwise payable to me.  This  
authorization shall remain in effect until revoked. 

I understand that insurance billing is a service provided as a courtesy and that I am at all times  
financially responsible to Volunteers of America Alaska for any charges not covered by health care 
benefits.  I am responsible for the entire bill or balance of the bill as determined by Volunteers  

of America Alaska and/or my health plan or insurance company if the submitted claims or any  
part of them are denied for payment as not medically necessary or non-covered.  It is my  
responsibility to notify Volunteers of America Alaska of any changes in my health care coverage. 

I understand that by signing this form, I am accepting financial responsibility as explained 
above for all payment for services received. 

I understand Volunteers of America Alaska will submit a Denali Care application for the patient if 
he/she does not already have eligible coverage with DC and is receiving services at our  
residential facility (ARCH).  I also understand that I may apply for a sliding fee discount on any  
patient balance by providing Volunteers of America Alaska with either of the income documents  
listed at the bottom of this page. 

SERVICES TO INCLUDE: 
Substance abuse residential treatment and mental health services beginning _date of 
admission_ through possible _10 months thereafter (depending on progress) at an estimated 
cost of $ 120,000.00  . 

Client name – PRINTED Parent/guardian name – PRINTED 

Client signature Parent/guardian signature 

Documents acceptable for sliding fee evaluation are: 

1. Tax return AND number living in household   OR
2. Pay stubs for most recent 2 consecutive months AND number living in household

Documentation must be for both (if applicable) parents/guardians
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AUTHORIZATION FOR CARE 

I have read, understand, and received a copy of the Volunteers of America ARCH Program Description which outlines the 

ARCH program expectations. 

I, ____________________________________________________________ hereby give authorization for 

Volunteers of America ARCH to provide treatment services for 

__________________________________________________________ 

___________________________________ 

Client Signature 

___________________________________ 
Parent/Legal Guardian Signature 
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Placement Agreement 

Any information regarding costs of treatment should have been addressed and completed prior to intake. 

Any remaining questions pertaining to payment and fee schedules should be addressed with the intake 

coordinator. 

IT IS THE CLIENT'S RESPONSIBILITY TO UTILIZE THE OPPORTUNITIES OFFERED BY THE 

ARCH PROGRAM TO THE BEST OF THEIR ABILITIES. 

I have been provided a copy and have read the above information enclosed within the Treatment Plan/ 

Placement Agreement as well as the information within the Parent's Orientation Packet. I agree to abide by 

the policies and procedures as outlined. I authorize the ARCH Program to provide care and complete 

services. 

Discharge Planning 

The placing agency or guardian decides who will be responsible for the client upon discharge. 

At this time, the goal for the client is to be place with __________________________________ 

(person/place) at time of discharge. 

The projected discharge date will be _____________________________ (approximately 5 months). 

This date is subject to change dependent on the abilities of the client to utilize the tools of the program and 

the determination of the treatment team. If the client completes residential treatment it is expected that he 

or she participate in continuing care in his or her community. The primary counselor and the client will 

work on setting up after care services in the client’s home community while the client is still in services. 

Client Signature 

Signature of Legal/Placing Guardian 
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Medical Consent Form 

I hereby give my permission for _____________________________________ (Name of client) to be given medical 
treatment in the event of a medical and/or psychiatric emergency, accident, injury or illness. 

1. I hereby release Volunteers of America and its representatives from any liability arising from an illness or condition in which
it is deemed necessary to pursue medical treatment.

2. Volunteers of America consider the client's physical health maintenance to be an integral element in a successful substance-

free lifestyle.  It is the family's responsibility to ensure annual physical examinations are conducted and that the ongoing
medical needs are being provided to the client.

3. During the treatment process when issues that are health/medical related are being worked on, the primary
counselor will work closely with the client and family to assist them in the development and maintenance of a positive healthy 

lifestyle. I also agree that a representative of Volunteers of America may coordinate or make any necessary appointments for my 

child’s care. Parents in the Anchorage area are required to transport clients for scheduled medical, dental, or counseling 
appointments as necessary. If outside the Anchorage area I give permission to Volunteers of America staff to coordinate 

appointments and transport my child. 

4. I further give my permission for psychological evaluation by the staff psychologist including cognitive ability, personality
and social skills testing.

Client Allergies: _________________________________________________________________________ 

___________________________________ 
Client Signature 

___________________________________ 

Parent/Legal Guardian 

___________________________________ ________________________ 

Parent/Guardian Name (please print) Phone Number 

___________________________________ ___________________________ 
Parent/Guardian Name (please print) Phone Number 
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CONFIDENTIALITY OF ALCOHOL AND DRUG 
ABUSE PATIENT RECORDS 

Federal laws and regulations protect the confidentiality of alcohol and drug abuse patient records maintained by  

Volunteers of America. The Volunteers of America of Alaska may not disclose to a person outside this agency that you 

attend the program, or disclose any information identifying you as an alcohol or drug abuser unless: 

1. You consent in writing.

2. The disclosure is allowed by a court order, or

3. The disclosure is made to medical personnel in a medical emergency or to qualified personnel for research,
audit,* or program evaluation.*

4. Federal Law and regulations do not protect any information about a crime committed by a client either at the

Volunteers of America Alaska programs or against any employee of Volunteers of America Alaska or about

any threat to commit such a crime.
5. Federal Law and regulations do not protect any information about suspected child abuse or neglect from being

reported under State Law to appropriate State or Local authorities.

Violation of the Federal Law and regulations by Volunteers of America of Alaska is a crime. Suspected violations may 

be reported to appropriate authorities in accordance with Federal regulations. 

A copy of the Federal regulations is kept by Volunteers of America. You may ask your counselor to review the 

regulations if you have any questions (see 42 CFR Part 2). 

* Division of Public Health, State of Alaska Division of Behavioral Health and The Commission on Rehabilitation

Facilities (CARF) audit Volunteers of America Alaska.

___________________________________ 

Client Signature 

___________________________________ 

Parent/Legal Guardian Signature 
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PERSONAL SEARCH POLICY 

At all times our substance abuse, treatment programs operate in such a manner as to enhance the dignity and protect the 

human and legal rights of all clients. Additionally, staff members shall carry out their duties in a manner that preserves the 
self-respect and individuality of each client, including his/her cultural heritage. 

The purpose of a personal search is to detect contraband and to act as a deterrent to contraband being brought into the 
program. It is also to insure that the program remains a safe, drug and alcohol free environment at all times. A safe and 

substance free environment is seen as essential to a therapeutic climate that is conducive to personal change. To insure the 

provision of a substance free environment the following search procedures are used: 

1. The search will be conducted in an area of privacy by the senior staff member on duty and the same sex as the

resident.

2. The resident will be asked to remove clothing and shoes down to the underwear and the removed articles will be

thoroughly searched.

3. The resident will be asked to pull out the elastic bands of the underwear approximately one inch to prevent

containment of contraband.

4. There will be no physical contact during the search.

5. Residents shall have the informed right to request that a second staff member be present, or to have the door

left open.

The search process will be conducted in a manner that will allow the resident as much dignity as possible during the 

process. 

I have read, understand and received a copy of the Volunteers of America Search policy. 

______________________________________ 

Client Signature 

______________________________________ 

Parent/Guardian Signature  



21 

URINALYSIS POLICY 

OVERVIEW: 

Urinalysis is a test that evaluates a sample of your urine. Urinalysis involves examining the appearance, concentration 

and content of urine. VOA uses Urinalysis (UA) to detect and assess the presence of  

substances (illicit and licit) for the purposes of mental health and substance abuse treatment. The results  
of a UA will be used to evaluate the validity of a client’s report of sobriety, abstinence or relapse. The  

results may also be used in mental health treatment to evaluate the validity of a client’s report of  

prescription use/misuse, or evaluate toxicology issues that influence the prescribing of medications. VOA has a 
Qualified Service Agreement with Millennium Health, LLC, a toxicology company that provides the UA supplies, 

examines the UA, and provides a report on UA results. Millennium Health is bound by HIPAA and 42 CFR Part 2 to 

maintain your confidentiality in the receiving and testing of UA submissions. They will only disclose results to VOA. 
Millennium Health, LLC will bill the UA directly to your insurance. UA’s will be considered medically necessary for 

client’s courses of treatment and should be covered by insurance. In the rare case that it is not, clients may apply for a 

hardship waiver that will cover or go towards the cost of the UA. VOA will also help the family with financial solutions 

to cover the cost of any uncovered UA. The purposes for UA testing are specifically for facilitating progression towards 
treatment goals. Please be advised of the following procedures associated with UA testing at VOA: 

1. A U.A. specimen will be given upon staff request within the specified amount of time.  Be prepared to give a
U.A. anytime you are at Assist/ARCH.

2. While giving a U.A. specimen, you are responsible for

a) Remaining under direct staff supervision at all times.
b) Washing your hands just prior to taking the specimen cup.

c) Making sure the cup is clean, unopened with seal intact.

d) Being under direct supervision while filling specimen cup.
e) Screwing lid back on to cup, rinsing and drying cup.

f) Completing signatures (initials) on required paperwork.

3. Refusal to give a U.A. sample in the prescribed time or fashion, including tampering with the collection, storage and

testing process will be considered non-compliance and it will be assumed the sample was positive for chemical use.

4. Clean urinalysis screening will be taken as evidence of:
a) Progress in treatment.

b) Appropriateness for program continuation.

5. U.A.'s which test positive for continued chemical use will be discussed in a case conference and may result in

notifying probation and possible discharge from treatment.

6. The U.A. specimen will be given in observance of same sex staff, unless an oral swab is used.

I have read, understand and agree to the above policy. 

___________________________________ 
Client Signature 

___________________________________ 

Parent/Legal Guardian Signature 
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VOLUNTEERS OF AMERICA 

ARCH CLIENT RIGHTS 

Volunteers of America of Alaska make it a priority to safeguard the rights of the persons served. 

1. Each client has a right to the provision of services in a manner that is sensitive to the person's age,

gender, social preferences, culture, religion, spiritual beliefs, language, sexual orientation,

socioeconomic status, psychological characteristics, physical situation, or disability.

2. Each client has a right to be treated with dignity and respect; free from neglect and abuse (physical

punishment, sexual abuse, and psychological abuse); including humiliating, threatening, and exploiting

actions and/or retaliation.

3. Each client will be free from any abuse for financial gain to include misuse of funds received from or

held for the client or taking advantage of the relationship with the person served.

4. Each client has a right to confidential maintenance and privacy of all information pertaining to the client

and the right of prior written approval for the release of identifiable information.  No information that

would directly reveal your treatment status may be disclosed to anyone outside the agency without your

informed, written consent as governed by local, state, and federal laws (exception as outlined in privacy

notice: subpoenas from a court of law or when there is reasonable concern that harm may come to you

or others).

5. Each client has a right to informed consent, informed refusal, and/or expression of choice regarding

service delivery, releases of information, concurrent services, and involvement in research projects and

composition of the service delivery team.  If involved in a research project guidelines and ethics will be

adhered to at all times.

6. Each client has the right to withdraw consent for services and/or seek services at another agency and to

do so without pressure or intimidation.

7. Each client has a right to be involved in all aspects of their treatment including participation in

formulating, evaluating, and periodically reviewing his or her individualized written treatment plan,

including requesting specific forms of treatment, being informed why requested forms of treatment are

not made available, refusing specific forms of treatment that are offered, being informed of treatment

prognosis, and to be provided with  information in a timely manner for decision making and

communicated in a language and format that you understand.

8. Each client has the right to timely case reviews and referral to internal and external services.

9. Each client has the right to access or referral to legal representation, self-help groups, and advocacy

support services.

10. Each client is entitled to all of their legal rights.  Each client has the right to be informed of all agency

rules and regulations related to your service, and provided treatment with the least restrictive

intervention possible.

11. Each client has the right to initiate a complaint or conflict resolution about their services and to be

informed of the agency’s grievance procedure.  Additionally, all clients have the right to an

investigation and resolution of alleged infringement of rights.
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12. Each client has the right to receive prompt and adequate medical treatment.

13. Each client has the right to provide input on programming, rules, and quality of care through regular

evaluations.

14. Each client has the right to review with a staff member at a reasonable time, their treatment records and

request amendments as stated within the guidelines of federal law and Volunteers of America Alaska

procedures; however, information confidential to other individuals may not be reviewed by the client.

15. Each client may request a written summary of their treatment, which should include discharge and

transition plans.

16. Each client will be informed by the prescribing physician of the name, purpose, and possible side effects

of medication prescribed (when applicable) as part of the client’s treatment plan at the community

behavioral health services provider.

17. Each client has the right to receive services in a warm, dry, safe and clean environment.

18. Each client has the right to a full and nutritious diet and this right shall not be denied as punishment.

19. Each client has the right to worship the faith of his/her choosing on a weekly basis.

20. Each client has the right to adequate clothing.

21. Each client has the right to recreational and physical activities.

22. ARCH clients may receive approved mail on a daily basis.

23. Each client may elect not to be seen by guests of ARCH.

___________________________________ 

Client Signature 

___________________________________ 

Parent/Legal Guardian Signature 
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VOLUNTEERS OF AMERICA ALASKA 

SUMMARY OF CODE OF ETHICS 

ARCH and Assist programs are committed to providing ethical and professional care to the person served. The ethical standards of  
the National Association of Alcoholism and Drug Abuse Counselors (NAADAC) have been adopted and posted in each facility. Staff 

must present themselves in a professional manner and take reasonable steps to promote the health, safety and well-being of each  

person. In summary, the following ethical behaviors are expected: 

1. Non-discrimination: Individuals will be treated with dignity and respect; with a commitment to the recognition of
diversity in culture, age, gender, religion, language, sexual orientation, economic status, and/or ability.

2. Responsibility: Individuals are required to adhere to the policies and practices of the organization which are designed to

support responsible behavior of staff in the safety and professional care of the person served.

3. Competency: The organization identifies and recruits personnel that demonstrate the skills and characteristics needed to

be successful in delivering programs and services to accomplish the expected outcomes. Professional boundaries must be
maintained at all times.

4. Legal and moral standards: Staff will uphold legal and accepted moral codes which pertain to professional conduct,
treatment standards, and the law.

5. Public statements: Statements made to clients, the public, or other professionals concerning alcoholism and drug

abuse, its natural history, and treatment options shall be based on substantiated / scientific facts.

6. Publication credit: All published and presented treatment materials will assign and credit the work on which the

publication is based.

7. Client welfare: The health, safety, welfare and best interests of the person served guide the counseling relationship.

8. Confidentiality: Protects the privacy of clients and the disclosure of confidential information with consent.

9. Client relationships: Relationships are therapeutic in nature and must not be jeopardized by relationship outside of

treatment or business relationships with the person served or family.

10. Inter-professional relationships: Colleagues are treated with respect, courtesy, and fairness and extend these

courtesies to other professionals.

11. Remuneration: Financial arrangements are made through the agency in accordance with professional standards

12. that safeguard the person served.

13. Societal obligations: Staff advocate for changes in policy and legislation to afford opportunity and choice for all persons

whose lives are impaired by the disease of alcoholism and other forms of drug addiction.

___________________________________ 

Client Signature 

___________________________________ 

Parent/Legal Guardian Signature 
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CLIENT GRIEVANCE POLICY 

It is the policy of Volunteers of America to address all client grievances in a timely and uniform manner.  When a  
problem arises which a client and/or family member feels is unacceptable the following appeal process is available.  

Procedure: 

1. The Grievance Policy will be reviewed with the client and his/her parents at intake in a manner that is

understandable.

2. Client and their parents are encouraged to talk to their primary counselor about any concerns they may have.  It is

possible that a misunderstanding has taken place and can be cleared up if the persons involved are aware that a

problem exists.

3. If an agreement cannot be achieved then a client can put the grievance in writing, preferably within three days.  An

impartial person will be assigned to provide assistance with this process upon request.  The grievance will be
forwarded to the clinical supervisor (Assist) and the clinical director (ARCH).

4. Grievance Forms and envelopes are available at the reception area of the facility upon request.

5. The Clinical Supervisor or Clinical Director will respond in writing to the client / parent with a decision within five

days of receipt of client’s written complaint.

6. If an agreement cannot be achieved, the client may contact the Treatment Services Director within five days and ask

for a case review.  At that time, parents, appropriate case workers, probation officers and VOA staff will schedule a

meeting with the client to resolve the situation.  Every effort will be made to have this meeting within seventy-two
hours dependent upon the availability of caseworkers, client, parents and probation officer.

7. If the situation remains unresolved, the issue will be forwarded to the President/CEO for consideration.

8. If a resolution is not reached, the Division of Behavioral Health will be contacted and requested to mediate the

situation.

9. Grievances will be reviewed at each Quality Assurance Committee meeting to assess for trends and areas needing

performance improvement.

10. Clients are guaranteed no retaliation, barriers to service, or consequences as a result of filing a grievance.

___________________________________ 
Client Signature 

___________________________________ 
Parent/Legal Guardian Signature 
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VOLUNTEERS OF AMERICA ALASKA  

CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION 

Follow-Up Surveys 

Volunteers of America-Alaska is committed to providing quality treatment to our clients.  It is important that the ARCH and Assist 

programs are effective and meet the needs of those we provide services for.  To help ensure this VOA conducts follow-up surveys with 

our clients at intake, three months, discharge, and six and twelve months post treatment. The data from these surveys further allow us to 

make changes and improvements to the ARCH and Assist programs. The surveys will be completed in our facility while clients are in the 

treatment program. After discharge follow up survey information will be collected by phone or by mailing the survey to the client’s home 

address. Please be assured that confidentiality guidelines will be followed and information is for program evaluation only. 

I have read the above information and I give my consent for Volunteers of America to contact me for follow up surveys, up to 18 

months after I leave the program. I give my consent for Volunteers of America to contact my legal guardian for my location if I  

am unable to be reached after I have left treatment. 

Date of Authorization: ____________________ 

I, _____________________________________________________________________ / _____________________ 

Client Name       Date of Birth 

authorize Volunteers of America-Alaska (Assist/ARCH) and to communicate with and disclose to one another the 

following information verbally, written, and/or facsimile: (Client MUST initial each category that applies). 

My name and other personal identifying 
information 

My location to include phone number 
and physical address 

 To the following individuals: (Client MUST initial each category that applies). 

Parent or Legal Guardian State Social Worker 

Probation Officer Other (must specify): 

The disclosure of the information in this consent is for the purpose of: 

(Client MUST initial category that applies) 

Collection of Follow-Up Survey Data 

I understand that the information to be disclosed includes information pertaining to drug/alcohol abuse, treatment and 

rehabilitation. __________ (Client MUST initial) 

I understand that my records are protected under the federal regulations governing Confidentiality of Alcohol and Drug 

Abuse Patient records, 42 C.F.R. Part 2 and  the Health Portability and Accountability Act of 1996 (HIPAA), 45C.F.R.,  

Parts 160 and 164, cannot be disclosed without my written consent unless otherwise provided in the regulations. I also  

understand that I may revoke this consent in writing at any time except to the extent that action has been taken in  

reliance on it, and that in any event this consent expires automatically as upon obtaining 12 month follow up survey.  

I understand that generally Volunteers of America, Alaska may not condition my treatment on whether or not I sign a 

consent form, but that in certain limited circumstances I may be denied treatment if I do not sign a consent form. 

Signature of 
Client: 
Signature of 
Parent/Legal
Guardian: 
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Tuberculosis (TB) and Hepatitis Fact Sheet 

Tuberculosis Facts 

What is Tuberculosis (TB)? 

TB is caused by bacteria that get breathed into the lungs. The bacteria grow and multiply in the lungs and cause sickness (active TB), of the 
body fight the infection and put it to sleep (latent TB). Latent TB can become active again later in life if not detected and killed with  
medications. 

How do I get it?  
The bacteria are easily spread from one person to another when the infected person coughs. People most at risk are those who come from  
places where there is a lot of TB, who live in close quarters with others, or who have weak immune systems. Examples include people from 
certain areas of the world, prisoners, drug addicts, people in homeless shelters, and people infected with HIV. 

How do I know if I have TB? 
People with active TB are usually sick. They cough for several weeks, are tired, and may cough up blood or sputum. They also may have  
fevers, weight loss, and loss of appetite, along with other signs of illness. People infected with latent TB are not sick and have no symptoms. 

If I am not sick, how do I get tested for latent TB? 
A nurse can give a simple injection in the forearm, called a PPD. The forearm is then looked at by a nurse 48 – 72 hours later. If the body has 
been exposed to TB, it will cause a skin reaction on the person’s arm. This reaction means that the person needs to be checked further to look 

for TB in the body. Usually a chest x-ray will be done, and the person will be interviewed by a nurse. A person with a PPD skin reaction and  
latent TB, (not sick) will probably be advised to take medicine to kill the bacteria and be cured. 

How often do I need to be tested for TB? 
School nurses check all students every year. The PPD test may be done more often. It may be done every 3-6 months for people who work in 
hospitals or prisons. People moving into treatment centers are tested before they enter. 

What if I have more questions? 
Please talk to your school nurse or family health care provider. You may want to look at the information on the internet writ ten by the Centers  

for Disease Control (CDC) at: http://www.cdc.gov. 

Hepatitis Facts 

What is Hepatitis C (Hep C)? 
Hepatitis C is caused by a virus that is spread form one person to another. 

How do I get it? 

Hepatitis C is transmitted when blood or body fluid from an infected person enters the body of a person who is not infected. People who are  
most at risk for being infected with hepatitis C are injection drug users, and people who received blood products before blood was tested for the 
virus. Hepatitis can also be transmitted from a mother to her infant, through dirty tattoo or body piercing needles, and from having unprotected  
sex. 

Aren’t there other kinds of hepatitis? 
Yes. Hepatitis means inflammation of the liver. It may be caused by infection with a virus like hepatitis C virus. Hepatitis could also be a result  
of other illness, infections, chemicals, drugs, or abuse, like alcoholism. 

What are Hepatitis A and Hepatitis B? 
Hepatitis A is a virus that makes a person ill for several; weeks/ It is preventable with good hand washing and safe food preparation, and there  
is a vaccine. It is commonly spread from one person to another from dirty hands. An infected person, who does not wash his or her hands when 
going to the bathroom, spreads the infection by touching food that is then eaten, or by shaking hands with another person who does not wash  
his hands before he eats.  

Hepatitis B is spread like HIV and Hepatitis C, through infected blood and body fluids. It is also preventable by vaccine and by avoiding risks 

that lead to contact with infected blood and body fluids. All Alaska students have to have the Hepatitis A and B vaccines to get into school as  
of 2001. 

How do I keep from getting Hepatitis C? 
There are no vaccines to protect people from this infection. To keep from getting Hepatitis C, do not use injection drugs or share needles.  
Consider the risk of piercing and tattooing. Never share personal hygiene items that might have blood on them (i.e. razors or toothbrushes). 
Avoid sexual contact that may expose a person to blood or body fluids. Get more information. Log onto: http://www.cdc.gov and look at  
Hepatitis C or ask your medical provider. 

Signature of Person Receiving Services  
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PARENTAL/LEGAL GUARDIAN CONSENT 

I give my consent for _________________________________: 

(Name of client) 

1. To participate in weekly programming.  I understand that ARCH has a
Yes   No     full program of recreational activities for the residents which includes,

but is not limited to: camping, fire tending, basketball,  ice skating, skiing
boating, fishing, hiking, sledding and swimming.  I also consent for my child

to use arts and crafts supplies such as leather carving tools, Xacto knives,

and paints.

2. To participate in weekly religious services of on Sundays.  ARCH employees Yes   No     
will escort and supervise residents on these services.  It is the parent's or
guardian’s option to transport a resident to a specific church service of his

or her choosing.

3. To participate in public speaking opportunities for therapeutic purposes. Yes   No 

4. To be video or audio taped for program use only, (i.e. groups, supervision). Yes   No 

5. To use the ARCH climbing wall and low ropes course under the supervision Yes   No 
of staff.

6. To be evaluated by the VOA Consulting Psychologist to include cognitive Yes   No 
ability and personality testing.

______________________________________ 

Parent/Guardian Signature  

_________________________________________ 

Placing Agency Signature   

1. To receive medication prescribed by a physician or licensed nurse practitioner. Yes   No     

The ARCH Staff will supervise the self-administration of the prescription

medication according to the directions.

2. To receive as needed over-the-counter medications as symptoms warrant. Yes   No   

All medication will be given and recorded according to agency policy.

3. To receive multi-vitamins and fish oil.
Yes   No   

Please list any medications, over the counter medications or vitamins that cannot be taken: _________________ 
_______________________________________________________________________________________________ 

 __________________________________________ 
Placing Agency Signature 

__________________________________ 
Parent/Guardian Signature 
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PERSONAL BELONGINGS PROCEDURE 

I___________________________________  and 

(Client)       (Parent/Guardian) 

Acknowledge that we understand the following to be the VOA-ARCH procedure with regard to those  
belongings the client had in his/her possession at the time of admission, or which were delivered during 

the client's stay in treatment: 

1. Volunteers of America-ARCH Program assumes no responsibility for any items/articles, which may be

lost, stolen, damaged or destroyed during the time the client is in residence at the program facility. This

particularly applies to any personal belongings abandoned or left behind at the time the client is

discharged or chooses to leave treatment.

2. Personal belongings that are declared contraband and are in the client's possession at the time of the

intake/admission, will be stored under lock and key, and will be returned to the client at the time of
discharge.

3. Neither the program nor any of its employees will assume any responsibility to ship or transport any

personal belongings left behind at the time of discharge or subsequent to the client's decision to leave
treatment.  All personal belongings not claimed within thirty (30) days after the date of discharge will be

considered to be abandoned and will be disposed of at the discretion of the Program Manager.

4. If the below-signed Parent/Guardian chooses, an authorized agent may claim personal belongings left

behind by the client. This person must be able to identify him/herself with current picture ID (Drivers

License, etc.), and must provide written, dated and signed (parent/guardian) authorization (specifying
client name) before the property in question will he released to him/her. Handwritten authorization is

acceptable as long as it is legible.

___________________________________ 

Client Signature 

__________________________________ 

Parent/Legal Guardian Signature 
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Emergency Discharge Plan 

This plan is to identify options where the client (      ) could be  

placed in the Anchorage or Eagle River area (or of an individual/location within driving distance) 

in the event of an emergency that would require the ARCH facility to be evacuated or for an  

emergency discharge of the client.  

Emergency Discharge Planning: , the referral source(s) 

feels the best place for discharge in the event of an emergency discharge would be: 

(Person and Place)  

List in priority order and ensure Release of Information forms are present 

1. 

2. 

3. 

EMERGENCY DISCHARGE AGREEMENT 

This plan was created with the client, parent/guardian, placing agency representative and the ARCH staff in  

the event of an emergency discharge for the client.  This plan would include if the emergency discharge needed 

to occur in the evening or the weekend, when the parent/guardian or placing agency may not be available as a  

placement option for the client.   

If the client is on probation, this plan is independent from any decisions that the Division of Juvenile 
Justice might make regarding their conditions of conduct and probation violations. 

___________________________________ 
Client Signature 

___________________________________ 

Parent/Legal Guardian Signature 

___________________________________ 

Placing Agency Representative Signature 
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MEDICAL HISTORY 

Client Name: _______________________________________ Date: _____________________ 

Please indicate if your child has now, or did have any of the following conditions: 
 Heart problem murmur  Lung problems  bronchitis  asthma 

exercise asthma 

 Blood problem  low iron anemia  Headache problem migraine  concussions 

 Liver problem  Kidney problem 

 Stomach or bowel problem  ulcers  Thyroid problem  overweight  obesity 

 indigestion heartburn constipation   diabetes pre-diabetes 

 frequent diarrhea 

 Mental Health Issues: 

 Depression  anxiety  addiction  alcoholism  suicide attempt  bipolar PTSD ADD ADHD 
 hyperactive compulsive  Other condition: _____________________________________________ 

Please indicate if immediate family has or had any of the conditions listed above or others that are not listed. 

Biological Mother: ________________________________________________________________________________ 

Biological Father: _________________________________________________________________________________ 

Full Siblings (same parents as client): _________________________________________________________________ 

Please indicate if your child has now, or did have any of the following conditions: 

 Sleep problem  insomnia  night terrors  Vision problem  lazy eye need glasses 

 sleepwalking  need sleep-aid (Melatonin, Benadryl) wear contacts or glasses

Skin problem  eczema  acne rashes  Period problem PMS 

 Recurrent ear infections sinus infections 

 throat infections 

 Joint or muscle injury or pain ____________________________________________________________ 

 List any surgeries ______________________________________________________________________ 

 Any overnight stay in the hospital? For what ________________________________________________ 

Concussion   knocked out  head injury   brain trauma 

 Medication allergies ____________________________________________________________________ 

Was child born  early?   On time? Birth weight: ___________________________________________ 

Any problems as an infant? _________________________________________________________________ 

______________________________________________ 

Name of Person Completing this form 

(Please Print)  
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APPENDIX C: Appointing an Authorized Representative OPTIONAL 

 Would you like to allow someone to represent you on all 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  

 Volunteers of America AK, Jennifer Mora- Watkins 

Phone Number 

907-279-9627, 219-850-4084

Authorized Representat ive'  s  Address Apartment 

 2600 Cordova St. #101 

or suite number Email 

jwatkins@voaak.org, 

City 

 Anchorage 

State 

AK 

ZIP code 

99503 

New  Change  Addition  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 to 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. 

Name of person (First name, Middle name, Last name) or Organization  Phone Number 

Address Apartment or suite number Email 

City State ZIP code 

AND 

  

A*pplicant / Recipient's Signature 

Date (mm/dd/yyyy) 

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

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

Gen 58 (06-4035) rev 04/17 

X 

mailto:jwatkins@voaak.org
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VOLUNTEERS OF AMERICA, ALASKA INC. 

CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION 

Date of Authorization: ____________________ 

I, _____________________________________________________________________ / _____________________ 

Client Name      Date of Birth 

authorize Volunteers of America-Alaska (Assist/ARCH) and 

Name of Agency 

and/or Person: Anchorage School District 

Home/Business 

Phone: (907)742-4000

Address: Cell Phone: 

Fax: 

To communicate with and disclose to one another the following information verbally, written, and/or facsimile: 

(Client MUST initial each category that applies). 

X My name and other personal identifying 

information 

Treatment plan 

Initial assessment evaluation results and 

history 

Progress report(s) and compliance 

Date of admission/interpretive summary Toxicology results 

Date of transition/discharge and 

transition/discharge summary 

Continuing care plan 

Significant information for screening and 

treatment 

Medical emergencies 

Attendance in Treatment X Other: Presence in treatment. School records 

and Psychological testing. 

The disclosure of the information in this consent is for the purpose of: 

(Client MUST initial category that applies) 

Continued treatment Personal use 

Legal Parental participation in treatment 

X Other (Must indicate): School 

I understand that the information to be disclosed includes information pertaining to drug/alcohol abuse, 

treatment and rehabilitation. __________ (Client MUST initial) 

I understand that my records are protected under the federal regulations governing Confidentiality of Alcohol and  

Drug Abuse Patient records, 42 C.F.R. Part 2 and  the Health Portability and Accountability Act of 1996 (HIPAA),  

45C.F.R., Parts 160 and 164, cannot be disclosed without my written consent unless otherwise provided in the regulations. 

I also understand that I may revoke this consent in writing at any time except to the extent that action has been taken in  

reliance on it, and that in any event this consent expires automatically one year from date of signature unless otherwise  

indicated here: ____________________________________________________________.  
(specification of the date, event, or condition upon which this consent expires) 

 I understand that generally Volunteers of America, Alaska may not condition my treatment on whether or not I sign a 

 consent form,  but that in certain limited circumstances I may be denied treatment if I do not sign a consent form. 

Signature of 

Client: 
Signature of

Parent/Legal 

Guardian: 
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VOLUNTEERS OF AMERICA, ALASKA INC. 

CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION 

Date of Authorization: ____________________ 

I, _____________________________________________________________________ / _____________________ 

Client Name      Date of Birth 

authorize Volunteers of America-Alaska (Assist/ARCH) and 

Name of Agency 

and/or Person: Dr. Lethin, DDS 

Home/Business 

Phone: (907)337-9474

Address: 2601 Boniface Parkway, Suite 2 Cell Phone: 

Anchorage, AK 99504 Fax: 

To communicate with and disclose to one another the following information verbally, written, and/or facsimile: 

(Client MUST initial each category that applies). 

X My name and other personal identifying 

information 

Treatment plan 

Initial assessment evaluation results and 

history 

Progress report(s) and compliance 

Date of admission/interpretive summary Toxicology results 

Date of transition/discharge and 

transition/discharge summary 

Continuing care plan 

Significant information for screening and 

treatment 

Medical emergencies 

Attendance in Treatment  X Other: Presence in treatment. Medical related 

information as needed. 

The disclosure of the information in this consent is for the purpose of: 

(Client MUST initial category that applies) 

Continued treatment Personal use 

Legal Parental participation in treatment 

X Other (Must indicate): Medical 

I understand that the information to be disclosed includes information pertaining to drug/alcohol abuse, 

treatment and rehabilitation. __________ (Client MUST initial) 

I understand that my records are protected under the federal regulations governing Confidentiality of Alcohol and  

Drug Abuse Patient records, 42 C.F.R. Part 2 and  the Health Portability and Accountability Act of 1996 (HIPAA),  

45C.F.R., Parts 160 and 164, cannot be disclosed without my written consent unless otherwise provided in the regulations. 

I also understand that I may revoke this consent in writing at any time except to the extent that action has been taken in  

reliance on it, and that in any event this consent expires automatically one year from date of signature unless otherwise  

indicated here: ____________________________________________________________.  
(specification of the date, event, or condition upon which this consent expires) 

 I understand that generally Volunteers of America, Alaska may not condition my treatment on whether or not I sign a 

 consent form,  but that in certain limited circumstances I may be denied treatment if I do not sign a consent form. 

Signature of 

Client: 

Signature of 

Parent/Legal

Guardian: 
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VOLUNTEERS OF AMERICA, ALASKA INC. 

CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION 

Date of Authorization: ____________________ 

I, _____________________________________________________________________ / _____________________ 

Client Name      Date of Birth 

authorize Volunteers of America-Alaska (Assist/ARCH) and 

To communicate with and disclose to one another the following information verbally, written, and/or facsimile: 

(Client MUST initial each category that applies). 

X My name and other personal identifying 

information 

Treatment plan 

Initial assessment evaluation results and 

history 

Progress report(s) and compliance 

Date of admission/interpretive summary Toxicology results 

Date of transition/discharge and 

transition/discharge summary 

Continuing care plan 

Significant information for screening and 

treatment 

Medical emergencies 

Attendance in Treatment  X Other: Presence in treatment. Medical related 

information as needed. 

The disclosure of the information in this consent is for the purpose of: 

(Client MUST initial category that applies) 

Continued treatment Personal use 

Legal Parental participation in treatment 

X Other (Must indicate): Medical 

I understand that the information to be disclosed includes information pertaining to drug/alcohol abuse,  

treatment and rehabilitation. __________ (Client MUST initial) 

I understand that my records are protected under the federal regulations governing Confidentiality of Alcohol and  

Drug Abuse Patient records, 42 C.F.R. Part 2 and  the Health Portability and Accountability Act of 1996 (HIPAA),  

45C.F.R., Parts 160 and 164, cannot be disclosed without my written consent unless otherwise provided in the regulations. 

I also understand that I may revoke this consent in writing at any time except to the extent that action has been taken in  

reliance on it, and that in any event this consent expires automatically one year from date of signature unless otherwise  

indicated here: ____________________________________________________________.  
(specification of the date, event, or condition upon which this consent expires) 

 I understand that generally Volunteers of America, Alaska may not condition my treatment on whether or not I sign a 

 consent form,  but that in certain limited circumstances I may be denied treatment if I do not sign a consent form. 

Signature of 

Client: 

Signature of 

Parent/Legal 

Guardian: 

Name of Agency 

and/or Person: Eagle River Vision Center 

Home/Business 

Phone: (907)694-2511

Address: 16331 Heritage Pl #104 Cell Phone: 

Eagle River, AK 99577 Fax: 
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VOLUNTEERS OF AMERICA, ALASKA INC. 

CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION 

Date of Authorization: ____________________ 

I, _____________________________________________________________________ / _____________________ 

Client Name      Date of Birth 

authorize Volunteers of America-Alaska (Assist/ARCH) and 

Name of Agency 

and/or Person: Anchorage Police Department 

Home/Business 

Phone: (907)786-8900

Address: PO Box 196650 Cell Phone: 

Anchorage, AK 99519 Fax: 

To communicate with and disclose to one another the following information verbally, written, and/or facsimile: 

(Client MUST initial each category that applies). 

X My name and other personal identifying 

information 

X All information required to complete a 

police report 

X Other:  AWOL Status 

The disclosure of the information in this consent is for the purpose of: 

(Client MUST initial category that applies) 

Continued treatment Personal use 

X Legal Parental participation in treatment 

Other (Must indicate): 

I understand that the information to be disclosed includes information pertaining to drug/alcohol abuse, 

treatment and rehabilitation. __________ (Client MUST initial) 

I understand that my records are protected under the federal regulations governing Confidentiality of Alcohol and  

Drug Abuse Patient records, 42 C.F.R. Part 2 and  the Health Portability and Accountability Act of 1996 (HIPAA),  

45C.F.R., Parts 160 and 164, cannot be disclosed without my written consent unless otherwise provided in the regulations. 

I also understand that I may revoke this consent in writing at any time except to the extent that action has been taken in  

reliance on it, and that in any event this consent expires automatically one year from date of signature unless otherwise  

indicated here: ____________________________________________________________.  
(specification of the date, event, or condition upon which this consent expires) 

 I understand that generally Volunteers of America, Alaska may not condition my treatment on whether or not I sign a 

 consent form,  but that in certain limited circumstances I may be denied treatment if I do not sign a consent form. 

Signature of 

Client: 
Signature of 

Parent/Legal 

Guardian: 
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VOLUNTEERS OF AMERICA, ALASKA INC. 

CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION 

Date of Authorization: ____________________ 

I, _____________________________________________________________________ / _____________________ 

Client Name      Date of Birth 

authorize Volunteers of America-Alaska (Assist/ARCH) and 

Name of Agency 

and/or Person: Heart of Eagle River Medical Center 

Home/Business 

Phone: (907)694-1300

Address: 11432 Business Boulevard Cell Phone: 

Eagle River, AK 99577 Fax: 

To communicate with and disclose to one another the following information verbally, written, and/or facsimile: 

(Client MUST initial each category that applies). 

X My name and other personal identifying 

information 

Treatment plan 

Initial assessment evaluation results and 

history 

Progress report(s) and compliance 

Date of admission/interpretive summary Toxicology results 

Date of transition/discharge and 

transition/discharge summary 

Continuing care plan 

Significant information for screening and 

treatment 

Medical emergencies 

Attendance in Treatment  X Other: Presence in treatment. Medical related 

information as needed. 

The disclosure of the information in this consent is for the purpose of: 

(Client MUST initial category that applies) 

Continued treatment Personal use 

Legal Parental participation in treatment 

X Other (Must indicate): Medical 

I understand that the information to be disclosed includes information pertaining to drug/alcohol abuse, 

treatment and rehabilitation. __________ (Client MUST initial) 

I understand that my records are protected under the federal regulations governing Confidentiality of Alcohol and  

Drug Abuse Patient records, 42 C.F.R. Part 2 and  the Health Portability and Accountability Act of 1996 (HIPAA),  

45C.F.R., Parts 160 and 164, cannot be disclosed without my written consent unless otherwise provided in the regulations. 

I also understand that I may revoke this consent in writing at any time except to the extent that action has been taken in  

reliance on it, and that in any event this consent expires automatically one year from date of signature unless otherwise  

indicated here: ____________________________________________________________.  
(specification of the date, event, or condition upon which this consent expires) 

 I understand that generally Volunteers of America, Alaska may not condition my treatment on whether or not I sign a 

 consent form,  but that in certain limited circumstances I may be denied treatment if I do not sign a consent form. 

Signature of 

Client: 
Signature of 

Parent/Legal 

Guardian: 
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VOLUNTEERS OF AMERICA, ALASKA INC. 

CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION 

Date of Authorization: ____________________ 

I, _____________________________________________________________________ / _____________________ 

Client Name      Date of Birth 

authorize Volunteers of America-Alaska (Assist/ARCH) and 

Name of Agency 

and/or Person: Family Pharmacy 

Home/Business 

Phone: (907)694-7007

Address: 11432 Business Boulevard Cell Phone: 

Eagle River, AK 99577 Fax: 

To communicate with and disclose to one another the following information verbally, written, and/or facsimile: 

(Client MUST initial each category that applies). 

X My name and other personal identifying 

information 

Treatment plan 

Initial assessment evaluation results and 

history 

Progress report(s) and compliance 

Date of admission/interpretive summary Toxicology results 

Date of transition/discharge and 

transition/discharge summary 

Continuing care plan 

Significant information for screening and 

treatment 

Medical emergencies 

Attendance in Treatment  X Other: Presence in treatment. Medical related 

information as needed including Insurance 

information. 

The disclosure of the information in this consent is for the purpose of: 

(Client MUST initial category that applies) 

Continued treatment Personal use 

Legal Parental participation in treatment 

X Other (Must indicate): Medical 

I understand that the information to be disclosed includes information pertaining to drug/alcohol abuse, 

treatment and rehabilitation. __________ (Client MUST initial) 

I understand that my records are protected under the federal regulations governing Confidentiality of Alcohol and  

Drug Abuse Patient records, 42 C.F.R. Part 2 and  the Health Portability and Accountability Act of 1996 (HIPAA),  

45C.F.R., Parts 160 and 164, cannot be disclosed without my written consent unless otherwise provided in the regulations. 

I also understand that I may revoke this consent in writing at any time except to the extent that action has been taken in  

reliance on it, and that in any event this consent expires automatically one year from date of signature unless otherwise  

indicated here: ____________________________________________________________.  
(specification of the date, event, or condition upon which this consent expires) 

 I understand that generally Volunteers of America, Alaska may not condition my treatment on whether or not I sign a 

 consent form,  but that in certain limited circumstances I may be denied treatment if I do not sign a consent form. 

Signature of 

Client: 

Signature of 

Parent/Legal 

Guardian: 
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VOLUNTEERS OF AMERICA, ALASKA INC. 

CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION 

Date of Authorization: ____________________ 

I, _____________________________________________________________________ / _____________________ 

Client Name      Date of Birth 

authorize Volunteers of America-Alaska (Assist/ARCH) and 

Name of Agency 

and/or Person: Eagle River Dental 

Home/Business 

Phone: (907)694-8610

Address: 11723 Old Glenn Hwy Suite 207 Cell Phone: 

Eagle River, AK 99577 Fax: 

To communicate with and disclose to one another the following information verbally, written, and/or facsimile: 

(Client MUST initial each category that applies). 

X My name and other personal identifying 

information 

Treatment plan 

Initial assessment evaluation results and 

history 

Progress report(s) and compliance 

Date of admission/interpretive summary Toxicology results 

Date of transition/discharge and 

transition/discharge summary 

Continuing care plan 

Significant information for screening and 

treatment 

Medical emergencies 

Attendance in Treatment X Other: Presence in treatment. Medical related 

information as needed including Insurance 

information. 

The disclosure of the information in this consent is for the purpose of: 

(Client MUST initial category that applies) 

Continued treatment Personal use 

Legal Parental participation in treatment 

X Other (Must indicate): Medical 

I understand that the information to be disclosed includes information pertaining to drug/alcohol abuse, 

treatment and rehabilitation. __________ (Client MUST initial) 

I understand that my records are protected under the federal regulations governing Confidentiality of Alcohol and  

Drug Abuse Patient records, 42 C.F.R. Part 2 and  the Health Portability and Accountability Act of 1996 (HIPAA),  

45C.F.R., Parts 160 and 164, cannot be disclosed without my written consent unless otherwise provided in the regulations. 

I also understand that I may revoke this consent in writing at any time except to the extent that action has been taken in  

reliance on it, and that in any event this consent expires automatically one year from date of signature unless otherwise  

indicated here: ____________________________________________________________.  
(specification of the date, event, or condition upon which this consent expires) 

 I understand that generally Volunteers of America, Alaska may not condition my treatment on whether or not I sign a 

 consent form,  but that in certain limited circumstances I may be denied treatment if I do not sign a consent form. 

Signature of 

Client: 

Signature of 

Parent/Legal 

Guardian: 
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VOLUNTEERS OF AMERICA, ALASKA INC. 

CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION 

Date of Authorization: ____________________ 

I, _____________________________________________________________________ / _____________________ 

Client Name      Date of Birth 

authorize Volunteers of America-Alaska (Assist/ARCH) and 

Name of Agency 

and/or Person: Alaska Native Medical Center 

Home/Business 

Phone: 

Address: 4315 Diplomacy Dr Cell Phone: 

Anchorage, AK 99508 Fax: 

To communicate with and disclose to one another the following information verbally, written, and/or facsimile: 

(Client MUST initial each category that applies). 

X My name and other personal identifying 

information 

Treatment plan 

Initial assessment evaluation results and 

history 

Progress report(s) and compliance 

Date of admission/interpretive summary Toxicology results 

Date of transition/discharge and 

transition/discharge summary 

Continuing care plan 

Significant information for screening and 

treatment 

Medical emergencies 

Attendance in Treatment X Other: Presence in treatment. Medical related 

information as needed including Insurance 
information. 

The disclosure of the information in this consent is for the purpose of: 

(Client MUST initial category that applies) 

Continued treatment Personal use 

Legal Parental participation in treatment 

X Other (Must indicate): Medical 

I understand that the information to be disclosed includes information pertaining to drug/alcohol abuse, 

treatment and rehabilitation. __________ (Client MUST initial) 

I understand that my records are protected under the federal regulations governing Confidentiality of Alcohol and  

Drug Abuse Patient records, 42 C.F.R. Part 2 and  the Health Portability and Accountability Act of 1996 (HIPAA),  

45C.F.R., Parts 160 and 164, cannot be disclosed without my written consent unless otherwise provided in the regulations. 

I also understand that I may revoke this consent in writing at any time except to the extent that action has been taken in  

reliance on it, and that in any event this consent expires automatically one year from date of signature unless otherwise  

indicated here: ____________________________________________________________.  
(specification of the date, event, or condition upon which this consent expires) 

 I understand that generally Volunteers of America, Alaska may not condition my treatment on whether or not I sign a 

 consent form,  but that in certain limited circumstances I may be denied treatment if I do not sign a consent form. 

Signature of 

Client: 

Signature of 

Parent/Legal 

Guardian: 
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VOLUNTEERS OF AMERICA, ALASKA INC. 

CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION 

Date of Authorization: ____________________ 

I, _____________________________________________________________________ / _____________________ 

Client Name      Date of Birth 

authorize Volunteers of America-Alaska (Assist/ARCH) and 

Name of Agency 

and/or Person: Alaska Regional Hospital 

Home/Business 

Phone: (907)276-1131

Address: 2801 Debarr Rd Cell Phone: 

Anchorage, AK 99577 Fax: 

To communicate with and disclose to one another the following information verbally, written, and/or facsimile: 

(Client MUST initial each category that applies). 

X My name and other personal identifying 

information 

Treatment plan 

Initial assessment evaluation results and 

history 

Progress report(s) and compliance 

Date of admission/interpretive summary Toxicology results 

Date of transition/discharge and 

transition/discharge summary 

Continuing care plan 

Significant information for screening and 

treatment 

Medical emergencies 

Attendance in Treatment  X Other: Presence in treatment. Medical related 

information as needed including Insurance 

information. 

The disclosure of the information in this consent is for the purpose of: 

(Client MUST initial category that applies) 

Continued treatment Personal use 

Legal Parental participation in treatment 

X Other (Must indicate): Medical 

I understand that the information to be disclosed includes information pertaining to drug/alcohol abuse, 

treatment and rehabilitation. __________ (Client MUST initial) 

I understand that my records are protected under the federal regulations governing Confidentiality of Alcohol and  

Drug Abuse Patient records, 42 C.F.R. Part 2 and  the Health Portability and Accountability Act of 1996 (HIPAA),  

45C.F.R., Parts 160 and 164, cannot be disclosed without my written consent unless otherwise provided in the regulations. 

I also understand that I may revoke this consent in writing at any time except to the extent that action has been taken in  

reliance on it, and that in any event this consent expires automatically one year from date of signature unless otherwise  

indicated here: ____________________________________________________________.  
(specification of the date, event, or condition upon which this consent expires) 

 I understand that generally Volunteers of America, Alaska may not condition my treatment on whether or not I sign a 

 consent form,  but that in certain limited circumstances I may be denied treatment if I do not sign a consent form. 

Signature of 

Client: 

Signature of 

Parent/Legal 

Guardian: 
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VOLUNTEERS OF AMERICA, ALASKA INC. 

CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION 

Date of Authorization: ____________________ 

I, _____________________________________________________________________ / _____________________ 

Client Name      Date of Birth 

authorize Volunteers of America-Alaska (Assist/ARCH) and 

Name of Agency 

and/or Person: Providence Alaska Medical Center 

Home/Business 

Phone: (907)562-2211

Address: 3200 Providence Drive Cell Phone: 

Anchorage, AK 99508 Fax: 

To communicate with and disclose to one another the following information verbally, written, and/or facsimile: 

(Client MUST initial each category that applies). 

X My name and other personal identifying 

information 

Treatment plan 

Initial assessment evaluation results and 

history 

Progress report(s) and compliance 

Date of admission/interpretive summary Toxicology results 

Date of transition/discharge and 

transition/discharge summary 

Continuing care plan 

Significant information for screening and 

treatment 

Medical emergencies 

Attendance in Treatment  X Other: Presence in treatment. Medical related 

information as needed including Insurance 

information. 

The disclosure of the information in this consent is for the purpose of: 

(Client MUST initial category that applies) 

Continued treatment Personal use 

Legal Parental participation in treatment 

X Other (Must indicate): Medical 

I understand that the information to be disclosed includes information pertaining to drug/alcohol abuse, 

treatment and rehabilitation. __________ (Client MUST initial) 

I understand that my records are protected under the federal regulations governing Confidentiality of Alcohol and  

Drug Abuse Patient records, 42 C.F.R. Part 2 and  the Health Portability and Accountability Act of 1996 (HIPAA),  

45C.F.R., Parts 160 and 164, cannot be disclosed without my written consent unless otherwise provided in the regulations. 

I also understand that I may revoke this consent in writing at any time except to the extent that action has been taken in  

reliance on it, and that in any event this consent expires automatically one year from date of signature unless otherwise  

indicated here: ____________________________________________________________.  
(specification of the date, event, or condition upon which this consent expires) 

 I understand that generally Volunteers of America, Alaska may not condition my treatment on whether or not I sign a 

 consent form,  but that in certain limited circumstances I may be denied treatment if I do not sign a consent form. 

Signature of 

Client: 

Signature of 

Parent/Legal 

Guardian: 
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VOLUNTEERS OF AMERICA, ALASKA INC. 

CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION 

Date of Authorization: ____________________ 

I, _____________________________________________________________________ / _____________________ 

Client Name      Date of Birth 

authorize Volunteers of America-Alaska (Assist/ARCH) and 

Name of Agency 

and/or Person: Division of Juvenile Justice 

Home/Business 

Phone: 

Address: Cell Phone: 

Fax: 

To communicate with and disclose to one another the following information verbally, written, and/or facsimile: 

(Client MUST initial each category that applies). 

X My name and other personal identifying 

information 

x Treatment plan 

x Initial assessment evaluation results and 

history 

x Progress report(s) and compliance 

x Date of admission/interpretive summary x Toxicology results 

x Date of transition/discharge and 

transition/discharge summary 

x Continuing care plan 

x Significant information for screening and 

treatment 

x Medical emergencies 

Attendance in Treatment  Other: 

The disclosure of the information in this consent is for the purpose of: 

(Client MUST initial category that applies) 

Continued treatment Personal use 

x Legal Parental participation in treatment 

Other (Must indicate): 

I understand that the information to be disclosed includes information pertaining to drug/alcohol abuse, 

treatment and rehabilitation. __________ (Client MUST initial) 

I understand that my records are protected under the federal regulations governing Confidentiality of Alcohol and  

Drug Abuse Patient records, 42 C.F.R. Part 2 and  the Health Portability and Accountability Act of 1996 (HIPAA),  

45C.F.R., Parts 160 and 164, cannot be disclosed without my written consent unless otherwise provided in the regulations. 

I also understand that I may revoke this consent in writing at any time except to the extent that action has been taken in  

reliance on it, and that in any event this consent expires automatically one year from date of signature unless otherwise  

indicated here: ____________________________________________________________.  
(specification of the date, event, or condition upon which this consent expires) 

 I understand that generally Volunteers of America, Alaska may not condition my treatment on whether or not I sign a 

 consent form,  but that in certain limited circumstances I may be denied treatment if I do not sign a consent form. 

Signature of 

Client: 

Signature of 

Parent/Legal 

Guardian: 
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VOLUNTEERS OF AMERICA, ALASKA INC. 

CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION 

Date of Authorization: ____________________ 

I, _____________________________________________________________________ / _____________________ 

Client Name      Date of Birth 

authorize Volunteers of America-Alaska (Assist/ARCH) and 

Name of Agency 

and/or Person: Alaska Court System 

Home/Business 

Phone: 

Address: Cell Phone: 

Fax: 

To communicate with and disclose to one another the following information verbally, written, and/or facsimile: 

(Client MUST initial each category that applies). 

X My name and other personal identifying 

information 

Treatment plan 

Initial assessment evaluation results and 

history 

Progress report(s) and compliance 

Date of admission/interpretive summary Toxicology results 

Date of transition/discharge and 

transition/discharge summary 

Continuing care plan 

Significant information for screening and 

treatment 

Medical emergencies 

x Attendance in Treatment  Other: 

The disclosure of the information in this consent is for the purpose of: 

(Client MUST initial category that applies) 

Continued treatment Personal use 

x Legal Parental participation in treatment 

Other (Must indicate): Medical 

I understand that the information to be disclosed includes information pertaining to drug/alcohol abuse, 

treatment and rehabilitation. __________ (Client MUST initial) 

I understand that my records are protected under the federal regulations governing Confidentiality of Alcohol and  

Drug Abuse Patient records, 42 C.F.R. Part 2 and  the Health Portability and Accountability Act of 1996 (HIPAA),  

45C.F.R., Parts 160 and 164, cannot be disclosed without my written consent unless otherwise provided in the regulations. 

I also understand that I may revoke this consent in writing at any time except to the extent that action has been taken in  

reliance on it, and that in any event this consent expires automatically one year from date of signature unless otherwise  

indicated here: ____________________________________________________________.  
(specification of the date, event, or condition upon which this consent expires) 

 I understand that generally Volunteers of America, Alaska may not condition my treatment on whether or not I sign a 

 consent form,  but that in certain limited circumstances I may be denied treatment if I do not sign a consent form. 

Signature of 

Client: 
Signature of 
Parent/Legal 

Guardian: 
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VOLUNTEERS OF AMERICA, ALASKA INC. 

CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION 

Date of Authorization: ____________________ 

I, _____________________________________________________________________ / _____________________ 

Client Name      Date of Birth 

authorize Volunteers of America-Alaska (Assist/ARCH) and 

Name of Agency 

and/or Person: Public Defender’s Office 

Home/Business 

Phone: 

Address: Cell Phone: 

Fax: 

To communicate with and disclose to one another the following information verbally, written, and/or facsimile: 

(Client MUST initial each category that applies). 

X My name and other personal identifying 

information 

Treatment plan 

Initial assessment evaluation results and 

history 

x Progress report(s) and compliance 

x Date of admission/interpretive summary Toxicology results 

Date of transition/discharge and 

transition/discharge summary 

Continuing care plan 

x Significant information for screening and 

treatment 

Medical emergencies 

Attendance in Treatment  Other: 

The disclosure of the information in this consent is for the purpose of: 

(Client MUST initial category that applies) 

Continued treatment Personal use 

x Legal Parental participation in treatment 

Other (Must indicate): 

I understand that the information to be disclosed includes information pertaining to drug/alcohol abuse, 

treatment and rehabilitation. __________ (Client MUST initial) 

I understand that my records are protected under the federal regulations governing Confidentiality of Alcohol and  

Drug Abuse Patient records, 42 C.F.R. Part 2 and  the Health Portability and Accountability Act of 1996 (HIPAA),  

45C.F.R., Parts 160 and 164, cannot be disclosed without my written consent unless otherwise provided in the regulations. 

I also understand that I may revoke this consent in writing at any time except to the extent that action has been taken in  

reliance on it, and that in any event this consent expires automatically one year from date of signature unless otherwise  

indicated here: ____________________________________________________________.  
(specification of the date, event, or condition upon which this consent expires) 

 I understand that generally Volunteers of America, Alaska may not condition my treatment on whether or not I sign a 

 consent form,  but that in certain limited circumstances I may be denied treatment if I do not sign a consent form. 

Signature of 

Client: 

Signature of 

Parent/Legal 

Guardian: 
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VOLUNTEERS OF AMERICA, ALASKA INC. 

CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION 

Date of Authorization: ____________________ 

I, _____________________________________________________________________ / _____________________ 

Client Name      Date of Birth 

authorize Volunteers of America-Alaska (Assist/ARCH) and 

Name of Agency 

and/or Person: Millennium Health, LLC 

Home/Business 

Phone: 

877-451-3534

Address: 16981 Via Tazon Cell Phone: 

San Diego, CA 92127 Fax: 858-451-3636

To communicate with and disclose to one another the following information verbally, written, electronic health record 

portal, and/or facsimile:  

o My name and other personal identifying information

o Toxicology results

The disclosure of the information in this consent is for the purpose of: 

o Participation in treatment services

I understand that the information to be disclosed includes information pertaining to drug/alcohol abuse, 

treatment and rehabilitation. __________ (Client MUST initial) 

I understand that my records are protected under the federal regulations governing Confidentiality of Alcohol and  

Drug Abuse Patient records, 42 C.F.R. Part 2 and  the Health Portability and Accountability Act of 1996 (HIPAA),  

45C.F.R., Parts 160 and 164, cannot be disclosed without my written consent unless otherwise provided in the regulations. 

I also understand that I may revoke this consent in writing at any time except to the extent that action has been taken in  

reliance on it, and that in any event this consent expires automatically one year from date of signature unless otherwise  

indicated here: ____________________________________________________________.  
(specification of the date, event, or condition upon which this consent expires) 

 I understand that generally Volunteers of America, Alaska may not condition my treatment on whether or not I sign a 

 consent form,  but that in certain limited circumstances I may be denied treatment if I do not sign a consent form. 

Signature of 

Client: 

Signature of 

Parent/Legal 

Guardian: 
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VOLUNTEERS OF AMERICA, ALASKA INC. 

CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION 

Date of Authorization: ____________________ 

I, _____________________________________________________________________ / _____________________ 

Client Name      Date of Birth 

authorize Volunteers of America-Alaska (Assist/ARCH) and 

Name of Agency 

and/or Person: Parent: 

Home/Business 

Phone: 

Address: Cell Phone: 

Fax: 

To communicate with and disclose to one another the following information verbally, written, and/or facsimile: 

(Client MUST initial each category that applies). 

X My name and other personal identifying 

information 

X Treatment plan 

X Initial assessment evaluation results and 

history 

X Progress report(s) and compliance 

X Date of admission/interpretive summary X Toxicology results 

X Date of transition/discharge and 

transition/discharge summary 

X Continuing care plan 

X Significant information for screening and 

treatment 

X Medical emergencies 

Attendance in Treatment Other: 

The disclosure of the information in this consent is for the purpose of: 

(Client MUST initial category that applies) 

Continued treatment Personal use 

Legal x Parental participation in treatment 

Other (Must indicate): 

I understand that the information to be disclosed includes information pertaining to drug/alcohol abuse, 

treatment and rehabilitation. __________ (Client MUST initial) 

I understand that my records are protected under the federal regulations governing Confidentiality of  

Alcohol and Drug Abuse Patient records, 42 C.F.R. Part 2 and  the Health Portability and Accountability Act 

of 1996 (HIPAA), 45C.F.R., Parts 160 and 164, cannot be disclosed without my written consent unless otherwise  

provided in the regulations. I also understand that I may revoke this consent in writing at any time except to the  

extent that action has been taken in reliance on it, and that in any event this consent expires automatically one year from date of 

signature unless otherwise indicated here: ____________________________________________________________.  
(specification of the date, event, or condition upon which this consent expires) 

 I understand that generally Volunteers of America, Alaska may not condition my treatment on whether or not I sign a 

 consent form,  but that in certain limited circumstances I may be denied treatment if I do not sign a consent form. 

Signature of 

Client: 
Signature of 

Parent/Legal 

Guardian: 



48 

VOLUNTEERS OF AMERICA, ALASKA INC. 

CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION 

Date of Authorization: ____________________ 

I, _____________________________________________________________________ / _____________________ 

Client Name      Date of Birth 

authorize Volunteers of America-Alaska (Assist/ARCH) and 

Name of Agency 

and/or Person: 

Approved Family: Home/Business 

Phone: 

Address: Cell Phone: 

Fax: 

To communicate with and disclose to one another the following information verbally, written, and/or facsimile: 

(Client MUST initial each category that applies). 

X My name and other personal identifying 

information 

Treatment plan 

Initial assessment evaluation results and 

history 

Progress report(s) and compliance 

Date of admission/interpretive summary Toxicology results 

Date of transition/discharge and 

transition/discharge summary 

Continuing care plan 

Significant information for screening and 

treatment 

Medical emergencies 

x Attendance in Treatment  Other: 

The disclosure of the information in this consent is for the purpose of: 

(Client MUST initial category that applies) 

Continued treatment x Personal use 

Legal Parental participation in treatment 

Other (Must indicate): 

I understand that the information to be disclosed includes information pertaining to drug/alcohol abuse, 

treatment and rehabilitation. __________ (Client MUST initial) 

I understand that my records are protected under the federal regulations governing Confidentiality of  

Alcohol and Drug Abuse Patient records, 42 C.F.R. Part 2 and  the Health Portability and Accountability Act 

of 1996 (HIPAA), 45C.F.R., Parts 160 and 164, cannot be disclosed without my written consent unless otherwise  

provided in the regulations. I also understand that I may revoke this consent in writing at any time except to the  

extent that action has been taken in reliance on it, and that in any event this consent expires automatically one year from date of 

signature unless otherwise indicated here: ____________________________________________________________.  
(specification of the date, event, or condition upon which this consent expires) 

 I understand that generally Volunteers of America, Alaska may not condition my treatment on whether or not I sign a 

 consent form,  but that in certain limited circumstances I may be denied treatment if I do not sign a consent form. 

Signature of 

Client: 
Signature of 

Parent/Legal 

Guardian: 
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Office Only   School Name/Code:_    School Entry date:   /_  _/   Student District ID:  
 Student State ID (SSID):   

 

ANCHORAGE SCHOOL DISTRICT (ASD) K-12 ENROLLMENT FORM 
Parent / Guardian to complete Sections I-V. Please print legibly using black or blue pen 

I. STUDENT INFORMATION 

1. Student’s Legal Last name Student’s Legal First name Student Middle name Suffix Other name student uses 

     

2. Student birthdate: 
MM / DD / YY 

  /  /   

3. Grade level: 4. Gender: 
 

 Male  Female 

5. Is student Hispanic or Latino?  Yes  No 

5a. Select one or more of the race categories:  White  Asian  Black 
 AK Native  American Indian  Native Hawaiian or Pacific Islander 

 

6. Student home language: 
 

7. Student primary language: 

8. *Primary phone number:    Cell   Home 

( )   
 

 Unlisted 
*This number will be used for 

 Message Only attendance and informational calls. 

9. Daytime emergency phone: (For automated emergency calls – direct lines only; required) 

( ) 

10. Additional notification phone: (For automated informational calls; not required) (

 ) 
11. Student Residence address: City, State: ZIP + 4: 

   

12. Student mailing address (if other than residence): City, State: ZIP + 4: 

   

13. Student email address (Required if HS student is taking on-line or KCC courses) 14. Birth place: 

15. AM Bus Number: PM Bus Number: AM bus pick-up address – if other than student home address: AM bus pick-up contact phone number: 
( ) 

16.  If eligible, my child  will ride the bus PM bus drop-off address – if other than student home address: PM bus drop-off contact phone number: 
( ) 

 

17. Is there a court order in effect for the student?  Yes    No (If yes, please furnish a copy of the legal documentation to the school office.) 
 

18. Is student:  Home Schooled?   Yes   No Attending a Private School?   Yes   No Name of Private/Home School: _   
 

A Foreign Exchange Student?   Yes  No A previous public / private Preschool student?  Yes   No  Name of Preschool:     

II. Complete this section if your child did NOT attend the Anchorage School District through the end of the prior school year. 
 

19. Please list previous out of Anchorage School District history including Preschool: (If additional space is needed, please see the registrar.) 

School name:_  Address:_  _City:  St:   Zip:    
 

School phone number (  _)    Date last attended:_    _/_    _/_    Years Attended:    Grade level last year:   
 

20. Previously enrolled in the ASD (including Preschool)?   Yes*   No  *If yes, school name_   Last year attended   
 

21. Does student have a current or past IEP?  Yes   No 
 

22. Does student have a current 504 plan?  Yes    No 

III. SIBLING INFORMATION (If additional space is needed, please see the registrar.) 

24. Complete this section only if applicable. Include only siblings who are currently enrolled in Grades K-12 in the Anchorage School District. 

Sibling 1 full name: Grade: School name: 

Sibling 2 full name: Grade: School name: 

Sibling 3 full name: Grade: School name: 
FOR OFFICE USE ONLY 

1. Home address verified:    Yes*    No *If yes:  Date:  /_  /_    Address verification document:   

2. Birth verification basis:     Birth Certificate     Affidavit (3 required)   _,   _, _   

3. Immunizations verified     Yes*    No *If yes:  Date:_    _/  _/   
4. School of residence:  5. District of residence:_   

6. Boundary exception: Transfer Type:  In-District  Out-of-District 

Reason:  Continuing Current Exemption  Educational Program  Grandfathered  Medical/Extenuating  NCLB School Choice 

 NCLB Victim  Open Enrollment  Special Education 

7. Copy of court order legal documentation was provided by parent/guardian.     Yes  No Received Date:  _/  _/   

8. Federal Impact data entered in Zangle?  Yes    No 
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IV. PRIMARY CONTACT INFORMATION 
25. CONTACT 1 PARENT/GUARDIAN CONTACT 2 OTHER PARENT/GUARDIAN 

Title (check one):  Mr.  Mrs.  Ms.  Mr.  Mrs.  Ms. 

Contact full name 
(last, first): 

  

Type of contact: Check only one: Parent  Guardian Check only one:  Parent  Guardian 

Relationship to student: Check only one:  Mother  Father  Stepmother 

 Stepfather  Foster mother  Foster father  Grandmother 

 Grandfather    Aunt  Uncle   Sibling 

 Court appt. guardian  Agency  Rep   Other   

Check only one:  Mother  Father  Stepmother 

 Stepfather  Foster mother  Foster father  Grandmother 

 Grandfather    Aunt  Uncle   Sibling 

 Court appt. guardian  Agency  Rep   Other   

Contact lives with student: 
(No. & Street name) 
(City, State, Zip + 4) 

 Yes    No*   *If no, or if Co-custody, residence address: 
   

 Yes    No*   *If no, or if Co-custody, residence address: 

Active Military:  Yes  No If yes, print: 
Rank:_   
Branch of Service:   

 Yes  No If yes, print: 
Rank:_   
Branch of Service:   

Name of Federal Property 
(e.g. military base, BLM, ANSCA, 
Court House, pump station, mine) 

  

Contact employer name:   

Contact work address: 
(Required if on a Federal 

Property) 

  

 

City: State: Zip: 
 

City: State: Zip: 
Contact home phone #: ( ) ( ) 

Contact cell phone #: ( ) ( ) 

Contact work phone #: ( ) ( ) 

Contact primary language:   

Contact email address:   

Contact needs access to the 

following student records: 

 Test Results  Behavior  Health 
 School Communications 
 Release Contact 
 Web Access (ParentConnect) 

Report Card: 
 Printed 

or 
 ParentConnect 

 Test Results  Behavior  Health 
 School Communications 
 Release Contact 
 Web Access (ParentConnect) 

Report Card: 
 Printed 

or 
 ParentConnect 

Report Card: Do you wish to 
receive a paper copy or view 
on ParentConnect site? 

Please provide additional contact information below. We will use this if we are unable to reach Primary Contact(s). 

V. SECONDARY CONTACT INFORMATION 
26. CONTACT 3 CONTACT 4 CONTACT 5 
Contact full name:    

Contact lives with student: 
(No. & Street name) 
(City, State, Zip + 4) 

 Yes    No* *If no, residence address:  Yes    No* *If no, residence address:  Yes    No*   *If no, residence address: 

Type of contact: Check only one:  Parent  Other Check only one:  Parent  Other Check only one:  Parent  Other 

Relationship to Student: Check only one:  Mother  Father 

 Stepmother  Stepfather  Gmother 

 Gfather  Aunt  Uncle  Sibling 

 Other    

Check only one:  Mother  Father 

 Stepmother  Stepfather  Gmother 

 Gfather  Aunt  Uncle  Sibling 

 Other    

Check only one:  Mother  Father 

 Stepmother  Stepfather  Gmother 

 Gfather  Aunt  Uncle  Sibling 

 Other    

Contact home phone #: ( ) ( ) ( ) 

Contact cell phone #: ( ) ( ) ( ) 

Contact work phone #: ( ) ( ) ( ) 

Contact needs access to 
the following student 
records: 

Check  all that apply: 
 Release Contact ONLY 

 Report Card Printed 

 Test Results  Behavior  Health 

 School Communications 

 Web Access (ParentConnect) 

Check  all that apply: 
 Release Contact ONLY 

 Report Card Printed 

 Test Results  Behavior  Health 

 School Communications 

 Web Access (ParentConnect) 

Check  all that apply: 
 Release Contact ONLY 

 Report Card Printed 

 Test Results  Behavior  Health 

 School Communications 

 Web Access (ParentConnect) 

The information provided is true to the best of my knowledge. 

X Parent/Guardian signature (required)_________________________________Student Name:__________________________________ 
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Anchorage School District 

Media Release Form 
Communications 

5530 E. Northern Lights Blvd. 
Anchorage, AK 99504-3135 (907) 742-4153 

 
We need student and parent permission to use a person’s photograph, voice, 
and/or name in various media projects. Please read the following, then date 
and sign where indicated. Thank you. 

❏ Yes – I consent. For and in consideration of the opportunity and privilege of 

appearing in or participating in one or more video or audio recordings, sound 
tracks, films, photographs, or written articles, I hereby consent to the use and 
editing thereof and release the Anchorage School District and its employees 
and assignees from any and all claims resulting from such use and editing in 
District media, and use, sale, editing and release to the newspapers, radio and 
television stations; and use on the Internet. 

❏ No – I do not consent to non-ASD use of my child’s photograph, voice and/or 

name in various media projects. 
 

Event/Activity: _________________________________________________________ 
 

Dated: ___________________________________________________, 20_________ 
                                                 (day, month) 

 
Student name: _________________________________________________________ 

 
Student signature: _______________________________________________________ 

 
Parent or legal guardian name: ____________________________________________ 

 
Parent or legal guardian signature: _________________________________________ 

 
Parent or legal guardian signature is required if the participant is under 18 years of age. 

 

Zangle default: Denied                      Rev 05-11 
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Student Media-Release Forms 
 

Parent-Signed Media Releases are NOT needed when: 
 

• Photographing or videotaping anonymous students engaged in 
  normal classroom/school activities 

 
• Photographing, videotaping or interviewing students at events 
  that are open to the public, such as music, theater or athletic 
  events 

 
Parent-Signed Media Releases are ALWAYS needed when: 

 
• Students are interviewed or will be identified by name in a 
   photograph/news article 
• An individual student(s) is the focus of the story 
• Photographing, videotaping or interviewing students who are in 
  special education classes/services or certain specialized 
  programs (drug/alcohol, detention/work detail, etc.) 
• You feel the photograph, videotape or interview may be used in 
  a negative way 

 
What to do when the media makes an unscheduled call: 

 
• Principals are encouraged to talk with the media regarding 
  routine events, activities or issues at their schools. 
• School principals may deny the photographing, videotaping 
  and interviewing of students and staff on school grounds if it 
  would disrupt the educational process. 
• If the reporter/photographer is behaving poorly, or is pursuing 
  a story that makes you uncomfortable about cooperating with 
  him/her, contact the Communications Office, 742-4153 
• In the event of a serious accident or in regards to issues of 
  crimes, child abuse, etc. contact the Communications Office (742- 
  4153) and the appropriate division office so a procedure may be 
  prepared to handle media inquiries. 
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English Language Learners Program 

 5530 E Northern Lights Blvd • Anchorage, AK 99504 • 907-742-4452 • http://www.asdk12.org/depts/ELL 
 
 
 

Dear Parent or Guardian, 
 

Welcome! The Anchorage School District is committed to supporting students 
who speak or understand languages other than English. English instruction 
and/or tutoring for other subject areas is provided as needed during regular 
school hours. Specially trained teachers and tutors who understand, respect and 
appreciate different languages and cultures will work with eligible students. 
 
In order to help us determine which students may qualify for our program, 
please take a minute to complete the attached form. If a language other than 
English is indicated, language assessments will be done and families will be 
notified of the results. 
 
If you have questions, or need help with the form, we will be happy to assist you. 
 
Sincerely, 
 
 
 
 
Philip Farson 

 Director, English Language Learners Program 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.asdk12.org/depts/ELL
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A copy of this form should be placed in the student’s cumulative file. 

Office staff, please initial: 

_____ Parent was given 

           an ELLP brochure. 

PARENT LANGUAGE QUESTIONNAIRE 
(Home Language Survey) 

 Anchorage School District   District ID # __________________________ 

  ________________________________________ grade: ____ Date of Birth ____________________________ 
    (school) 

 

If a language other than English is part of a student’s language background, state 
and federal law require us to test his/her English proficiency. 
 
Student name: __________________________________________ Place of birth: ____________________________ 

(last name, first name) 

Has this student attended school outside of the U.S.? □ no   □ yes, in __________________________ 
(country) 

Circle grades completed outside of the U.S.:  K   1   2   3   4   5   6   7   8   9   10   11   12 

Date student first entered a U.S. school _____________ Participating in an exchange student program? □ no □ yes 

 

1. Please list *all languages spoken in this student’s home. □ English □ other _________________________ 
   *Do not include languages that your child is learning/has learned in school. 

 

2. What is the first language this student learned to speak? □ English □ other _________________________ 
 

If English is the only language above,   please sign and date at the bottom of the form. 

If a language other than English is written above, please complete the entire form. 
 

A. What language(s) does this student speak?   □ English □ other _________________________ 

 

B. What language(s) does this student understand?  □ English □ other _________________________ 

 

C. What was the first language spoken by mother/guardian? □ English □ other ________________________ 

 

D. What was the first language spoken by father/guardian? □ English □ other _________________________ 

 

E. Is there another adult who influenced this student’s language development? □ no  □ yes 
 

relationship to student ______________________ language spoken _____________________________ 

 

 
Parent/Guardian signature ____________________________________________ Date ______________________ 

 

 

Parent/Guardian printed name __________________________________________________ 
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