ALASKA LEGISLATURE 2417
HOUSE and SENATE FINANCE COMMITTEE FILES, 2001 - 2002



INVOICE

Department OF Family and Youth Services
200!
: ~CUiL
Tutorial' Contract for!

Due in Full: $800.00
Ail tutoring has been completed with excellent results for this young man.

Thank you for providing this opportunity for me to have been of service.

Dale Submitted: August 1 2001
Donna Sherrouse, EdX). J
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ent

By: DFYS BARROW; 907 B52 3392; Apr*3.-00 5:03PU; Page

Alaska DepictTiiaii of Health and Social Services 345 Ba.'tow
Region Office Request #

Division of Family rud Youth Services f i

REQUEST FORSPECIAL NEEDS FUNDS FORpFOSTER CARE
[
Nt*Jj femitnfU >ucik4 OT>*n unlywwipr»-*uliior)i*tic»ik>  ttfliriretf.l
Limitation: Tht> form b to axrii onlyftu out ttrae erlrrrflO»i-jrp»dmih«il »ipcndli«rei nn bthidf uf riifWrm Ln fokcr tr*,

Btcrijrtx and mppoTthi* docJDnmUlure or* r*<(uirob. 1
DOB:/ti4/02/92 i Prober Cist Number. 401801432

Child'sName:
Eligibility Sums: (check one) 0  Title IV-E eligible Not IV -E eligible! O El gibility pending
0 Otherfaro )y members

Proposed servicesarefor 0 Child or [ Parents) or Q Sfbling(s) or
Proposed services arc court-ordered 0  (please attach court order)

Describe the specific need and how the request la con*i*tcnt with the care plan (case plu t must be attached).

it £ L { ClJTferC

II'I'[B&EESHMA\ENE

L

Clothing - Initial (Referto CPS ChaptcrS.0, Section fi.2.2.8 farpolicy) $_
2, Clothing - Extraordinary & Justified by Case Plan S_
3. Fﬁ, Special Diet rm( : S_
4, tryLaundry (Must have psychological) j S

Describ. :
5 Personal Incidentals .

Describe:

Special One-Time lictns ;

0 Special cribs; beds, mattresses \

0 Other (musthbe explained and within allowable DFY S regulations)

Describe:
T Visitation with Family - Long Distance telephone cards: for the child S

5

K Licensed Child Care (Pleaseprovide DFY S license numbcr_

Licensed Child Care for foster child: _
n during foster parent's employment when the foster child is not in school |

0 during the foster parent's attendance at mandatory fosterparent training |
Q during foster parents attendance at case conference, case reviews, court hearing, without foster child

|~ which facilitate the foster parent’s attendance atDivision approved activities which are beyond the
scope of“ordinary parental duties”
Travel - Child family visitation

1A SBECA-NECHARVNDNG:
IL TIEESHRARADNEANE

Travel i
QJ Miles over 50 per week for foster child's attendance at ndnunhrtrntfvc case orjudicial j eviews

Q  Fosterchild pre-placciuenivisit or placement with foster home
Q  PosterParents attendance ai administrative calc/judicial reviews and mubdaioiy ctisc

confcrcocei/team meetings . _
0  Other approved travel by foster child aspartof caseplan ; J

Describe: [ !
0 Eiccit Triivel asjustified by case plan (may require travel authorization) ]

0  For Visitation 1

10/18B

04.969j ixw CPS Dirtrihulioc: Origin J- RcAim d Ofliec, Copy *Cue fit*
‘Itjb form filed on p»*e 4

REQUESTFOR SPECIALNEEDS FUNDS FORFOSTER CARE



ent

By:

DFYfi BARROW, 907 852 3392; Apr-3-00 5:03PM; Page 11/18

Child's Name:

O ForPlacemen!

Foster Parent Damages and loss
Referto CPS Adm. Chaplcr 6.0, section ti.2.2.7 (4) (b)

Please attach form 06-9440and police report ifapplicable.
Shipping & Freight Costs (Child's belongings only)

Ollta-Scrvices critical for completion of the case plan
O Genetic/Patcnitty Testing

| | Advertising for Missing Parents

Q Birth Certificates

0 Expert Witnesses (ICWA/Non-ICW A)

| | Supervised Visitation

0 CourtTeleconference Cosls

1A SECA MG

NI‘G)&EEE\BM

Independent Living - Limited to those ejcpenses that facilitates the transition o f
foster children to independentliving that are not otherwise reimbursable under.'maintenance
oradministration or otherresource.

Describe: i

Medical, Denial, Diagnostic, Therapeutic, and Assessment Services
Aspayerof lasiresort (no Mcdicnid coverage or other third party trcimbiirscmenl)

Rnfew 53.320. !
] Describe:

[] Denial Describe:

[] Diagnostic (i.e. Psych evaluations)  Describe;

[] Therapeutic (i.e. Counseling) Describe:

[] Assessment Services Describe:
Q Medical equipment, furnishings, or discretioDSry devises for.cluldrai with special need s

: t I
Describe:

Unlicensed Child Carefor Foster Child
O During foster parent's employment when the foster child is ||ot in school j

Q During the fosterparent’s attendance atmandatory fosterparent training |
0 During foster parents atlcudaucc at case conference, case reviews, court ljeering,

without foster child
0  Which facilitate the foster parent’s attendance atDivision approved activities which arp

beyond the soope of “ordinary parental duties” ;

Other  vices critical for completion or die caseplan ofa child in foster rare; K00.00

who. j oilierresources are available
Describe: wasplaccd In an Inupiat Immersion class fur his lower grade! and as aresult cannot read at llls

grade levelin English. The fosterparents told me thatdie elementary school reco<runendcc removing David Jr.from the
luuplat Immnti/m class because the language wasn'theing reinforced In the parartalbom :and David was falling behind in
his school work. David isnow having problems in school related to his Teading ability. Aicording to the foster parent,
David's younger brother who wasn't In the luuplat Immersion class is rcadinig better than ak olderbrother ang this Is
causing problems in thehome. The fosterparentshave asked ifDavid canrevive tukuinj

Montessori School The costis 520 per day and four days per week arc re. ended for

improve one grade level. The cost for ten weeks is $800.

AAC 510/ 100110 ud 300370

tﬁ_%n m\%* corapUud In AilJ _ o o
9 CPS reee2erf i Dijrt/ihuiion; Origi 11 « Regional Office, Copy + CuiPIk

L /i- ThU t'onn filed on page A



Sftnt By: DFY6 BARROW;

* % N

Child’j Name:

rvVJL SUB-TOTAL NON-FV-E REIMBURSABLE S 800.00

A TR TV RIARALS
' '.l
LZINTI

VI. TOTAL cosT: $ 800.00

VIT. M onerime cost H shortterm costs (dale) / 2 to:

VTTL Payee Name North bionc Aaontcsson Academy Address PrO. AK~

IX. SSN orFed Tax ID# Vendor #(PVN) Reimhursemail Q
\3 (U 03 .06
mPCN Date

30/& V iViOn
/..IV Signature i PCN Date S.W.V Signature PCN Dale

[

_JL _ , .
Children's Services Manager Date Fanlily Sendees Program Administrator Date
Rtouircd for RequmLj «Vccading S*.300.00 uuJ Out-of-SI*!* Tnvcl

XIL FISCAL INFORMATION (To be filled out by fisari)

CATEGORY COST ICODING

IV -E Foster Care Maintenance (D.A)
DAE Foster Care Administrative (1T1.A ) S
Non-rV-E Reimbursable (IVA) $

it*
TOTALOF REQUEST:

Thu form mun he L-amplned in full . . AAC 33.070. 100-110 *nd 300-370
ow) 1 13/9s  CPU P*gc a of 3 Dinribulion: QIQI « kegiomj Office, CFAipy®O ut H i
ThU form Died oo f>»ft 4









T-DEC  F.00/10 r-48:

, 8074432100
Aui-JHI U55ara Frem-DrYS NFO
AuakB Department ofHealth and Surial Services Al Koterbiis/MFR.
Diviri'c ofFamily and Youth Services Region 0ffice Recrues: #

request fFor special needs funds for residential care

Spuciul Nook fundlo; i«uiciiitd on an m(snectlad bad* only and pre-atntmrtndon Il required.
LImlritdnii: Tftli formb lo mctlonly {ornnoiimc or Irregular ipednl nctxli rxpecmIUurr’ oc behiirof children in rcuileuital cars.

Rccclpn and ropponing documentation art required.

Child'sName: _ DOB: 02-28-93 Prober Case Number: 402130630
EUpbility SUnns; (check one)  Si Title IV-E eligible ID No;IV-E eligible Q Eligibility pending
Proposed services arc for J2] Child or 0 Puxeni(s) or Q Sibling(s) or 0 Other family members
Proposed services are court-ordered 0~'fplsase attach coun order)

L,
Child entering .ADC Anchorage Student ResidentialLiving Center, while attending school for the deaf,

Describe the specific used and how the request Bsconsistent With the case plan (case plan must be attached).

requires funds in an account to cover extra curricular activities and school photos eta. He his been atPutyuk

Childrcu'sHome since placement whh his grandparent’s foiled. Grandparent'swerr not receiving any
financial assistance.

H. TITLE IV-EFOSTER CARE MAINTENANCE

:L Clothing - Tnlrial (Refer to CPS Chapter 6.0, Sectiou 6.2,2.8 for policy) 5_
2 Clothing - Extraordinary & Jusnficdby Cose Plun S.
Special One-Time Items S
O Special cribs, beds, mattrestei -
[-3 Other (mustbe explained atid within allowable DFY S regulations)
Describe: Account for extra citmmlar ar.rivrrfgB
5, Visitation withFam Oy-Long Distance telephone cards for die child
6. Travel- Child fhmily visitation
HA. SUB-TOTAL IV-EFOSTER CARE MAINTENANCE 200.00
m. TITLE IV-EFOSTER CAIXADMINISTRATIVE
1, Travel
Z] Foster child pre-placement visitorplaccmnt with foster home
O Other approved travel by foitrr child nspart of caseplan
Describe: -
O EacartTravel asJustified by case plan (may require navelaurhnszarion)usi anc prope' bili anc autnonm its
0 For Visitation ® N
O ForPlacement
2. Shipping & Freight Costs (Child's belongings only) S[VrgyH-
L] 'YO L]
3. Othcr-Scrvicts critical for compltin[on of the case plan  Yeaf . collocation ~ Expenditure - Amount
0 Genetic/Paternity Testing
D Advertising far Missing Parean -06213 - 7 S
Q Birth Certificates Yuar + Collocation ExponOilure - Amount
O Expert Witnesses (ICWA/Noo-ICW A)
O Supervised Visitation ~T»6 g ?/ 60 7
0 courtTeltcouferenoc Coats r'-H . or*
¥ b> /> p(rhp
ULA. SUB-TOTAL IV-EFOSTER CARE ADMINISTRATIVE
CWh6P5  )ves  CPS Psgilufy DinKbution: Original * Rtglotuil o ffice, copy- ¢ *x Tile

200.00

Thii Ibrm Cikj] on page 4

HEQUEST FOR SPECIAL MEEDS FUNDS FOR RESIDENTIAL CARE



Aug-31"01

VI,
vil

VEQL

XI.

xn,

This form must be completed in All

U U, SD744321D0 T-0B! .09/1C  F-4PE
1155am  FruerDFYS NED )P o

Child's Name:

NON-IV-E REIMBURSEMENT
IndependentLivine - Limited to those expenses that facilitates the transition of

fbstHr children to indcpondem living that etc not otherwise provided by the residential
grant or other resources. Describe;

Medical, Dental, Diagnostic, Tuerapcutic, and Assessment Services

As payer of last resort (noMedicaid coverage or other third party reimbursement)

Refer to 7 AAC 53320,
O Medical Describe:
O Dental Describe:
| 1 Diagnostic (i.e. Psych evelnalinns) Describe;
O Therapeutic (ie, Counseling) Describe:,_
Assessment Services Describe:
edical equipment, fumhhings, Dr discretiDnaiy devises for children with special needs
Describe:
0 Travel Describe:
Other services critical for completion o: the case plan of a child in foster care
whenno other resources are available

Describe:

IV.A. SUB-TOTAL ISON-IV-EREIMBURSABLE

EXPLAIN HOW ALTERNATIVE SOURCES OFFUNDING FORALLITEMS ABOVE
HAVE BEEN EXHAUSTED: Tribe norparent's hnve funds for the accountrequired ntthe school

TOTALCOST: S 200.00

g! onetime cost Q shjrtterm costs (date) / / to / /
Payee Nome ARC Living Cener AdlresB  Anchorage, Alaska
SSN orFed TaxID # Vendor# Reimbursement Q
4IvIN 5 0g/31 VO]
Social Worker Signature PCN Date
ARPROVALS:
PCN Dele S.W. V Signature PCN  Dare
/|
Children's Services Manager Date Family Services Program Adm inistrator Date

RCquirod Ibr Roquo.'u atcrodme S1,500,00 and Out-of-Scite Trivet
FISCAL INFORMATION (To be died out by fiscal)

category cost coding

IV-E Foster Care Mainrenonee (.tLA.) S

IV-E Foster Care Administrative (ILLA.) S o

Non-1V-E Reimbursable (TVA)) S

TOTALOFREQUEST: S

7 AAC $3.070, 100-110 and 300070

0WG9%  12/99 CPS Paco 2 of 2 DUrribudon: Origtnil - Regional Oltlw, Copy- Ca» File

TWI form fflcd on paga 4



607443210D 7-060 P.10/10  F-4E:
Aug- 1I'0l  11:55am Frtn-DFYS NFO
Alflakn Department ofHcald: and Serial Services K KotzebueMFR Oct 3/~cP-
Region 0fBoe Remiestt

Division of Family end Youth Services

PURCHASE AUTHORIZATION
(Vendor Copy)

402120620
Prober Cans Number (9 digits)

TYPEOF SERVICES/GOODS REQUESTED; Funds for occonnt to cover exee-a CUrHcNlar activities

Notice: The State ofAlaska is tax exempt.

Nonce: Copy ofthis authorization
Number 92-6003185.

mustaccompany the invoice,

Within 30 days ofpurchase, the itemized invoice with ihe authorization form aitached should be forwarded to
the address below. The case number must be written on the invoice,

[Purchase above the amount authorized is the responsibility of the purchaser, andwiTl notbepald by the

State of Alaska.]
Division ofFemily and Youth Services

Northern Regional Office
751 Old Richardson Highway, Suite 300
Fairbanks, Alaska 99701-7899

Total cost of this request $200.Q0 Payee Name, »ARC of Anchorage
Address  11.2,11 D*- «
[X] one-time cost _
$200.00 Anchorage. Alaska 1 *7Cdo0
[) shortterm coats
(date) | [ W L $S orTex ID# 57 4 - (3 -rL c?/

Vendor#(PVN).
f- AMNS Qfl/31/01
PCN D etc

AUTHORIZED PURCHASER

06-9710 (Rev.12/99)  ADMIN PUR Distribution: Original - Regional Office
TAAC 53.010 *370 Copies - Case File & Vendor

This form 0dd on page 4



INQ-TR:

LAPSED EXPENDITURE AUTHORIZATIONS
PLUS: LAPSE ADJUSTMENTS

AVAILABLE LAPSE BALANCE

LESS: RESTRICTED EXPENDITURE AUTHORIZATIONS

UNRESTRICTED AVAILABLE LAPSE BALANCE

Enter-?F1
CONT QuUIT

4-®

TANAB
CY: 2002 APPN: 24296 (2000)

PF2

LAPSE BALANCE
- FC SPECIAL NEED-GF

PF3  PF4

A Sess-1

PF5 PF6

146.63.51.196

PF7

PF8

10/03/2001

-336091.86
8650.32

-327441.54

-327441.54

PFS PF10--PF11--PF12--
PFKYS HELP
X2EP 211



S tc & Aeaé& C ty

LESSOR: SITUK LEASING COMPANY
P.0. Box 230
Yakutat, AK 99689 - A
(907)784-3316  tfo T - 7ixf' A
Lessee: Name
[JrC
MDriver's License No. . Expires
1
P> A/?I th?/' 2 /- .
Address /
1% : i
Z-. t'V.
Cit¥/Sta,t§
"4-trL tr/ /' 4T
Insurance Company
Company: N/ame 7</
Address i
r -2r < As
....... f —i.(m e —

IF LESSEE RETURNS THE VEHICLE WITH LESS FUEL
THAN WHEN LEASED, AFUEL SERVICE CHARGE
4 WILL BE MADE.

Vehicle shall NOT be operated by any person exqut LESSEE and the
following Authorized Operators who must be validly licensed to drive
and have Lessee's prior permission: persons 25 or over who are n.ambers
of Lessee's immediate family and permanently reside in Lessee's
Ahousehold; the employer, partner, executive officer, or a regular employee
ol Lessee; additional authorized operator(s) approved by Lessor inwniting.

THE VEHICLE IS LEASED UPON THE CONDITIONS SHOWN ON THIS
PAGE AND UPON THE REVERSE HEREOF, LESSEE REPRESENTS
85 I\IO[?I _?II-CI)I?\IIS-I/Aﬁ READ, UNDERSTANDS AND AGREES WITH THE

§7?

Signature of Lessee

LESSEE SHALL BE LI/ 3LE FOR ALL DIRECTAND ACCIDENTAL LOSS
OR DAMAGE TO VEHICLE.

mOSE 1S LIABLE FOR ALL PARKING AND DRIVING VIOLATIONS
,DMUSTREMITPAYMENTDIRECTLYTO PROPER AUTHORITIES.

LESSEE MUST REPORT ALL ACCIDENTS TO LESSOR PROMPTLY,
NOTIFY LOCAL POLICE AUTHORITIES AND COMPLETE AN
ACCIDENT REPORT.

|W>

MINIMUM RATE CHARGE — ONE DAY (24 hrs.)
RATES DO NOT INCLUDE FUEL

Time
"IN

Time
ouT / -0

Vehicle Make — Body Style — Year — License #

Mileage

IN
Mileage m Days O
outr ~ 65.00 per day
Mileage Extra Hrs. ©
Dnven 6.00 per hour

FREE DAILY MILES
Subtotal

In 18 va 318 1/25/8 3/4,7/8

Out E 1/8 1/4|3/8 1/2 5/8|3/4|7/8 F
Misc. Charges

Fuel
/

Subtotal

Total Charges

Tax

AMOUNT DUE
DEPOSITS: LESS DEPOSIT
R gy Dl Gy

Prepared by Computed by NET DUE

Place ofjdelivory and-redelivery;

CHARGES » —



STATE OF ALASKA DEPT. FINANCE

TRANSPORTATION REQUEST  NO.s 1 0515
—— ) %"LEYL}FT

PUCE_OP ISSUE OATE OF ISSUE

KIU xaj* | 8 - ci

BILUNO ADDRESS

CITY STATE zip CARRIER

fIAME & TITLE OF TRAVELER TICKET HUMBER

Jrvill CvT7f . $it/T/TT

Wifc-0;z vae
FINANCIAL CODING NO TAX PAYABLE

ct FY HOURS RATE
DICo g | FOR AIR CHARTER N L
SHADED BOX TO BE COMPLETED BY THE '(r:hEeRIri\TeifsAl:sOIg(:j hemlin tv on supporting documents ere cwrw.l and In accordance W:H
CARR|ER established travel regulations.
SIGNATURE OF'jnAVELEnRA / ryy

SEE COMPLETE INSTRUCTIONS ON REVERSE.
[«



INQ-WD:  WARRANT 25553993 DETAIL INQUIRY - REFERENCE LINES 02/25/

REF TYPE NUMBER AMOUNT DATE COMMENTS
1 PVN JOM90032
2 iI"NV  TA06C0981552 12/16/97
3 TA  06C0981552 33.00 12/16/97 FINAL/MCCLURE-JNU/YAK-12/16
4 STR 1105131 SITUK LEASING-65.00
5
6
2
8
9
10
11
12
13
14
15
16
17 SRD 06710 01/27/98
18 OD A11475030012 01/27/98

(ENTER TO RETURN)
PF1=MAIN MENU = 3=CURR BAL"S 5-BASE 6=FINANCIAL LINES 7=ADD"L REFS 8=REMIT



INQ-TR: TANAB - LAPSE BALANCE 01/16/2002
CY: 2002 APPN: 22546 (1998) - FC SPECIAL NEED

LAPSED EXPENDITURE AUTHORIZATIONS ... -77184 23
PLUS: LAPSE ADJUSTMENTS ... 29421.17

4770929 0O

AVAILA3LE LAPSE BALANCE ...
.

LESS: RESTRICTED EXPENDITURE AUTHORIZATIONS .......cccccoviiiiiinnnns -49536.65

UNRESTRICTED AVAILABLE LAPSE BALANCE .....cccooooiiiiiiiiieeee e

Enter-PFI  PF2 PF3 PF4 PF5 PF6 PF7 PF8 PF9 PF10--PF11--PF12__
PFKYS HELP

CONT QUIT
4%° A Sess-1 146.63.51.196 X2E7 2/1




INQ-CC: COLLOCATION CODE INQUIRY 01/16/2002

COLLOCATION CODE 6213686

COA YEAR 2002
SET-UP_YEAR 1998
TYPE:

ACTIVE? YES CREATING RSN 04 9e5
UPDATE RSN 04985

NON-PRIMARY
DESCRIPTION SHORT: FC OTH STATE ONLY FS
DESCRIPTION LONG: I\:C OTHER STATE ONLY FS

\

REPORTS TO APPROPRIATION:
REPORTS TO FUND:
REPORTS TO ORGANIZATION:

22r 36 - FC SPECIAL NEED
11100 - GENERAL FUND
24593 - CPS FOSTER CARE

REPORTS TO PROGRAM: 25326 - FOSTER HOMES/STATE
POSTING? YES CORRESPONDING CURR YR APPN
ADD PROGRAM ALLOWED? NO
LC OVERRIDE ALLOWED? YES LAPSE COLLOCATION CODE 6213663
DEFAULT LEDGER CODE LAPSE CC SET-UP YEAR 1999
FOR NEXT CC ENTER==> COLLOCATION CODE COA YEAR SET-UP YEAR

Enter-PFI PF2 PF3 PF4 PF5---PF6---PF7 PF8 PF9---PF10--PF11--PF12--

CONT QUIT

LCINQ LCLST PFKYS HELP

A Sess-1

146.63.51.196 X2E7 #8 22/40



INQ-CC: COLLOCATION CODE INQUIRY

COLLOCATION CODE 6213663
COA YEAR 2002
SET-UP YEAR 2000
TYPE: NON-PRIMARY
DESCRIPTION SHORT: NRO SN STATE
DESCRIPTION LONG: I/\IRO SN STATE

/

REPORTS TO APPROPRIATION: 25408
REPORTS TO FUND: 11100

REPORTS TO ORGANISATION: 24514
REPORTS TO PROGRAM: 25336

POSTING? YES

ADD PROGRAM ALLOWED? NO

LC OVERRIDE ALLOWED? YES
DEFAULT LEDGER GODE

01/16/2002

ACTIVE? YES CREATING RSN 04985
UPDATE RSN 049B5

NRO SPECIAL NEED
GENERAL FUND

FOSTER CARE HOME BAS
FC SPECL NEED STATE

CORRESPONDING CURR YR APPN

LAPSE COLLOCATION CODE 6213663
LAPSE CC SET-UP YEAR

FOR NEXT CC ENTER*=> COLLOCATION CODE COA YEAR SET-UP YEAR

Enter-PFl  PF2---PF3 PF4 PF5

CONT QUIT

PF6 PF7 PF8---PF9  PF10--PF11--PF12--m
LCINQLCLST PFKYS HELP

4-0 A Sess-1 146.63.51.196 X2E7 #§ 22140



INQ-CC: COLLOCATION CODE INQUIRY

COLLOCATION CODE 6213663
COA YEAR 2002
SET-UP YEAR 2001
TYPE: NON-PRIMARY
DESCRIPTION SHORT: NRO SN STATE
DESCRIPTION LONG: NRO SN STATE

/

/
REPORTS TO APPROPRIATION:
REPORTS TO FUND:

REPORTS TO ORGANISATION:
REPORTS TO PROGRAM:

25408
11100
24514
25336

POSTING? YES
ADD PROGRAM ALLOWED? NO

LC OVERRIDE ALLOWED? YES
DEFAULT LEDGER CODE
FOR NEXT CC ENTER==>

er-PFI PF2 PF3
QuUIT

PF4

A Sess-1

COLLOCATION OODE
PF5

146.63.51.196

01/16/2002

CREATING RSN 04985
UPDATE RSN 05036

ACTIVE? YES

NRO SPECIAL NEED
GENERAL FUND

FOSTER CARE HOME BAS
FC SPECL NEED STATE

CORRESPONDING CURR YP. APPN

LAPSE COLLOCATION CODE 6213663
LAPSE CC SET-UP YEAR 02

COA YEAR SET-UP YEAR

PFS---PF7 PF8 PFS PF10--PF11--PF12-—
LCINO LCLST PFKYS HELP

X2E7 #§ 22/40



iists 'th]

It 51k er |t INVOICE NO

i k.L.itlv «
f C. SOX 60713

FAIRBANKS AK 39706
'&07'] 42«**3201

r~.t
SOLD TO;  i.D*™’ . %  Fjri+li_1l X B U* *u ¢ SHIP TO;
is. Al -l
>{, *HK&e-
Fir.  ri'Ffcj j -feuil.is?i
“Af7 1 mDI?" 3*3 D j -
1-r* ¢ i
ACCOUNT No.  AYUS  PURCHASE ORDER NO. SHIP VIA coL. PPD TERMS INVOIC
, . . I
- D AQAI-11I1-: (.} r7 3 fit. 17- "ti*
_ - 015C.
—s fT0T UNIT PRICE EXTENDED PRIC
SRORREP | SF?IPPEP_ oty so ITEM NUMBER DESCRIPTION ¥
H
c/lwC.'v g1 dJ
EYCBBD FDR
. 1 1 m .
r LfB Q' ffo. "5/L.ir-
rAj-N TN

DHAFDD  t-iLP.Dfc

. | SALES AMOUNT.

<  SALESTAX
FREIGHT



t L2t TR i 6 —e Vit
c.0. BOX 50713
FAIRBANKS, AK 93707?
:907) 474-Q3C1

SOLDTO: DeAV. Ur H"HU"ilT i Jii- 'L SHIP TO
Do, he SUwt. -f 1ML
fMe0.. Jr. liiUOU
TUPIBFLU  rik  'rfH?2-2. i * 1/'UI-U
) 11507 « 48.5-3J.31
|-'lice 2
AONN) NS PARHAECRIRND HPVA QL PD DAEHFD
>ILRLd s 4E.  EXCESS f-Hj-MIS tti /(Mi/Sf?
oo 1 s | QY B ITEM NUMBER DESCRIPTION
F7Lcse
h.::C3_£=: FOR
Is "mr. B =7

K Niy
*1j,¥4U: " HCI'"'e*

ATTN' DIAM EI

THIS |S Ak} AMEHDED
cory OF INVOICE

INVOICE NC
it
TERS INVOCEDATE
NETT 2'3 a2 03/iai?!
UNIT PRICE [\S EXTENDED FRICE
© %o si5 1+ r'o

40064

WHICH we SPOKE ABOUT.
THE TICKET 64364.00) Has

BCEKI oRED\TED, BUT THE
CHAISE FOR THE 6AO*S
REMArHS OLMPAID.--

F You Have 3utst OMS
PLEaCE CALI—M E.
6gcn) 4”"H-0301

TH an ks,

/\T)O u a_/\'_W &SALESAMOUNT

SALES TAX
FREIGHT

TOTAL J .3



) PSRRI

VWITE-OR.GOv<5.

rhoocwutR COUPON: mi TicketNo. |/j8 G S6

ISSUING AGENT,

PAXWEGVT

»

ACCOUNTOft VOOCHEHa

oK n'lr ...
BAC'WLICKT

"o ‘“YELLOW.- ISTDESJWATION '] Rir< «RETURN

-TICKET t3'TC
|BE.CH&5P.TTO

)W R H
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INQ-TR: T7INAB - LAPSE BALANCE 01/16/2002
CY: 2002 APPN: 22546 (1999) - FC SPECIAL NEED

LAPSED EXPENDITURE AUTHORIZATIONS ... -366777.64
PLUS: LAPSE ADJUSTMENTS ..o 26238.10
AVAILABLE LAPSE BALANCE .....ccccocoiiiiiiiiieen. -340539.54
LESS: RESTRICTED EXPENDITURE AUTHORIZATIONS ..o, -75000.00

-265539.54

UNRESTRICTED AVAILABLE LAPSE BALANCE .......cccoooiiiiiiiiieeee e

PF4 PF5 PF6 PF7 PF8 PF9 PF10--PF11--PF12-—
PFKYS HELP
2/1

Enter-PFI PF2 PF3
CONT QUIT
<~0

A Sess-1 146.63.51.196 X2E7



INQ-CC: COLLOCATION CODE INQUIRY 01/16/2002

COLLOCATION CODE 6211629 ACTIVE? YES CREATING RSN 04985
COA YEAR 2002 UPDATE RSN 04985
SET-UP YEAR 1999
TYPE: NON-PRIMARY
DESCRIPTION SHORT: NRO FC OS STATE-FS
DESCRIPTION LONG: NRO FC OS STATE ONLY FS

/

REPORTS TO APPROPRIATION: 25408 NRO SPECIAL NEED
REPORTS TO FUND: 11100 GENERAL FUND
REPORTS TO ORGANIZATION: 24514 FOSTER CARE HOVE BAS
REPORTS TO PROGRAM: 25336 FC SPECL NEED STATE

POSTING? VYES CORRESPONDING CURR YP. APPN
ADD PROGRAM ALLOWED? NO
LC OVERRIDE ALLOWED? YES LAPSE COLLOCATION CODE 6213629
DEFAULT LEDGER CODE LAPSE CC SET-UP YEAR
FOR NEXT OC ENTER==> COLLOCATION CODE COA YEAR SET-UP YEAR
Enzer-PFI PF2 PF3 PF4 PF5 PF6 PF7 PFS PFS---PF10--PF11--PF12-—
CONT QUIT LCINQ LCLST PFKYS HELP

4-0 A Sess-1 146.63.51.196 X2E7 SS 22/40



INQ-CC: COLLOCATION CODE INQUIRY 01/16/2002

COLLOCATION CODE 6213629 ACTIVE? YES CREATING RSN 04 9e5
COA YEAR 2002 UPDATE RSN 049e5
SET-UP YEAR 2000
TYPE: NON-PRIMARY
DESCRIPTION SHORT: NRO SN OS STATE
DESCRIPTION LONG: l/\IRO SN OS STATE

/

REPORTS TO APPROPRIATION: 25408 NRO SPECIAL NEED
REPORTS TO FUND: 11100 GENERAL FUND
REPORTS TO ORGANIZATION: 24514 FOSTER CARE HOME 3AS
REPORTS TO PROGRAM: 25336 FC SPECL NEED STATE

POSTING? YES CORRESPONDING CURR YR APPN

ADD PROGRAM ALLOWED? NO

LC OVERRIDE ALLOWED? YES LAPSE COLLOCATION CODE 6213629

DEFAULT LEDGER CODE LAPSE CC SET-UP YEAR 01

FOR NEXT OC ENTER==> COLLOCATION CODE COA YEAR SET-UP YEAR
Enter-PFI PF2 PF3 PF4 PF5 PF6---PF7 PFS PF9---PF10--PF11--PF12- -«
CONT QUIT LCINQ LCLST____ PFKYS HELP
4.0 A Sess-1 146.63.51.196 X2E7 #§ 22140



INQ-CC: COLLOCATION CODE INQUIRY

COLLOCATION CODE 6213629 ACTIVE? YES
COA YEAR 2002
SET-UP YEAR 2001
TYPE: NON-PRIMARY
DESCRIPTION SHORT: NRO SN OS STATE
DESCRIPTION LONG: NRO SN OS STATE

/

REPORTS TO APPROPRIATION: 25408 NRO SPECIAL NEED
REPORTS TO FUND: 11100 GENERAL FUND
REPORTS TO ORGANISATION: 24514 FOSTER CARE HOME BAS
REPORTS TO PROGRAM: 253'.6 FC SPECL NEED STATE

01/16/2002

CREATING RSN 04985
UPDATE RSN 049e5

POSTING? YES CORRESPONDING CURR YR APPN
ADD PROGRAM ALLOWED? NO
LC OVERRIDE ALLOWED? YES LAPSE COLLOCATION CODE 6213629
DEFAULT LEDGER CODE LAPSE CC SET-UP YEAR
FOR NEXT CC ENTER==> COLLOCATION CODE COA YEAR SET-UP YEAR

Enter-PF1 PF2 PF3 PF4 PF5---PF6---PF7 PFe
CONT QUIT LCINQ LCLST
4-® A Sess-1 146.63.51.196

PFS---PF10- - PF11--PF12--u

HELP
1§ 22/40



INQ-VK: VENDOR DETAIL

VENDOR NUMBER:

ACTIVE’

VENDOR CLASS:
VENDOR DESC SHORT:
VENDOR DESC LONG:

VENDOR NAME:
ADDRESS:

VENDOR CONTACT:
PHONE:
TAX-ID NUMBER:

01/15/2002

TAS94286 DATE LAST ACTIVITY: 01/03/2002

YES

Ml

TANANA AIR SERVICE

TANANA AIR SERVICE/OWNERSHIP CHANGE IN
5/94/O0LD PVWN ATA91052/BUSINESS NOW A SU3
SIDIARY OF BIDZY-TA-HOT'ANNA CORPORATION

BIDZY-TA-HOT’ ANNA CORPORATION
DBA TANANA AIR SERVICE

PO BOX 60713
FAIRBANKS AK 99706-0713

BETH, ACCOUNTANT
(907)474-0301 EXT
EIN920068608

1099 REPORTABLE? NO

ENTER VENDOR NUMBER FOR NEXT DETAIL==>

Enter-PF1 PF2
_CONT_oulIT

PF3 PF4 PF5 PFS PF7 PF8 PF9 PF10--PF11--PF12—

PFKYS HELP

4-° A Sess-1 146.63.51.196 - X325 22/42



PENINSULA AIRWAYS, INC. 11+ INVOICE

6100 BOEING AVENUE
ANCHORAGE AK 99502

Sold to: 003925 Ship to: 003925

AK HEALTH 5 SOCIAL SERVICES AK HEALTH 5% SOCIAL SERVICES

ADMINISTRATIVE SERVICES FISCAL ADMINISTRATIVE SERVICES FISCAL

P 0 BOX 110650 P 0 BOX 11C650

JUNEAU AK 99811 JUNEAU AK 99B1!

Invoice # Invoice Date Terms Document Number Doc. Date

564984-00 03/11/1999 4200126729 03/11/1999

Quantity Um Description Price Amount
1.o0 EA RB SNP ANC RT 11 770. 00 770. 00

| certify that this dtcornont is an
excel copy of UiS oripin

»ign¥d: i
Peninsula Aiwcys, Inc.



wmB&&=SS bl

TRAVEL AUTHORIZATION NO, DATE

STATE OF ALASKA

AUTHORIZATION
NYWCC-TRARER OA_EIRTYNMER
bk- . *rfb/r
VWARRANT WALINGACDRESS
CEPARTMENT DMION BAGANNGINT  WCRKSTATION
PURRCECFTRP
ANANIALGIONG TRANSCRTATION OHR TOAL
FROM DEPARTURE DNTHTIVE REILRNDAHTIVE
ITINERARY
DMIIN CEPARTVENT
APPROVALS
ACTUAL COSTS
MLEAECR
DH.A\ATIO\I MILES X-RATE mg_”:)% OTHER
5//0fC/C;
Sicily
CLAIMANTS CERTIFICATION: The tacis staled herein or on suppomno Documents are SUBTOTALS
torrec:and Inaccordance with established travelreflations,and unused DOictwere relumed. THIS PAGE
CLAIMANTS SIGNATURE; TOTAL ALL
PAGES
APPROVAL SIGNATURE:
TRTW|\D)Z' M i ISSUED TO AMOUNT LESSTRAR ADANE
HNA_ PAYMENT
NUMBER AMOUNT COMMENTS

AMOUNT

027 (6/81)

ACCT

101 1ITO-G27.PVP



INQ-TR: TANAB - LAPSE BALANCE 01/16/2002

CY: 2002 APPN: 22546 (1999) - FC SPECIAL NEED

¢
LAPSED EXPENDITURE AUTHORIZATIONS ... -366777.64
PLUS: LAPSE ADJUSTMENTS ... 26238.10
AVAILABLE LAPSE BALANCE ... -340539.54
LESS: RESTRICTED EXPENDITURE AUTHORIZATIONS ... -75000.00
-265539.54

UNRESTRICTED AVAILABLE LAPSE BALANCE ...,

Enter-PF1  PF2 PF3—-PF4 PF5 PF6 PF7 PFB---PF9---FF10--PF11--PF12---
CONT QUIT | PFKYS HELP

4-® A Sess-i 146.63.51.196 X2E7 2/1




INQ-CC: COLLOCATION CODE INQUIRY

COLLOCATION CODE 6213662 ACTIVE? YES
COA YEAR 2002
SET-UP YEAR 1999
TYPE: NON-PRIMARY
DESCRIPTION SHORT: SCRO FC STATE-FS
DESCRIPTION LONG: SCRO FC STATE ONLY FS

/
/
REPORTS TO APPROPRIATION: 25407 SCRO SPECIAL NEED
REPORTS TO FUND: 11100 GENERAL FUND

REPORTS TO ORGANIZATION: 24514 FOSTER CARE HOME 5AS
REPORTS TO PROGRAM: 25336 FC SPSCL NEED STATE

01/16/2002

CREATING RSN 04985
UPDATE RSN 04985

POSTING? YES CORRESPONDING CURR YR APPN
ADD PROGRAM ALLOWED? NO
LC OVERRIDE ALLOWED? YES LAPSE COLLOCATION CODE 6213662
DEFAULT LEDGER CODE LAPSE OC SET-UP YEAR 2000
FOR NEXT CC ENTER==> COLLOCATION CODE COA YEAR SET-UP YEAR

Enter-PFI  PF2 PF3 PF4 PFS PF6—-PF7 PF5
CONT  QUIT. LCINQ LCLST
4-® A Sess-1 146.63.51.196

PF9-- .PF10--PF11--PF12—
PFKYS HELP

X2E7 SS 22/40



INQ-CC: COLLOCATION CODE INQUIRY 01/16/2002

COLLOCATION CODE 6213662 ACTIVE? YES CREATING RSN 04985
COA YEAR 2002 UPDATE RSN 04985
SET-UP YEAR 2000
TYPE: NON-PRIMARY
DESCRIPTION SHORT: SCRO SN STATE
DESCRIPTION LONG: SCRO SN STATE

/

REPORTS TO APPROPRIATION: 25407 SCRO SPECIAL NEED
REPORTS TO FUND: 11100 GENERAL FUND
REPORTS TO ORGANIZATION: 24514 FOSTER CARE HOME 3AS
REPORTS TO PROGRAM: 25336 FC SPECL NEED STATE

POSTING? YES CORRESPONDING CURR YR APPN
ADD PROGRAM ALLOWED? NO
LC OVERRIDE ALLOWED? YES LAPSE COLLOCATION CODE 6213662
DEFAULT LEDGER CODE LAPSE oC SET-UP YEAR 2001
FOR NEXT OC ENTER==> COLLOCATION CODE COA YEAR SET-UP YEAR
Enter-pr1 PF2 PF3 PF4 PF5 PF6-— PF7---PF8 PFQ e PF10--PF11--PF127

CONT QUIT LCINQ LCLST PFKYS HELP
A Sess-1 146 .63 .51.196 X2E7 S§ 22/40




INQ-CC: COLLOCATION CODE INQUIRY

COLLOCATION CODE 6213662
COA YEAR 2002
SET-UP YEAR 2001
TYPE: NON-PRIMARY
DESCRIPTION SHORT: SCRO SN STATE
DESCRIPTION LONG: /SCRO SN STATE

/

REPORTS TO APPROPRIATION: 25407
REPORTS TO FUND: 11100

REPORTS TO ORGANIZATION: 24514
REPORTS TO PROGRAM: 25336

POSTING? YES

ADD PROGRAM ALLOWED? NO

LC OVERRIDE ALLOWED? YES
DEFAULT LEDGER CODE

01/16/2002

ACTIVE? YES CREATING RSN 04385
UPDATE RSN 05059

SCRO SPECIAL NEED
GENERAL FUND

FOSTER CARE HOME BAS
FC SPECL NEED STATE

CORRESPONDING CURR YR APPN

LAPSE COLLOCATION CODE 6213662
LAPSE cC SET-UP YEAR 2002

FOR NEXT CC ENTER==> COLLOCATION CODE COA YEAR SET-UP YEAR

Enter-PFI  PF2 PF3 PF4 PF5

CONT QUIT

PF6 PF7 PF8 PF9 PF10--PF11--PF12--
LCINQLCLST PFKVS HELP

4-° A Sess-1 146.63.51.196 X2i |/ S§ 22740



Thursday OB of Dec 2001, CCI

->907 465 3184

Please Remll To:
PO Box 990CL (copy]
Ancho%ge. AK (09509
(&07) 77160
Blll To:
State of Alaska
Dept ofHealth & Social Svcs/DFVS e
350 Main St, Room 410
Juneau, AK 99801
Purchase Order No. Salea Representative Tamt
99-0002 3512 DSU/CSU $503.00
V.35toDB25,6' Chle B0

Comments

Subtotal:

Invoice Total:

Invoice

| ®w92U35

$503.00
545,00

5548.00)

5548.00]

[

Page

3 of 3



CUSTOMER'S NAME:
CONTACT NAME:
.MIONE NUMBER:
P.O. NUMBER:

SALES ORDER #j99-U)I)2

Slate of AljiVi
tmy C.'rotkiufT"
907-463-3733
02-W7-01 ?1-99

DILL TO ADDRESS (CUSTOMER)
'suit nfAInki D<pl. of Heillh ic Social Svcs/DPV.S
330 M»in Street, Room 10

Juntiu, Ak 99801

shipTgm um

UOAVDiYis'wn uf Info. Svu» NSSAOC

3300 Eiirtiinki Sued
Anthonie, Ak 99303

PART#

DESCRIPTION
48388 JJii DSIJ/CSU
483/3 V .Ji D1123. 6fl. Lillie

- cfc*~

)/ C
¢ /[d3™

GCIl -SALES ORDER

~“REQUIRED DATE; | bl/ug/99"

DILL FREIGHT:
DROP SHIP:
DURN-IN:
CONFIGURE:
INSTALL:
DEMO:

DEMO FROM:

COMMENT

DEMO TO:
SALE

QTY TRICE TOTAL
1 3D3.00 503.00
1 As.no #S.W
0.00
0.00
0 00
SALE TOTAL 548.00

TODAYS t)A TE:
SALES REP: peterhnn

PURCHASING DEPT. ONLY:
RF.Q. REC. DATE

ORDERED DALE

VI-N. SHIP DATE

ORDER REP#

DATE RECEIVED

RFC REPORT #

CI1STDEL DATE

pELIVERY TKT H

SENT TO DILLINO it

1/3/99

iR

*iri*

OOZ O =

oo =z
[}

IBIV O

=203



Thursday 06 of Dec 2001, CCI

FAX

T o :FrankMiyasato
Company :
Department:

Fax number: 19074653184

->907 465 3184

Date : 12/06/01

| Total number of pages

From: Colette Brooke

I Subject: Purchase Order 02-60-0171-99



01/16/2002

CREATING RSN 04985
UPDATE RSN 04965

06010301*

M G N

URR YR APPN
CATION CODE 6213458
SET-UP YEAR 2001
YEAR SET-UP YEAR
E PFO9-- -PF10--PF11--PF1l2 --
PFKYS KELP
X2E7 #8 22/40

INQ-CC: COLLOCATION CODE INQUIRY
COLLOCATION CODE 621345E ACTIVE? YES
COA YEAR 2002
SET-UP YEAR 2000
TYPE: NON-PRIMARY
DESCRIPTION SHORT: co GENERAL ADMIN
DESCRIPTION LONG: 70 GENERAL ADMIN
REPORTS TO APPROPRIATION: 25426 FAM & YOUTH SVCS
REPORTS TO FUND : 11100 GENERAL FUND
REPORTS TO ORGANIZATION: 24503 ADMINISTRATION
REPORTS TO PROGRAM: 22640 FYS ADMINISTRATION
POSTING? YES CORRESPONDING C
ADD PROGRAM ALLOWED? N O
LC OVERRIDE ALLOWED? YES LAPSE coLLO
DEFAULT LEDGER CODE LAPSE ccC
FOR NEXT cc ENTER==> COLLOCATION CODE COA
Enter-PF1 PF2 PF3 PF 4 P FS5 PF6 ?F7 P F
CONT QUIT LCINQ LCLST
4-0 A Sess-1 145.63.51.196



INQ-CC: COLLOCATION CODE INQUIRY

COLLOCATION CODE 6213458 ACTIVE? YES
COA YEAR 2002
SET-UP YEAS 2001
TYPE: NON-PRIMARY
DESCRIPTION SHORT: CO GENERAL ADMIN
DESCRIPTION LONG: 70 GENERAL ADMIN
06010301*
REPORTS TO APPROPRIATION: 22550 - FMLY & YTK SvCs MGMT
REPORTS TO FUND: 11100—GENERA FUND
REPORTS TO ORGANIZATION: 24503 - ADMINISTRATION
REPORTS TO PROGRAM: 22640 - FYS ADMINISTRATION

POSTING? YES CORRESPONDING CURR YR APPN

ADD PROGRAM ALLOWED? N O

LC OVERRIDE ALLOWED? YES LAPSE COLLOCATION CODE
DEFAULT LEDGER CODE LAPSE CC SET-UP YEAR
FOR NEXT CC ENTER==> COLLOCATION CODE COA YEAP.
Enter-PF1 PF2 PF3 PFa PF5 PF6 PF7 PF8 pro [
CONT QuUIT LCINQ LCLST PFKYS
4-° A Sess-I 146.63 .51.196 X2E7

01/16/2002

CREATING RSN 049e5

UPDATE RSN 05036

6213458

2002
SET-UP YEAR
F10 - -PF11--PF12~"

HELP

SS 22/40



INQ-CC: COLLOCATION CODE INQUIRY 01/16/2002

COLLOCATION CODE 6213456 ACTIVE? YES CREATING P.SN 04 709
COA YEAR 2001 UPDATE RSN 04709
SET-UP YEAR 1999
TYPE: NON-PRIMARY

DESCRIPTION SHORT: CO GENERAL ADMIN

DESCRIPTION LONG: 70 GENERAL ADMIN
/ 06010301
REPORTS TO APPROPRIATION : 22550 - FMLY & YTH SVCS MGMT
REPORTS TO FUND: 11100 - GENERAL FUND
REPORTS TO ORGANISATION : 24503 - ADMINISTRATION
REPORTS TO PROGRAM: 22640 - FYS ADMINISTRATION
POSTING? YES CORRESPONDING CURE YR APPN

ADD PROGRAM ALLOWED? N O

LC OVERRIDE ALLOWED? YES LAPSE COLLOCATION CODE 6213458
DEFAULT LEDGER CODE LAPSE CC SET-UP YEAR 2000

FOR NEXT CC ENTER==> COLLOCATION CODE COA YEAR SET-UP YEAR
Enter-PF1 PF2 PF3 PF4 PFS5 PF6 PF7 PF8 PFO PF10--PF11--PF12--

CONT QuUIT LCINQ LCLST PFKYS HELP

4-® A Sess-1 146.63.51.196 X2E7 S§ 22/40




01/16/2002

INQ -TR : TANAE - LAPSE BALANCE

cy: 2002 APPN: 22550 (2000) - FMLY & YTH SVCS MGMT

-139144 .27

LAPSED EXPENDITURE AUTHORISATIONS e s
10959.07

PLUS: LAPSE ADJUSTMENTS

-1281B5.20

AVAILABLE LAPSE 3B3ALANCE

-56800.00

LESS: RESTRICTED EXPENDITURE AUTHORISATIONS

UNRESTRICTED AVAILABLE LAPSE BALANG GCE e -71385.20

Enter-PFI PF2---PF3---PF4---PF5---PF6---PF7 -l PF8---PF9 -ommm- PF10--PF11--PF12 —mmr
CONT QuUIT PFKYS HELP
A Sess-1 146.63.51.196 X2 7R 2/1

4 40
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C ONTINUOUS PRINTING

2603 ARCTIC BLVD., ANCHORAGE, ALASKA 99603
OFFICE (907) 277-0446 ALASKA (800) 478-0446
FAX (907) 277-2128

FAX TRANSMITTAL SHEET

DATE: [1-2.0 -0C
10: CECEH ft
ATTENTION: ft-q-Ol

Ulit-L- cR  LOITH AmMY

FAXNUMBER: % 2,145 - L, Chbll me. csa™k

PAGES TO FOLLOW: |

KEPE IS ft CERTIFIED TRUE copy U-"-0]
CA

OF THME (MWOICE [l Q 0£S>r<CN. e dshmGe
THAHK VoO iCI\ Voo« HG(P.

3-13-01
| F=T pri=SMAC3:

3-i0 -Ol ~ UNUL.
SUBmn TO Rmw FOR
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3-1-0i
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13/2001 E2:17 9072772126
CONTINUCUS PRINTING m B

*\JI/:i/2B81 o043 9072772126 CONTINUOUS PRINTING

CV "CONTINUOUS PRINTING

* * OF ALASKA, INC.
(907) 277-0A4S

2503 Arcfoc Bla )
Ancnomoe. Alm Xj 99503 >

SOLD TO:
wvocemo.. W-4202
MVOICC&H™ ari2/a$ i
_ cum=*po*  orr
R%Sé Pubollllc Assistance
amp« .
Sutre 200 PvECAT aifi/éa
Ancnorag?. AK 99501 CUSTOMER NUMBER
¥ eV
>mmmnc VY. o007\ rh-w - 4 e LT
40000 H4EALTH CARE PROVIOER INSTRUCTIONS 768.00
i
cs—  r* 0-Adb™o etz -v
PdiggMj OoCcl™actu”,
2 .,1%1 -OM H <>
omke |V o . mfmeV. /A, y e 788.00
TOTAL ,
m e omey\ ywA-ViSv-*Vtvvy.y oy o ootk o 1% ~ |SCPA'|' 75600
____TSRMO: (7. ViK1 M, 0 gl -4 9 - O ATQ* PASTqU| JI-V ® LA*T ANOWTT
<SME o*
"V T-
Co A > A
vV ¥ NG
B ) tm add prve TG
3333& -  ™to*yp psh
MNAewurtcoca £ 1if. v0
[=>#
v/ « - A /\

*1- -



08/13/72001 co2:»7  907277212s . CONTINUOUS PRINTING

TONY KNOWLES, GOVERNOR

OF ALASKA

HEALTHAND SOCIAL SERVICES ... oo
(907) 269-781S
April 20, 2001
Continuous Printing of AK
2903 Arctic BIvd
Anchorage, AK
RE: Invoice p WWA2S2 Acct# 213

Towhomit may concern:

0 r ardln a past e invoice dat Res arch indicates that the invoice will
neec[ ec%e %lu rasup e ntaﬁi appropr?gtl%n rouzg%19%e Iegls ature,
Qur Juneau fiscal office has the documents andvvlll research for p033|ble prewous payment and then

" submit the invoices through the | eﬂ/l Islature for supplemental approval. Usually any st B
are approved by the legisfature in May of each year therefore: We arc unable to pay the bill at th|s tlme

ze for the delay. You may wish to suspense the invoice and contact our office in June to check
th%%cr)nogs You can co%tact me o? ¥ec tly at 269-96815

If1 can clarify the process or you need further assistance, please let me know.
Sincerejy,

Marissa Brunson
ACCOU”[ing Clerkn rneszsi

a-q - LJILu

Cc: Bobhie Fuller, Public Health

Lz MbJacas, Juneau Fiscal 01-03, LtFT

01 LOORK|N<3- cH |T HEED t O

TN —SOpG CSm|5o(\

|O)'CLI_ uC -xeerA



Williams, Tina

Williams, Tina

From:
Sent: Tuesday, July 03, 2001 2:08 PM
To: Moskito, Orlando R.

Cc: Malacas, Luzviminda

Subject: supplemental invoices
Importance: High

Orlando,

went trhrggﬁg gheeéatntire supplemental file we have here and have found the following do not appear on the supplemental

1. Xerox Corporation - March 6, 2001 notified, S984.00 due for services rendered 4/20/99
2. Continuous Printing of AK - April 20, 2001 notified, S788.00 due for services rendered 3/22/99
3. The New Printer Workshop NPW, Inc. - May 8, 2001 notified, S7.50 due for services rendered 9-22-98

goqﬂgpé{gq&grinting continues to call and ask the status-what can | say lo her? Is there a possibility that | do not have the

Please advise.

Thanks, ,

Tina Williams
Accounting Supervisor

907 )269-7816 WOl

%1-138 fax



[-.C
CONTINUOUS PRINTING

A TOF ALASKA, INC,
] IV .« (907) 277-0446
1 2503 Arclic DM.
Ancliorngo, Alaska 99503

SOLD TO:
rl«1

HEALTH « SOCIAL SERVICES
DIVISION OF PUBLIC ASSISTANCE
400 GAMBELL STREET -SUITE 200
ANCHORAGE, AK 99501

QUANTITY DESCRIPTION

INVOICE NO..

2001

INVOICE OATE.7/30/01

CUSTOMER P Ol

DUE DATE

CUSTOMER NUMBER

ATTENTION: TINA WILL "MS -REFERENCE INVOICE #W-4202 -YOUR P.0.

#CRO77 DATED3-22-99

LATE CHARGES FOR PAST DUE INVOICE AT 1-1/2%PER MONTH, CALCULATED

TO SEPTEMBER, 2001

SIGNATURE:
TERMS: 1 /2% INTEREST ON ACCOUNTS 30 DAYS PAST DUE.

1”30 2001

sumorAL
IO 1AL

PLEASE PAY
LAST AMOUNT

HEUtm
273

AMOUNT

429.00

429.00
' 429.00
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FaAx COVER SHEET

STATE OF ALASKA
DEPT. OF HEALTH 4 SOCIAL SERVICES
DIVISION OF ADMINISTRATIVE SERVICES

FISCAL SECTION

3601 CSTREET, SUITE 576

ANCHORAGE AK 99503

DATE. A II il '. P ! TIME: | D'-\O L
TO [-L- 1.\ PHONE#
= FAX# \*V
L
NUMBER OF PAGES FOLLOW: St A v v CU-F—
MESSAGE:
let.
m
(W— Py, I& W
\ es-
S L- 3 - . -~ - 1 < *C_Cﬁk:' * A\ i~ —
r 1» .ti  .VA-CV-Ti V*¥» *nL|t Nvo< -
. - ' *
FROM:

PHONE# *T - ! FAX#



STAT E O F A L A S KA TONY KNOWLES. GOVERNOR
HEALTH AND SOCIAL SERVICES

(907) 269-75IS

April 20, 2001

Continuous Printing of AK
2503 Arctic Blvd
Anchorage, AJC 99503

RE: Invoice # W42S2 Acct# 273

To whom it may concerm:

We received your fax regarding a past due invoice dated 3-22-99.  Research indicates that the invoice will
need to be submitted fora supplemental appropriation through the legislature.

Qur Juneau fiscal ofnee has the documents and wall research for possible previous payment and then
submit the invoices thrunh the legislature for supplemental approval. Usually any supg_lemental requests
are approved by the legislature in May of each year therefore; we are unable t0 pay the bill at this time.

| apologize for the delay. You may wish to suspense the invoice and contact our office in June to check
the statlls. You can contact me directly at 269-7815.

If 1 can clarify the process or you need further assistance, please let me know.
Sincerely,

Marissa Brunson
Accounting Clerk I

Cc.  Bobbie Fuller, Public Health
Luz Malacas, Juneau Fiscal



acpscved cud jjzj-l,

ceniiy inai me uaiemenis on me reverse
J&Ytoinn on ana are maoe a pan thereof j

PP-C
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1217 E. 10* Avenue
Anchorage, AK 99501

(907) 257-4600 Phene
ro
—_»
u  (907) 257-4025 Fax
Dr. Madeleine Grin! $

John Wiley, PA-C
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Dr. Bruce Chandler
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o (907) 257-4092 Fox 01iN'i- *
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u (907) 257-4644 Fax
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|%?§%r%m%@t§rwg{}t Slgglsal Senvices Region: 271 Qlice: Anchorage  Request*: 0 f'0 A\C 1 "t/

REQUEST FOR SPECIAL NEEDS FUNDS FOR FOSTER CARE

Special Needs funding is assessed on an as-needed basis only and pre-nuthori_adon is rtquiretl.
Limitation: Tills form is loused only for one time or irregular special needs expenditures on behalf of children in foster care.
Receipts and supporting documentation ore required.

"
Child’sName: -~ DOB: 04-11-87  Prober Case Number 406034718
JCEligibility Status: (checkone) O Title IV-E eligible O Not IV-E eligible [X] Eligibility pending
Proposed services arefor 0 Child or O Parent(s)/legal guardian/Indian custodianor O  Sibling(s) or O Other family members

Proposed services are court-ordered 0 (please attach court order)

L Describe the specific need and how the request is consistent with the caseplan (case plan must be attached): Child was
in foster care and needed medical attention.

B TITLE IV-E FOSTER CARE MAINTENANCE

1 Clothing - Initial (Refer to CPS Chapter 6.0, Section 6.2.2.8 for policy) =S
2. Clothing - Extraordinary & Justified by Case Plan =S
3 Food - Special Dirt =S
4. Extraordinary Laundry (Must havemedical or psychological) =S
Describe:
5. Personal Incidentals =S
Describe:
6. Special One-Time ltems =S
O Special cribs, beds, meattresses
O Other (must be explained and within allowable DFYS regulations)
Describe:
7. Visitation with Family-Long Distancetelephone cards for the child =S
8 Licensed Child Care (Please provide DFYS license numbiti: ) =S

Licensed Child Care for foster child:

Q during foster parent's employment when the foster child is not in school

0 during the foster parent’s attendance at mandatory foster parent training

0 during foster parents attendance at case conference, casereviews, court hearing, without foster child

0 which facilitate the foster parent’s attendance at Division approved activities which are beyond the scope

of "ordinary parental duties"

9. Travel - Child family visitation , =S
ELA SUB TOTAL IV-E FOSTER CARE MAINTENANCE =S
69695 (Rev. 9/00) CPS Pige 10f3 Cue Record Section HA Distribution: Original « Regional Office, Copy « Cue File

REQUEST FOR SPECLYL NEEDS FUNDS FOR FOSTER CARE



m TITLE IV EFOSTER CARE ADMINISTRATIVE

Travel
Q Miles over 50 per week for foster child’s attendance at administrative case orjudicial reviews

O Foster child pre-placement visit or placement with foster home
Q Foster Parents attendance at administrative case/judicial reviews and mandatory case conferences/team meetings
0 Other approved travel by foster child as pan of caseplan
Describe:
0 Escon Travel asjustified by case plan (may require travel authorization)
0 For visitation
0 For placement

=S

Foster Parent Damages and lass =S
Refer to CPS Adm. Chapter 6.0, section 6.22.7 (4) (b)
Please attach form 06-9440 and police rcpon if applicable.

3. Shipping & Freight Costs (Child’s belongings only) =S

4 Other-Scrvices critical for completion of the case plan =$
0 Gcenetic/Paternity Testing
0 Advertising for Missing Parents
0 Birth Certificates
0 Expert Witnesses (ICWA/Non-ICWA)
1 1 Supervised Visitation
0 Court Teleconference Costs

EL A SUB-TOTAL IV-E FC ADMINISTRATIVE =S

V. NON IV-E REIMBURSEMENT

1 Independent Living - limited to those expenses that facilitates the transition of
foster children to independent living that are not otherwise reimbursable under maintenance
or administration or other resource.
Describe:

2 Medical Dental, Diagnostic, Therapeutic, and Assessment Sendees =S095.00
As payer of last resort (no Medicaid coverage or other third party reimbursement)
Referto 7 AAC 53.320.

Medical Describe: Dr. Visit

Dental  Describe:

Diagnostic (i.e. Psych evaluations) Describe:

Therapeutic (i.e. Counseling) Describe:

Assessment Services Describe:

Medical equipment, furnishings, or discretionary devises for children with Special needs

Describe:
0 Travel Describe:

Unlicensed Child Care for Foster Child =)
0 during foster parent’'s employment when the foster child is not in school
0 during the foster parent's attendance at mandatory foster parent training
0 during foster parents attendance at case conference, case reviews, court hearing, without foster child
0 which facilitate the foster parent’s attendance at Division approved activities which arc beyond
the scope of "ordinary parental duties"

©Cooooo

Other services critical for completion of the case plan of a child Lafoster care =S
when no other resources are available

Describe:

IV.A. SUBTOTAL NON-IV-E REIMBURSABLE =S50 I ]

0Hb (v @ Pap20f3 OeRxodStine= Distrbution; Orgirel « Regiorel Clfice, Gopy- Gee File



V. EXPLAIN HOW ALTERNATIVE SOURCES OF FUNDING FOR ALL ITEMS .ABOVEHAVE BEEN
EXHAUSTED: Medicaid did not cover.

VL TOTAL COST: S95.00
VEL 0 onetimecost O shortterm costs (date) to

VIIL PayeeName: Fairvietv Health Center Address; 1217 E. 10th Ave. /Anchorage, .AK 99501

IX SSN or Fed Tax ED#: Vendor# (PVN): RcimbursemenQ
hj.21 O
Social Worker Signature PUN Date
S.\W. IV Signature PCN Date SW.V Signature PCN Date
Children’s Sendee Manager Date Family Services Program Administrator Date

Required For Requests exceeding 51,500.00 end at] Out-of-Stste Travel

FISCAL INFORMATION (To be filled out by fiscal)

XEL CATEGORY COST CODING
I\V-E Foster Care Maintenance (1. A) S
IV-E Foster Care Administrative (in. A) S
Non IV-E Reimbursable (1V) S
TOTAL OF REQUEST: S

This formmust be completed in tull 7 AAC 53.070. 100-110 and 300-370

6% (RvI) CS Page30f3 Cue Reoord Saction it Distrifwtio: Ongirel « Regiardl Office, Gy - Cur File



S SaKaByy wr~

SLA'OfSOW

582001 993%
H17/2001 993%
3202001 9939%
4102001 993%
5252001 83164
521/2001 99386
5252001 83164
42612001 99202
424/2001 993%
1252000 99214
592001 83164
52/2001 99396
5182001 99212
5922001 993%6
5152001 993%
4/6/2001 88164
4102001 88164
42712001 88164
417/2001 99212
42612001 99396
5292001 88164
©r32201®%9213
4972001 99214
4242001 99396

-eyly -V

S143.00
S143.00
S143.00
S14300
290
SI190.00
290
S97.00
S143.00
SI37.00
290
S143.00
6500
S190.00
514300
290
290
290
6500
S14300
290
8300
S130.00
314300

r-v

kJngJEea

" 53000

53000
530.00
53000
53000
530.00
53000
53000
53000
53000
53000
53000
53000
53000
53000
53000
530.00
53000
53000
530.00
53000
53000
530.00
53000
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Patient

Pe-m-nuw ... re—i.— — T STlirsy,

4/6/2001
5/7/2001
4/30/2001
4/6/2001
4/6/2001
12/18/2000
5/7/2001
5/23/2001
4/26/2001
5/9/2001
4/10/2001
4/30/2001
5/8/2001
4/3/2001
4/4/2001

4/10/2001

1 il
M- v [l..- I Rt

99386

99396

99212

99396

99386

99213

99396

99214

99386

99202

99213

88164

99386

99396

88164

99214

it —pHXGe---+

NSSS~N-s-k-

T& mm.

‘my.riL’

$190.00
S143.00
S65.00
S143.00
S190.00
S83.00
S80.90
S130.00
S190.00
S97.00
SS3.00
S22.90
S190.00
S143.00
S22.90

S130.00

Total Patient Tracking Fees:

Okiopay jrv (+ <y s - A
9? nt£j3 2.0/!)\{\/9_ 311441 06602308 732%(1 S—,_Cy,\ssi*f > B0631144. 0BB02301 T30~
— 0 1-01 L vy, T
tIFIJSEfaAAUg.USt:ozV20Q1A:V-.;. V- oy ..._- i7" ] ’-I- )

._ TSvcFQetvTrackingfhee

o' el by

S30.00
S30.00
S30.00
S30.00
S30.00
S30.00
S30.00
S30.00
S30.00
S30.00
S30.00
S30.00
S30.00
S30.00
S30.00
S30.00

$1,920.00



4/23/2001 99214
5152001 99214
516/2001 99205
4/26/2001 99204
5312001 99215
3/22/2001 99214

6/8/2001 99212
5212001 22214
6/22/2001 99214
5/17/2001 99203
6/22/2001 99215
fSKBSISI 99204
££1-5/2000499204
4/13/2001 99214
4/30/2001 99214
6/14/2001 99215
3/30/2001 99214
7/11/2001 99214
6/22/2001 99215
4242001 99213
3/21/2001 99204

6/8/2001 99205
3/27/2001 99202
422001 99204

© il
.

H—Ih

3510
S810
S186.20
S804
S130.38
3810
043
3810
S810
S22
S130.38
S148.04
S14388
S810
810
SI-0.38
3810
S810
S130.38
663
S804
3186.20
9.3
S148.04

im*

S0.00
S30.00
S30.00
S30.00
S30.00
S30.00
S30.00
S30.00
S30.00
S30.00
S30.00
S30.00
S30.00
S0.00
S30.00
S0.00
S30.00
S30.00
S30.00
S0.00
S30.00
S300.
S30.00
S30.00

Pago 305"



Number of Patients 107

Oktopay RTTy~A/ T ?
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Ok to pay
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3282001 99214
H1S2001 99215
3262001 99204
3302001 99202
5972001 99214
6/27/2001 99203
6202001 99203
6/152001 99204
5232001 99204
5232001 99204
4212001 99204

Total Patient Tracking Fees:

Ok to pay

585.10
51038
514504

9.3

555.10
SI0221
S10221
5148.04
514504
514804
S148.04

| . _ T-ifc:
.Sorv.ictfOate"CRjnr'w.k tSvc:Fee Tr

ackings

S000
530,00
53000
530.00
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53000
530,00
530.00
530,00
321000

S1jQ- Cr02063! 1441 0660230! 73230
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Invoice 57

Network Business Systers, Inc. ) . Dete \11/29/99 )
1577 C Street Gr\ W w2
Suite 205 ’ Pege:

Anchorage AK 99501
PO No. 99465

Bill To: Jiscj JL Ship To:
SOAHSS Div Public Asristaftce SOAHSS Div Public Assistance
3601 C Street Suite 434 3601 C Street Suite 434
POBoXx 240249 POBOx 240249 A
Anchorage AK 995240249 Anchorage AK  99524-0249 ["Oz]
DM s
d-ic -t&3¢&
Custonmer ID Salesperson ID Shipping Method Pt.yment Teens Req Ship Date Master No.
XHSSB8000 JAB100 Iv.it 30 11/30/99 2112
Odd Shed ltemNumber -« Description Unit Price Disc. Ext Price
1 mNVL555 INTRANETV/AIIE: INTEGRATING WINDOWS NT 5375.00 5375.00
Larry Bowles Course Kit Only
kigVe* -WTffljoing SjOLs OrW?
P/12>/k/
] 1£;
Ths  PnvOT'OL. K 4. Cer'h'ficAi cdpy Dbf
- ' -au:-Jr=eis
,  rulJuxyfK - Syeé&ns
/0 Subtotal 5375.00
Msc So¢))
Freight 50.00
NBS does no: guarantee or warrant Trade Discount D
in any way eqressed or implied Total 5375.00
VR 2000 compliant* of any products
or services provided on this invoice. Pynmt Recd [Sees)
Bdlance Due 5375.00

7** [Tr\f\ *a ti7n*



