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INVOICE 

Department OF Family and Youth Services

Tutorial' Contract fo r!

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.

Donna Sherrouse, EdX).

A UG r •
2 0 0 !  

~ C U iL

Dale Submitted: August 1“ 2001
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e n t  B y :  DFYS BARROW;

A la s k a  D e p i c t T i i a i i  o f  H e a lt h  a n d  S o c ia l  S e r v ic e s  
D i v i s i o n  o f  F a m i l y  r u d  Y o u t h  S e r v ic e s

9 0 7  B 5 2  3 3 9 2 ; A p r  * 3 . - 0 0  5 : 0 3 P U ;

345 Ba.'tow
Region Officei ;l i

REQUEST FORSPECIAL NEEDS FUNDS FORpFOSTER CARE
i

N t* J j fem itn fU  >u c ik 4 OT>*n unlyww i p r» -*u liio r)i* ti«» i k> tt f l ir ire tf . I
L im it a t io n : Tht> form b  to axrii on ly ftu  out ttrae erlrrrflO» i-jrp» dm Ih« iU » ipcndli« rei nn bth idf uf riifW rm  Ln fokcr t»r*. 
Btcrijrtx a nd  m pp oTtb i*  d o c J D n m U lu r e  or* r*<(uiro5.

C h i l d ’ s N a m e :

P a g e  1 0 / I B  

R e q u e s t  #

. 1
D O B :/ t i 4 / 0 2 / 9 2  i P r o b e r  C i s t

N o t  I V - E  e l i g i b l e !  □  E l
Num ber. 401801432 
g ib  i l i t y  pending 
)y m em bers

E l i g i b i l i t y  S u m s :  ( c h e c k  o n e )  0  T i t l e  I V - E  e l i g ib le
P r o p o s e d  s e r v ic e s  a re  f o r  0  C h i ld  o r  □  P a r e n t s )  o r  Q  S fb l i n g ( s )  o r  0  O t h e r  f a r o  
P r o p o s e d  s e r v ic e s  a r c  c o u r t - o r d e r e d  0  (p le a s e  a tta c h  c o u r t  o r d e r )

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

j 5 i £ _  £ L {  C J T f e r C

II.
1.
2.
3.
4.

5 .

TITLE xV-E FOSTER CARE MAINTENANCE
C l o t h in g  -  I n i t ia l  ( R e f e r  to C P S  C h a p t c r S .O ,  S e c t io n  f i .2 .2 .8  far p o l ic y )
C l o t h i n g  -  E x t r a o r d in a r y  &  J u s t if ie d  b y  C a s e  P la n
F o o d  -  S p e c ia l  D ie t  :Extrr try L a u n d r y  (M u s t  h a v e  medical or p s y c h o lo g ic a l)  j 
D e s c r ib .  ____ __________________________________________________________ :

P e r s o n a l  In c id e n t a ls  •
D e s c r i b e : _____________________ _________________________________________ :

S p e c ia l  O n e - T i m e  l ic t n s  :
0  S p e c ia l  c r ib s ; b e d s , m attresses \
0  O t h e r  (m u s t  b e  e x p la in e d  a n d  w it h in  a llo w a b le  D F Y S  r e g u la t io n s )  
D e s c r i b e :_____________________________________________  :

7.
K.

$_
S_
S_
S

V is it a t io n  w it h  F a m i l y  -  L o n g  D is t a n c e  t e le p h o n e  cards: fo r  the c h i l d
L ic e n s e d  C h i l d  C a r e  ( P le a s e p r o v id e  D F Y S  l ic e n s e  n u m b c r _
L ic e n s e d  C h i l d  C a r e  f o r  foster  c h i l d :
n  d u r in g  fo s te r  p a r e n t ’s e m p lo y m e n t  w h e n  th e  foster  c h i ld  is  n o t  i n  s c h o o l  j 
0  d u r in g  th e  fo s te r  p a r e n t ’ s a t t e n d a n c e  a t  m a n d a t o r y  foster p a r e n t  t r a in in g  j 
Q  d u r in g  fo s te r  p a r e n ts  a t t e n d a n c e  at case c o n f e r e n c e , c a s e  r e v ie w s , c o u r t  h e a r in g , w it h o u t  fo ste r  c h i l d  
|~~1 w h ic h  f a c ilit a t e  th e  foster  p a r e n t ’ s  a tte n d a n c e  at D i v i s i o n  a p p r o v e d  a c t iv it ie s  w h ic h  are b e y o n d  th e  

s c o p e  o f  “ o r d in a r y  p a r e n t a l d u t ie s "
T r a v e l  -  C h i l d  f a m i ly  v is it a t io n

S_
5

II.A. SUB-TOTAL - IV-E FOSTER CARE MAINTENANCE j
IIL TITLE JV-E FOSTER CARE ADMINISTRATIVE
1. T r a v e l  , i

Q J  M i le s  o v e r  5 0  p e r  w e e k  f o r  fo s te r  c h i ld ' s  a tte n d a n c e  at n d n u n h r tr n tfv c  c ase  o r  j u d i c i a l  j  ev iew s 
Q  Fo s te r  c h i l d  p r e - p la c c iu e n i  v is it  o r  p la c e m e n t  w it h  foster  h o m e  
Q  Poster  P a r e n ts  a t t e n d a n c e  a i  a d m in is t r a t iv e  c a lc / ju d ic ia l  r e v ie w s  a n d  m u b d a io iy  ctisc 

c o n f c r c o c e i/ t e a m  m e e t in g s  •
0  O t h e r  a p p r o v e d  travel b y  fo s te r  c h i l d  as p a r t  o f  c a s e  p la n  ; j

D e s c r i b e :     [  !______________
0  E i c c it  Triivel a s  ju s t i f i e d  b y  c a s e  p la n  (m a y  r e q u i r e  t r a v e l  a u t h o r i z a t i o n )  j 

0  F o r  V i s i t a t i o n  1 :

04.969j  i x w  CPS D i r t r i h u l i o c :  O r ig in  J  -  R c ^ i m d  O f l i e c ,  C o p y  * C u e  f i t *  
’I t j b  f o r m  f i l e d  o n  p » * e  4

R E Q U E S T  F O R  S P E C I A L  N E E D S  F U N D S  F O R  F O S T E R  C A  R E



e n t  B y :  DFYfi BARROW; 9 0 7  8 5 2  3 3 9 2 ;

3 .

4.

1.

3 .

A p r - 3 - 0 0  5 : 0 3 P M ;

4.

C h i l d ' s  N a m e :

P a g e  1 1 / 1 8

□  F o r  P la c e m e n !

Foster Parent D am ages and loss
R efer to CPS A dm . C haplcr 6.0, section ti.2.2.7 (4) (b)
P le a s e  a tta c h  f o r m  06-9440 a n d  p o l i c e  r e p o r t  ir a p p lic a b le .

S h ip p in g  &  F r e ig h t  C o s t s  ( C h i l d ' s  b e lo n g in g s  o n ly )

O l l t a - S c r v ic e s  c r it ic a l for  c o m p le t io n  o f  t h e  c ase  p la n  
□  G e n e t ic / P a t c n it t y  T e s t in g  
| | A d v e r t is in g  f o r  M is s in g  P arents  
Q  B ir t h  C e r t if ic a t e s  
0  E x p e r t  W it n e s s e s  ( I C W A / N o n - I C W A )
| | S u p e r v is e d  V is it a t io n  
0  C o u r t  T e le c o n f e r e n c e  C o s ls

5_
S

Ill.A. SUB-TOTAL IV-E FOSTER CARE ADMINISTRATIVE
IV. NON-1V-E REIMBURSEMENT

J . . 1
In d e p e n d e n t  L i v i n g  -  L im i t e d  to  th o s e  e jc p e n se s  th a t fa c i l i t a t e s  t h e  t r a n s i t i o n  o f  
f o s t e r  c h i ld r e n  t o  in d e p e n d e n t  l i v i n g  th a t a r e  n o t  o th e rw is e  r e im b u r s a b le  u n d e r  .'m a in te n a n c e  
o r  a d m in is t r a t io n  o r  o t h e r  r e s o u r c e .
D e s c r i b e : ____________________________________________________________________ _ i ____________

M e d ic a l ,  D e n i a l ,  D ia g n o s t ic ,  T h e r a p e u t ic , a n d  A s s e s s m e n t  S e r v ic e s  
A s  p a y e r  o f  Ia s i  resort ( n o  M c d ic n id  c o v e r a g e  o r  oth e r  th ir d  p a r ty  t r c im b iir s c m e n l)
R nferto  7 A A C  53.320. !

D e s c r ib e :
D e s c r ib e :

Medical
D e n i a l  ___
D ia g n o s t ic  ( i .e .  P s y c h  e v a lu a t io n s )  D e s c r ib e :
T h e r a p e u t ic  ( i .e .  C o u n s e l i n g )  D e s c r ib e :______
A s s e s s m e n t  S e r v ic e s  D e s c r ib e :________________

□
□
□
□
□
Q  Medical equipment, furnishings, or discretioDSry devises for.cluldrai with special need s

D e s c r ib e :    _________ !____________0 Travel D e sc rib e :   t___________‘__________

U n l ic e n s e d  C h i l d  C a r e  f o r  F o s t e r  C h i l d  :
□  D u r in g  foster  p a r e n t 's  e m p lo y m e n t  w h e n  t h e  foster c h i ld  i s  i io t  i n  s c h o o l  j 
Q  D u r in g  t h e  foster  p a r e n t ’ s a tte n d a n c e  at m a n d a t o r y  foster  p a r e n t  t r a in in g  j 
0  D u r in g  fo s te r  p ar e nts  a t lc u d a u c c  at c ase  c o n f e r e n c e , case  r e v ie w s , c o u r t  1 je e r in g , 

w it h o u t  fo s te r  c h i ld  :
0  W h ic h  f a c ilit a t e  th e  foster p a r e n t ’s a t t e n d a n c e  at D i v i s i o n  a p p r o v e d  a c t iv it ie s  w h ic h  arp 

b e y o n d  th e  s o o p e  o f  “ o r d in a r y  p a r e n t a l d u t ie s ”  ;

K O O .O O

and as a result cannot read at Ills

O t h e r  v ic e s  c r it ic a l fo r  c o m p le t io n  o r  d ie  c a se  p la n  o f  a c h i l d  i n  fo s te r  r ar e ; 
w h o .  j  o i l ie r  r e s o u r c e s  a r e  a v a i la b le  • i
D e s c r ib e : w a s p la c c d  I n  a n  In u p ia t  Im m e r s io n  c la s s  fur  h is  lo w e r  g r a d e !
g r a d e  le v e l i n  E n g l i s h .  T h e  foster  p a r e n ts  t o ld  m e  that d ie  e le m e n t a r y  s c h o o l  r e c o < r u n e n d c c  r e m o v in g  D a v i d  Jr. f r o m  th e  
lu u p la t  I m m n t i /m  c la ss  b e c a u s e  th e  la n g u a g e  w a s n ’ t b e i n g  r e in f o r c e d  In  t h e  p a r a r t a l b o m : a n d  D a v i d  w a s  f a l l i n g  b e h in d  in  
h is  s c h o o l w o r k . D a v i d  is  n o w  h a v in g  p r o b le m s  i n  s c h o o l r e la te d  to  h is  T e a d in g  a b i l i t y .  A i  c o r d in g  to  t h e  foster  p a r e n t , 
D a v id ' s  y o u n g e r  b r o th e r  w h o  w a s n 't  In  t h e  lu u p la t  Im m e r s io n  c la s s  is  r c a d in ig  b ette r  t h a n  a k  o ld e r  b r o t h e r  a n d  t h is  Is  
c a u s in g  p r o b le m s  i n  t h e  h o m e .  T h e  fo ste r  p a r e n ts  h a v e  a s k e d  i f D a v i d  c a n  r e v i v e  t u k u in j  f o r  r e a d in g  at th e  N o r t h  S lo p e
M o n t e s s o r i S c h o o L  T h e  cost is  5 2 0  p e r  d a y  a n d  f o u r  d a y s  p e r  w e e k  arc  r e . 
im p r o v e  o n e  g r a d e  le v e l .  T h e  c o st  f o r  te n  w e e k s  is  S 8 0 0 . :

e n d e d  f o r

1  V u  fenn m utl i*  corapU ud  In AilJ00-V69S \V99 CPS r * e e 2 e r f  i Dijrt/ihuiion: Origi
L /*■

total of 40 classes in order to

A A C  5.1.070. 100-110 ud 300-370 
l l  •  R e g i o n a l  O f f i c e ,  C o p y  •  C u i  P I k  

T h U  t 'o n n  f i l e d  o n  p a g e  A



S f t n t  B y :  DFY6 BARROW;
* * •

Child’j Name:
I

rVJL SUB-TOTAL NON-FV-E REIMBURSABLE S 800.00
; 1 i ! i

V. EXPLAIN HOW ALTERNATIVE SOURCES OF FUNDING -FOX'. ALL ITEMS ABOVEHAVE BEEN EXHAUSTED: This is an extra cost that the foster parents can’t affctd. A petition to terminate the parental rights of this child has been filed.
VI. TO TAL COST: $ 800.00

V I T .  M  o n e  r im e  c ost H  sho r t term  costs (d a le ) / : / to:

V T T L  .P a y e e  N a m e  N o r t h  bionc Aaontcsson Academy 

I X .  S S N  or  F e d  T a x  I D # __________________________________  V e n d o r  # ( P  V N )

Address P rO. AK~

\ 3 ( U
■PCN D a t e

Rei mhurs email Q

03  ,0 6

3 o /&  V  i V i O n
/ . . I V  S ig n a t u r e  i  P C N  D a t e  S .W .  V  S ig n a t u r e

. JL
C h i ld r e n ' s  S e r v i c e s  M a n a g e r D a t e

P C N  D a l e

/ / •
F a n  l i l y  S e n d e e s  P r o g r a m  A d m in is t r a t o r  D a t e
R to u ircd  fo r Requm Lj •Vccading S ^ .3 0 0 .0 0  uuJ O ut-o f-S l*!* T n v c l

XIL FISCA L INFORM ATION (To be filled out by fisari)

C A T E G O R Y  C O S T  ! C O D I N G

I V - E  F o s t e r  C a r e  M a in t e n a n c e  ( D . A )  

D A E  F o s t e r  C a r e  A d m in is t r a t iv e  ( I T I .A . )  

N o n - r V - E  R e im b u r s a b le  ( l V A )  

T O T A L  O F  R E Q U E S T :

s_
$

i t *

T h u  form m u n  he L-amplned in  fu ll 

0W ) l  I3 /9S  CPU P * g c  a o f  3 D in r ib u lio n :  O rigiOriginal.AAC 3 3 .0 7 0 . 1 0 0 -1 1 0  *nd 3 0 0 - 3 7 0  

k e g io m j O ffice , Cfipy • O u t  H l i  

TbU  form  Died oo f>»ft 4







A u i - J H I  U :5 5 a r a  Frcm -DrYS NFO

A u a k B  D e p a r t m e n t  o f  H e a lt h  a n d  S u r ia l  S e r v ic e s  
D i v i r i ' c  o f  F a m i l y  a n d  Y o u t h  S e r v ic e s

8074432100 T—DEC F .O o / lO  r -4 8 :

341____ Koterbiis/MFR.
R e g io n  O f f ic e  R e crues : #

r e q u e s t  f o r  special n e e d s f u n d s f o r  r e s i d e n t i a l c a r e

Spuciul N o o k  fund  I o ;  i« u ic i i it d  on an ■(•nectlad bad* only  a n d  pre-atntm rtndon l l  required.
I.Im lritJnii: T ft li fo r m b  lo  mctl o n ly  { o r n n o iim c  or Irregular ip e d n l nctxli rxpcm lUurr’  oc b e h iir o f  children in  rcu ileu ita l cars. 
Rccc lpn  and r o p p o n in g  docum entation art required.

D O B :  0 2 - 2 8 - 9 3 P r o b e r  C a s e  Num ber: 4 Q 2 I 3 0 6 3 0C h i l d ’ s N a m e : ________ _
E U p b i l i t y  S U n n s ; ( c h e c k  o n e )  S i  T it le  I V - E  e l ig ib le  l D  N o ;  I V - E  e l ig ib le  Q  E l i g i b i l i t y  p e n d in g  
P r o p o s e d  se r v ic e s  arc  fo r  J 2 ]  C h i l d  o r  0  P u x e n i(s )  or Q  S ib l in g ( s )  or  0  O t h e r  f a m i ly  m e m b e r s  
P r o p o s e d  ser v ic e s  are c o u r t -o r d e r e d  0 ~ 'f p ls a s e  atta ch  c o u n  order)

I ,  D e s c r ib e  t h e  s p e c if ic  u s e d  a n d  h o w  t h e  r e q u e s t  Is c o n s is t e n t  W it h  th e  c a s e  p l a n  (c a s e  p l a n  m u s t  b e  a t t a c h e d ) . 
C h i l d  e n t e r in g  . A D C  A n c h o r a g e  S t u d e n t  R e s id e n t ia l  L i v i n g  C e n t e r ,  w h i le  a t t e n d in g  s c h o o l  fo r  t h e  d e a f ,  
r e q u ir e s  f u n d s  i n  a n  a c c o u n t  to  c o v e r  e x tr a  c u r r ic u la r  a c t iv it ie s  a n d  s c h o o l  p h o t o s  e t a .  H e  h i s  b e e n  a t P u t y u k  
C h i l d r c u ’ s H o m e  s in c e  p la c e m e n t  w h h  h is  g r a n d p a r e n t ’s f o i l e d .  G r a n d p a r e n t ’ s w e r r  n o t  r e c e iv in g  a n y  
f in a n c ia l  a s s is t a n c e .

1,
2.
4.

5 .
6.

H. TITLE IV-E FOSTER CARE MAINTENANCE
C lo t h in g  -  T n lr ia l (R e f e r  to  C P S  C h a p t e r  6 .0 ,  S e c t io u  6 .2 ,2 .8  fo r  p o l ic y )
C lo t h in g  -  E x t r a  o r d in a r y  &  J u s n f ic d b y  C o s e  P l u n
S p e c ia l  O n e - T i m e  It e m s  
□  S p e c ia l  c r ib s , b e d s , m a ttr e s te i
[ - 3  O t h e r  (m u s t  b e  e x p la in e d  at id  w it h in  a llo w a b le  D F Y S  r e g u la t io n s )  
D e s c r ib e : A c c o u n t  for  extra c it m m la r  a r . r i v r r f g B _____________________

5_
S .
s_ 200.00

V is it a t io n  w it h  F a m O y - L o n g  D is t a n c e  t e le p h o n e  cards fo r  d ie  c h i ld  
T r a v e l -  C h i l d  f h m ily  v is it a t io n

FLA. SUB-TOTAL IV-E FOSTER CARE MAINTENANCE 200.00

m. TITLE IV-E FOSTER CAlX ADMINISTRATIVE
1 ,  T r a v e l

2.
3 .

Z ]  Fo s te r  c h i l d  p r e -p la c e m e n t  v is it  o r p l a c c m n t  w ith  foster h o m e
□  O t h e r  a p p r o v e d  tr a v e l b y  fo i.trr  c h i ld  ns p ar t o f  case  p la n

D e s c r ib e : _______________________________________________________________________________________
□  E a  cart T r a v e l  as J u s t if ie d  b y  case p la n  (m a y  r e q u ir e  n a v e l  a u r h n s z a r io n )u s i  anc prope' bili anc autnonm its 

0  F o r  V is it a t io n  ® ^
□  F o r  P la c e m e n t

Expenditure - Amount - 

7 ___________ S

S h ip p in g  &  F r e ig h t  C o s t s  ( C h i ld ' s  b e lo n g in g s  o n ly )  S[Vr'g y H-
[ • 'YO •

O t h c r -S c r v ic ts  c r it ic a l fo r  c o m p lt in o n  o f  the case  p la n  Yeaf . c o llo c a t io n  ~
0  G e n e t ic / P a t e r n it y  T e s t in g
D  A d v e r t is in g  far  M is s in g  P a r e  a n  -0 6 2 13 ________ -____________________________
Q  B ir t h  C e r t if ic a t e s  Y u a r  • C o l l o c a t i o n  -  E x p o n O i l u r e  -  A m o u n t

□  E x p e r t  W it n e s s e s  ( I C W A / N o o - I C W A )
□  S u p e r v is e d  V is it a t io n  -~7 » 6  g  ?  /  6 0 __________________________________7
0  C o u r t  T e lt c o u f e r e n o c  C o a t s  r '-lsi .  0I*

¥ b > / > p ( r ^ p

ULA. SUB-TOTAL IV- E FOSTER CARE ADMINISTRATIVE

CW»6P5 ) V99 CPS P s g i l u f J

H E  Q U E S T  F O R  S P E C I A L  M E E D S  F U N D S  F O R  R E S I D E N T I A L  C A R E

DinKbution: Original • RtgIotuiI O f f i c e ,  C o p y  -  C * x  Tile
T h i i  Ibrm Cikj] on page 4



„ u ,  u , „  SD744321 DO T-OB1) p . 0 9 / 1C F-4P.E
A ug -3 1" 0 1 1 1 :55am FruerDFY S  NFO . .

C h ild 's  N am e:

I V .  N O N - I V - E  R E I M B U R S E M E N T
1 .  I n d e p e n d e n t  L i  v in e  -  L im it e d  t o  th o se  e x p e nse s  that fac ilita tes  the tr a n s it io n  o f

fbstHr c h ild r e n  t o  in d c p o n d e m  l iv i n g  that e t c  n o t  otherw ise  p r o v id e d  b y  the r e s id e n t ia l 
grant or  o th e r  r e s o u r c e s . D e s c r ib e ;

2 .  M e d ic a l ,  D e n t a l ,  D ia g n o s t ic ,  T u e r a p c u t ic , a n d  A s s e s s m e n t  S e r v ic e s
A s  p a y e r  o f  last resort ( n o  M e d ic a i d  c o v e r a g e  or other  th ird  p a r ty  r e im b u r s e m e n t )  
R e fe r  to 7  A A C  5 3 3 2 0 ,
□  M e d ic a l  D e s c r i b e :______________________________________________________________
□  D e n t a l  D e s c r ib e :
| 1 D ia g n o s t ic  ( i . e .  P s y c h  e v e ln a l in n s )  D e s c r ib e :
□  T h e r a p e u t ic  ( i e ,  C o u n s e l in g )  D e s c r ib e : ,____

A s s e s s m e n t  S e r v ic e s  D e s c r ib e :BM e d ic a l  e q u ip m e n t ,  f u m h h in g s ,  Dr d is c r e t iD n a iy  d e v is e s  fo r  c h ild r e n  w it h  s p e c ia l  n e e d s  
D e s c r ib e :

0  T r a v e l  D e s c r ib e :
3 ,  O t h e r  ser v ic e s  c r it ic a l for  c o m p le t io n  o :  the case p la n  o f  a c h i l d  i n  foster  care 

w h e n  n o  othe r  r esources  are a v a i la b le
D e s c r i b e :_____________________________________________________________________________

I V . A .  S U B - T O T A L  IS  O N - I V - E  R E I M B U R S A B L E

V .  E X P L A I N  H O W  A L T E R N A T I V E  S O U R C E S  O F  F U N D I N G  F O R  A L L  I T E M S  A B O V E  
H A V E  B E E N  E X H A U S T E D :  T r i b e  n o r  p a r e n t ’ s  h n v e  f u n d s  f o r  t h e  a c c o u n t  r e q u i r e d  n t  t h e  s c h o o L

V I .  T O T A L  C O S T :  S  2 0 0 . 0 0

v il g ! one time cost Q  shjrt term costs (date) _____ /_____ /_____ to ______ /_____ /

VEQL Payee N om e A RC L iving Cener A dlresB  A nchorage, A laska

IX. S S N  o r  F e d  Tax I D #    V e n d o r  #   R e im b u r s e m e n t  Q

X .  _______________________________________  4 lv r N 5  O g /3 1  V O j
S o c ia l  W o r k e r  S ig n a t u r e  P C N  D a t e

XI. ARPROVAI,S:

PC N  Dele S.W . V Signature PC N  Dare

 / _ / ___________________________________________
C h i ld r e n ' s  S e r v ic e s  M a n a g e r  D a te  F a m i ly  S e r v i c e s  P r o g r a m  A d m in i s t r a t o r  D a t e

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

c a t e g o r y  c o s t  c o d i n g

I V - E  F o s t e r  C a r e  M a in re n o n e e  ( .t L A .)  S __________________  _________________________________

I V - E  Fo s te r  C a r e  A d m in is t r a t iv e  ( I L L A . )  S_______________ . ___ _____________________________

N o n - I V - E  R e im b u r s a b le  ( T V A . )  S _________________  ______________________________

T O T A L  O F  R E Q U E S T :  S j _______________

This form must be completed in All 
0WG96 12/99 CPS

7 AAC S3.070, 100-110 and 300070 
Paco 2 of 2 DUrribudon: Origtnil - Regional Oltlw, Copy - Ca» File

TWl form fflcd on paga 4



Aug- I 'Ol  11:55am Frtn-DFYS NFO

A lf la k n  D e p a r t m e n t  o f H c a l d :  a n d  S e r ia l  S e r v ic e s  
D iv i s io n  o f  F a m i l y  e n d  Y o u t h  S e r v ic e s

607443210D

341
R e g i o n

P U R C H A S E  A U T H O R I Z A T I O N
(V e n d o r  C o p y )

K o t z e b u e M F R  O c t  3 / ^ c P -  
O f B o e  R e m ie s t  t

7-060 P . 10/10 F-4E:

4 0 2 1 2 0 6 2 0
P r o b e r  C a n s  N u m b e r  (9  d ig it s )  

T Y P E  O F  S E R V I C E S / G O O D S  R E Q U E S T E D ;  F u n d s  f o r  o c c o n n t  to  c o v e r  extt-d c u r H c n la r  a c t iv it ie s

N o n c e :  C o p y  o f  th is  a u th o r i z a t io n  
m u s t  a c c o m p a n y  th e  in v o ic e ,

N o t ic e :  T h e  State o f  A la s k a  is  ta x  e x e m p t . 
N u m b e r  9 2 - 6 0 0 3 1 8 5 .

Within 30 days o f  purchase, 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 o f Femily and Youth Services 
Northern Regional Office 
751 Old Richardson Highway, Suite 300 
Fairbanks, Alaska 99701-7899

T o t a l  cost o f  th is  r e q u e s t  S 2 0 Q .Q 0

[ X ]  o n e - t im e  c o s t  
S 2 0 0 . 0 0

[ )  short term  coats 
( d a t e )  /  / w  L

P a y e e  N a m e ,

A d d r e s s  1 1 . 2 , 1 1

►ARC of Anchorage

D *.- . '<

A n c h o r a g e .  A la s k a  ‘ i  *7 C d O

S S  o r  T e x  I D #  5 7 4 -  ( 3  - ^ L c ? /

V e n d o r  # ( P V N ) .

&  , ^ T f -Worker Signature 4 M N S
P C N

Q f l/ 3 1/ 0 1
D e t c

AUTHORIZED PURCHASER

0 6 -9 7 1 0  ( R e v . 12 / 9 9 )  A D M I N  P U R  
7  A A C  5 3 .0 1 0  * 3 7 0

D i s t r i b u t i o n :  O r ig in a l  -  R e g i o n a l  O f f i c e
C o p i e s  -  C a s e  F i l e  &  V e n d o r  

T h is  f o r m  O d d  o n  p a g e  4



INQ-TR: TANAB - LAPSE BALANCE
CY: 2002 APPN: 24296 (2000) - FC SPECIAL NEED-GF

1 0 / 0 3 / 2 0 0 1

LAPSED EXPENDITURE AUTHORIZATIONS .................................................... -336091.86
PLUS: LAPSE ADJUSTMENTS.................    8650.32

AVAILABLE LAPSE BALANCE .........................................................................  -327441.54

LESS: RESTRICTED EXPENDITURE AUTHORIZATIONS..............................

UNRESTRICTED AVAILABLE LAPSE BALANCE ............................................. -327441.54

En te r-?F1 PF2 PF3 PF4 PF5 PF6 PF7 PF8 PFS PF10--PF11--PF12--
CONT QUIT     PFKYS______________ HELP

4 - ®  A  S e s s - 1  1 4 6 . 6 3 . 5 1 . 1 9 6  X 2 E P  2 / 1



iS itc &  A e a & C tty

‘  "' 'W >
LESSOR: SITUK LEASING COMPANY

P.O. Box 230
Yakutat, AK 99689 - ^
(907)784-3316 t f O T -  7 f * f '  ^

Lessee: Name

/J rC
MINIMUM RATE CHARGE — ONE DAY (24 hrs.) 

RATES DO NOT INCLUDE FUEL

.^Driver's License No. 

j> ^'/7i T ? / .
f t

Expires

2  / -  :  . a
Time
’ IN

Address
1*?' / '  i - ’Z-. t 'V .

Time
OUT / - u

City/State
' I”: '4 -trL .tr/ / '  4T ,

Vehicle Make — Body Style — Year — License #

Insurance Company

Company: Name /  
/  _ / 7V

Mileage
IN

Mileage ■ 
OUT ^

CHARGES • —

Days O 
65.00 per day

Address i

r -j?  r  <• A s  "
Mileage
Dnven

Extra Hrs. © 
6.00 per hour

. . . . . . . f\ .  -— .i. . •(,■ ♦» —
IF LESSEE RETURNS THE VEHICLE WITH LESS FUEL 

THAN WHEN LEASED, A FUEL SERVICE CHARGE 
4 WILL BE MADE.

FREE DAILY MILES

Vehicle shall NOT be operated by any person except 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 
.household; the employer, partner, executive officer, or a regular employee 
ol Lessee; additional authorized operator(s) approved by Lessor in writing.

THE VEHICLE IS LEASED UPON THE CONDITIONS SHOWN ON THIS 
PAGE AND UPON THE REVERSE HEREOF, LESSEE REPRESENTS 
HE OR SHE HAS READ, UNDERSTANDS AND AGREES WITH THE 
CONDITIONS./-'1

s ? /l

Signature of Lessee

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

■SSEE IS LIABLE FOR ALL PARKING AND DRIVING VIOLATIONS 
,D MUSTREMITPAYMENTDIRECTLYTO PROPER AUTHORITIES.

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

In 1/8 1/4 3/8 1/215/8 3/4,7/8

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

Subtotal

Fuel /

Misc. Charges

Subtotal

Total Charges

Tax

AMOUNT DUE

DEPOSITS:
raposll
Amount

Received
By Data

Prepared by Computed by

LESS DEPOSIT 
(il any)

NET DUE

Place ofjdelivory and-redelivery; ;.



STATE OF ALASKA

TRANSPORTATION REQUEST
D E P T .  F I N A N C E

NO. J  1 . 0 5 1 3 1
AGENCY ORIGIN *

P U C E OF ISSUE

o e s u n a u q n V/IjEVf-b cn.>  K
}FT

B ILUNO ADDRESS

CITY STATE ZIP CARRIER

E_OP ISSUE

kJ U x a j ^ /

OATE OF ISSUE

8 - c i

f lA M E & TITLE OF TRAVELER

J r v i l J  ClvT7 f . $it/TTT
TICKET HUMBER

FINANCIAL CODING
/Wfc-o;z VALUE

DlCo g  I

NO TAX PAYABLE
;c t FY

FOR AIR CHARTER
HOURS

-L

RATE

_L _L
SHADED BOX TO BE COMPLETED BY THE 
CARRIER.
SEE COMPLETE INSTRUCTIONS ON REVERSE.

CERTiriCATION:
The (nets aisled hem ln tv  on supporting documents ere cw rw .l and In accordance w lll i 
established travel regulations.

SIGNATURE O F 'jn A V E LE n ^ /  r yy
/ - •



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

REF TYPE NUMBER
1 PVN JOM90032
2 i'NV TA06C0981552
3 TA 06C0981552
4 STR 1105131
5
6
7
8
9

10
11
12
13
14
15
16
17 SRD 06710
18 OD A11475030012

AMOUNT DATE COMMENTS

33 . 00
12/16/97
12/16/97 FINAL/MCCLURE-JNU/YAK-12/16 

SITUK LEASING-65.00

(ENTER TO RETURN)
PF1=MAIN MENU 3=CURR BAL'S

01/27/98
01/27/98

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

AVAILA3LE LAPSE BALANCE .........................................................................  -47763.06==—===============
LESS: RESTRICTED EXPENDITURE AUTHORIZATIONS ...........................  -49536.65

UNRESTRICTED AVAILABLE LAPSE BALANCE .............................................

E n te r-P F l PF2 PF3 PF4 PF5 PF6 PF7 PF8 PF9 PF10--PF11--PF12__
CONT QUIT________________________________________________ PFKYS______________ HELP
4 *° A Sess-1 146.63.51.196 X2E7 2/1



I N Q - C C :  C O L L O C A T I O N  CODE I N Q U I R Y 0 1 / 1 6 / 2 0 0 2

COLLOCATION CODE 6213686 
COA YEAR 2002 

SET-UP YEAR 
TYPE:

DESCRIPTION SHORT: 
DESCRIPTION LONG:

A C T I V E ?  Y E S C R E A T I N G  R S N  0 4  9 e 5
UP D A T E  R S N  0 4 9 8 5

1998
NON-PRIMARY 
FC OTH STATE ONLY FS 
FC OTHER STATE ONLY FS 
\
\

REPORTS TO APPROPRIATION: 
REPORTS TO FUND: 

REPORTS TO ORGANIZATION: 
REPORTS TO PROGRAM:

22.r 3 6 - FC SPECIAL NEED 
11100 - GENERAL FUND 
24593 - CPS FOSTER CARE 
25326 - FOSTER HOMES/STATE

POSTING? YES 
ADD PROGRAM ALLOWED? NO 
LC OVERRIDE ALLOWED? YES 
DEFAULT LEDGER CODE 
FOR NEXT CC ENTER==> COLLOCATION CODE

CORRESPONDING CURR YR APPN

LAPSE COLLOCATION CODE 
LAPSE CC SET-UP YEAR 

________ COA YEAR

6213663 
1999 

SET-UP YEAR
E n te r-P F l PF2 PF3 PF4 PF5---PF6---PF7 PF8 PF9---PF10--PF11--PF12--
CONT QUIT____________________________ LCINQ LCLST PFKYS HELP

A  S e s s - 1 1 4 6 . 6 3 . 5 1 . 1 9 6 X 2 E 7 # §  2 2 / 4 0



I N Q - C C :  C O L L O C A T I O N  CODE I N Q U I R Y 0 1 / 1 6 / 2 0 0 2

COLLOCATION CODE 6213663 
COA YEAR 2002 

SET-UP YEAR 2000
TYPE: NON-PRIMARY 

DESCRIPTION SHORT: NRO SN STATE 
DESCRIPTION LONG: NRO SN STATE 

/
/

A C T I V E ?  Y E S C R E A T I N G  R SN  0 4 9 8 5
U P D A T E  R S N  0 4 9 B 5

REPORTS TO APPROPRIATION: 25408 
REPORTS TO FUND: 11100 

REPORTS TO ORGANISATION: 24514 
REPORTS TO PROGRAM: 25336

NRO SPECIAL NEED 
GENERAL FUND 
FOSTER CARE HOME BAS 
FC SPECL NEED STATE

POSTING? YES 
ADD PROGRAM ALLOWED? NO 
LC OVERRIDE ALLOWED? YES 
DEFAULT LEDGER CODE 
FOR NEXT CC ENTER*=> COLLOCATION CODE

CORRESPONDING CURR YR APPN

LAPSE COLLOCATION CODE 
LAPSE CC SET-UP YEAR 
  COA YEAR

6213663 
2001 

SET-UP YEAR
En te r-P F l PF2- --PF3 PF4 PF5 PF6 PF7 PF8---PF9 PF10 - - PF11--PF12 - - ■
CONT QUIT_________________________  LCINQ LCLST PFKYS HELP

4 - 0 A  S e s s - 1 1 4 6 . 6 3 . 5 1 . 1 9 6 X 2 E 7 # §  2 2 / 4 0



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

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: 25408 
REPORTS TO FUND: 11100 

REPORTS TO ORGANISATION: 24514 
REPORTS TO PROGRAM: 25336

ACTIVE? YES CREATING RSN 04985 
UPDATE RSN 05036

NRO SPECIAL NEED 
GENERAL FUND 
FOSTER CARE HOME BAS 
FC SPECL NEED STATE

CORRESPONDING CURR YP. APPNPOSTING? YES 
ADD PROGRAM ALLOWED? NO 
LC OVERRIDE ALLOWED? YES 
DEFAULT LEDGER CODE 
FOR NEXT CC ENTER==> COLLOCATION CODE
E n te r-P F l PF2 PF3 PF4 PF5 PFS-- -PF7 PF8 PFS PF10--PF11--PF12 —
CONT QUIT  LCINO LCLST PFKYS HELP

LAPSE COLLOCATION CODE 
LAPSE CC SET-UP YEAR 

COA YEAR

6213663 
2002 

SET-UP YEAR

4-0 A Sess-1 146.63.51.196 X2E7 #§ 22/40

I



i ist* ' t h [

- r t  5.' f- :•.< r  r  t r.*m i  i  k . L .  i t  l v «

f  C. SOX 60713 
FAIRBANKS AK 39706 

'&07'/ 4?«**3201

INVOICE NO

r ~ . t

S O L D  T O ; i . 'D * '* ’ . ‘.J * *  F‘,i rr ^ * l i _ 1  X B  U * . * ‘- u  c ' " ( .

is . A '-'i:;-'. -!•
•>.{,, .* HK&e-

Fir. ri'Ffcj j -fc::il.iS?i

S H IP  T O ;

• ’A f : 7  1 m  D I ? "  3 * 3  D  j  *■'

l-  r* c  i

A C C O U N T  N O . SAUS P U R C H A S E  O R D E R  N O . S H IP  VIA C O L . P P D

r_  '  — ID A i A J - l J J l - :

T E R M S INVOIC

('.} iJ'r.7 30? fit. I'1- j- ’ tii/* 
E X T E N D E D  P R IC— S i r  o fT  T oty s o

PRPFRFP I 5HIPPEP____
IT E M  N U M B E R D E S C R IP T IO N U N IT  P R IC E 0I5C.s

c / . w C . : 'v ; H. c."J
EYCBBD FDR 
: r  L.f'.'B 0.' f-fo. "'5/L.ir- 

r  A  j  ~ N  J I '-  

DHAFDD t'-iLP.Dfc

i .

— . .  I

I. .

dC--
.T,•A.*

. . / SALES AMOUNT.

< SALES TAX 
FREIGHT



i , j  » i  * / •  / ' .  r r -  c ‘t i. i j -  ... <"l i-'.ifi O  — •» V i t
c. 0. BOX 50713 

FAIRBANKS, AK 9370? 
;907) 474-Q3C1

' i  \
IN V O IC E  N C

i t

S O L D  T O : D e A V .  U r  H " H u " i  IT  i -T.-’. : -  .• c ' - ' L
T> 1 0 .  u : :  h : .  S ' ! w t . .  - f  I J.'-tf-U. _
f“! • 0 . .  J r. J. i *i > U O' U
T U l ' I B r i L U  r i K  'rf H ?-? . .i * l / ' U I - U  
■1507 • 48.5-3J.31

l-'iice 2

SHIP  T O

ACCOUNT NO. P1^CS, PURCHASE ORDER NO. SHIP VIA COL PPD DATE SHIPPED TERMS INVOICE DATE
>iLRLd J 4E. EXCESS f-Hj-MIS tti /(Mi/Sf? NETT 2 '3 Of?..' 03/iai?!

07V 0IY. I CIV BWK
OR^icgp I SHl°°fP I OaCiREO IT E M  N U M B E R D E S C R IP T IO N U N IT  P R IC E □is:  \ E X T E N D E D  FR IC E

r— ^ . rt 7L c s c
h.::C3£=: FOR 
.1 s '..irr. »>’ ?•<>:. 7 
h(-K; Ni.y 
*. rj,*l*“!U: HC.i'i ĉ*

: *•:. si 5

A T T N ’. D I A M E l

T H IS |S  AkJ AMEHDED 
C O P Y  o f  I NVOi CE 40064 
WHICH w e SPO KE ABOUT. 
THE T IC K ET 64364.00') Has 
BCEKI oRED \TED , BU T THjE. 
C H A IS E  FOR THE 6AO*S 
REMArHS OLMPAID.--

I F  Y o u  H a v e  3 u E s t  

P L E a C E  C A L i— M E .

6 q c n )  4 ” H  - 0 3 0 1 

T H a n k s ,

OMS>;

1 -* . .r'o

^T)O u a -^ '-w &LSALES AMOUNT

SALES TAX 
FREIGHT

TOTAL J . 3 ::>



) PASSENGER NAM *»W“ I •?
ISSUING AGENT,

PA X W E G V T

»  I
ACCOUNT O f t  VOOCHEHa

••i K  n ' l r  • / . . . .  .• X
B A C 'W tlC K T

VW fTE-OR.GOv <5. ''•• ‘YELLOW .- IST D E SJW A T IO N  '•] Rlrn< • RETU RN

r ^ o o c w u t R  COUPON: ■ j. T icket No. | / j 8 G S 6

. -T IC K E T  tSj'TC 
! B E  . CH&5.P.TT0 

) W R H

FC?.R : EXCESS :
' i •• • p N ; L X ;. . P i ; ....
I ' CASIICRS3TAMP :i •



INQ-TR: T7iNAB - LAPSE BALANCE
CY: 2002 APPN: 22546 (1999) - FC SPECIAL NEED

0 1 / 1 6 / 2 0 0 2

LAPSED EXPENDITURE AUTHORIZATIONS .................................................... -366777.64
PLUS: LAPSE ADJUSTMENTS ........................................................................ 26238.10

AVAILABLE LAPSE BALANCE ............................   -340539.54

LESS: RESTRICTED EXPENDITURE AUTHORIZATIONS ............................ -75000.00

UNRESTRICTED AVAILABLE LAPSE BALANCE .............................................  -265539.54

E n te r-P F l PF2 PF3 PF4 PF5 PF6 PF7 PF8 PF9 PF10--PF11--PF12----
CONT QUIT_________________________________________________PFKYS______________ HELP

< ~° A Sess-1 146.63.51.196 X2E7 2/1



I N Q - C C :  C O L L O C A T I O N  CODE I N Q U I R Y 0 1 / 1 6 / 2 0 0 2

A C T I V E ?  Y ESCOLLOCATION CODE 6211629 
COA YEAR 2002 

SET-UP YEAR 1999
TYPE: NON-PRIMARY 

DESCRIPTION SHORT: NRO FC OS STATE-FS 
DESCRIPTION LONG: NRO FC OS STATE ONLY FS 

/
/

C R E A T I N G  R S N  0 4 9 8 5
U P D A T E  RS N 0 4 9 8 5

REPORTS TO APPROPRIATION: 25408 
REPORTS TO FUND: 11100 

REPORTS TO ORGANIZATION: 24514 
REPORTS TO PROGRAM: 25336

NRO SPECIAL NEED 
GENERAL FUND 
FOSTER CARE HOME BAS 
FC SPECL NEED STATE

CORRESPONDING CURR YP. APPNPOSTING? YES 
ADD PROGRAM ALLOWED? NO 
LC OVERRIDE ALLOWED? YES 
DEFAULT LEDGER CODE 
FOR NEXT CC ENTER==> COLLOCATION CODE
Enze r-PF l PF2 PF3 PF4 PF5 PF6 PF7 PFS PFS - - - PF10 - -PF11--PF12 —
CONT QUIT____________________________ LCINQ LCLST PFKYS HELP

LAPSE COLLOCATION CODE 
LAPSE CC SET-UP YEAR 

COA YEAR

6213629 
2000 

SET-UP YEAR

4-0 A S e s s - 1 1 4 6 . 6 3 . 5 1 . 1 9 6 X 2 E 7 SS  2 2 / 4 0



I N Q - C C :  C O L L O C A T I O N  CODE I N Q U I R Y 0 1 / 1 6 / 2 0 0 2

COLLOCATION CODE 6213629 
COA YEAR 2002 

SET-UP YEAR 2000 
TYPE:

DESCRIPTION SHORT:

A C T I V E ?  Y E S C R E A T I N G  R S N  0 4  9 e 5
U P D A T E  R S N  0 4 9 e 5

NON-PRIMARY 
NRO SN OS STATE

DESCRIPTION LONG: NRO SN OS STATE 
/
/

REPORTS TO APPROPRIATION: 25408 
REPORTS TO FUND: 11100 

REPORTS TO ORGANIZATION: 24514 
REPORTS TO PROGRAM: 25336

NRO SPECIAL NEED 
GENERAL FUND 
FOSTER CARE HOME 3AS 
FC SPECL NEED STATE

CORRESPONDING CURR YR APPNPOSTING? YES 
ADD PROGRAM ALLOWED? NO 
LC OVERRIDE ALLOWED? YES 
DEFAULT LEDGER CODE 
FOR NEXT CC ENTER==> COLLOCATION CODE
E n te r-P F l PF2 PF3 PF4 PF5 PF6---PF7 PFS PF9- - -PF10--PF11--PF12- -•
CONT QUIT____________________________ LCINQ LCLST______  PFKYS HELP

LAPSE COLLOCATION CODE 
LAPSE CC SET-UP YEAR 

________ COA YEAR

6213629 
2001 

SET-UP YEAR

4 . 0 A S e s s - 1 1 4 6 . 6 3 . 5 1 . 1 9 6 X 2 E 7 # §  2 2 / 4 0



I N Q - C C :  C O L L O C A T I O N  CODE I N Q U I R Y 0 1 / 1 6 / 2 0 0 2

COLLOCATION CODE 6213629 
COA YEAR 2002 

SET-UP YEAR 2001
TYPE: NON-PRIMARY 

DESCRIPTION SHORT: NRO SN OS STATE 
DESCRIPTION LONG: NRO SN OS STATE 

/
/

ACTIVE? YES C R E A T I N G  R S N  0 4 9 8 5
U P D A T E  R S N  0 4 9 e 5

REPORTS TO APPROPRIATION: 25408 
REPORTS TO FUND: 11100 

REPORTS TO ORGANISATION: 24514 
REPORTS TO PROGRAM: 253'.6

NRO SPECIAL NEED 
GENERAL FUND 
FOSTER CARE HOME BAS 
FC SPECL NEED STATE

POSTING? YES 
ADD PROGRAM ALLOWED? NO 
LC OVERRIDE ALLOWED? YES 
DEFAULT LEDGER CODE 
FOR NEXT CC ENTER==> COLLOCATION CODE

CORRESPONDING CURR YR APPN

LAPSE COLLOCATION CODE 
LAPSE CC SET-UP YEAR 

COA YEAR

6213629 
2002 

SET-UP YEAR
Enter-PF1 PF2 PF3 PF4 PF5---PF6---PF7 PFe PFS - - -PF10- - PF11 - -PF12 - - ■
CONT QUIT____________________________ LCINQ LCLST PFKYS HELP

4 - ® A S e s s - 1 1 4 6 . 6 3 . 5 1 . 1 9 6 X 2 E 7 !§ 2 2 / 4 0



I N Q - V K :  VENDOR D E T A I L 0 1 / 1 5 / 2 0 0 2

VENDOR NUMBER: TAS94286 D A T E  L A S T  A C T I V I T Y :  0 1 / 0 3 / 2 0 0 2
ACTIVE’  YES 

VENDOR CLASS: MI 
VENDOR DESC SHORT: TANANA AIR SERVICE 
VENDOR DESC LONG: TANANA AIR SERVICE/OWNERSHIP CHANGE IN

5/94/OLD PVN ATA91052/BUSINESS NOW A SU3 
SIDIARY OF BIDZY-TA-HOT'ANNA CORPORATION

VENDOR NAME: BIDZY-TA-HOT’ANNA CORPORATION 
ADDRESS: DBA TANANA AIR SERVICE 

PO BOX 60713

VENDOR CONTACT: BETH, ACCOUNTANT 
PHONE: (907)474-0301 EXT

TAX-ID NUMBER: EIN920068608 
1099 REPORTABLE? NO

ENTER VENDOR NUMBER FOR NEXT DETAIL==> ________
Enter-PF1 PF2 PF3 PF4 PF5 PFS PF7 PF8 PF9 PF10--PF11--PF12----
_CONT_OUIT________________________________________________ PFKYS______________ HELP
4 -° A Sess-1 146.63.51.196 • X325 22/42

FAIRBANKS AK 99706-0713



P E N I N S U L A  A I R W A Y S ,  I N C .  
6 1 0 0  B O E I N G  A V E N U E  
A N C H O R A G E  A K  9 9 5 0 2

* ■ * ■ +  I N V O I C E

S o l d  t o :  0 0 3 9 2 5
A K  H E A L T H  5 :  S O C I A L  S E R V I C E S
A D M I N I S T R A T I V E  S E R V I C E S  F I S C A L
P  0  B O X  1 1 0 6 5 0
J U N E A U  A K  9 9 8 1 1

S h i p  t o :  0 0 3 9 2 5
A K  H E A L T H  5< S O C I A L  S E R V I C E S
A D M I N I S T R A T I V E  S E R V I C E S  F I S C A L
P  0  B O X  1 1 C 6 5 0
J U N E A U  A K  9 9 B 1 1

I n v o i c e  # I n v o i c e  D a t e  T e r m s D o c u m e n t  N u m b e r D o c .  D a t e
5 6 4 9 8 4 - 0 0 0 3 / 1 1 / 1 9 9 9 4 2 0 0 1 2 6 7 2 9 0 3 / 1 1 / l 9 9 9

Q u a n t  i  t y U m  D e s c r i p t i o n P r i c e A m o u n t

1. 0 0 E A  R B  S N P  A N C  R T  1 1 7 7 0 .  0 0 7 7 0 .  0 0

I ce rtify  th a t  th is  d tc o rn o n t  is an  
e x c e l co p y  of UiS orip in

I:»ign*d:
Peninsula A iw cys, Inc.

po*j h » * v



T R A V E L  A U T H O R I Z A T I O N  N O , D A T E
w m B & & =S S I>I
AUTHORIZATION S T A T E  O F  A L A S K A

NAATc OF TRAVELER SOCIAL SECURrTY NUMBER
b k -  .* r f  b / r

WARRANT MAILING ADDRESS

WORK STATIONBARGAINING UNITDEPARTMENT DIVISION

PURPOSE OF TRIP

TOTALOTHERFINANCIAL COOING TRANSPORTATION

RETURN DATE/TIMEF R O M DEPARTURE DATE/TIME
ITINERARY

DIVISION DEPARTMENT
APPROVALS

ACTUAL COSTS
MILEAGE OR 
CASH FARE O T H E RM IL E S X - R A T EEXPLANATION

5 / / o f C / C ;

S i c i l y

S U B T O T A L S  
T H IS  P A G E

C L A IM A N T S  C E R T IF IC A T IO N : T h e  t a c i s  s t a l e d  h e r e in  o r  o n  s u p p o m n o  D o c u m e n t s  a r e  
t o r r e c :  a n d  In a c c o r d a n c e  w ith  e s t a b l i s h e d  tra v e l  r e f l a t i o n s ,  a n d  u n u s e d  D O ict w e r e  r e lu m e d .

T O T A L  A L L  
P A G E S

C L A IM A N T S  S IG N A T U R E ;

A P P R O V A L  S IG N A T U R E :

M i  IS S U E D  T O LESS TRAVEL ADVANCETR.TW NO): - A M O U N T

FINAL PAYMENT

A M O U N TN U M B E R C O M M E N T S

A M O U N T A C C T

027 (6/81) 10/1 ITO-G27.PMP



INQ-TR: TANAB - LAPSE BALANCE
CY: 2002 APPN: 22546 (1999) - FC SPECIAL NEED

0 1 / 1 6 / 2 0 0 2

4i

LAPSED EXPENDITURE AUTHORIZATIONS ................................................... -366777.64
PLUS: LAPSE ADJUSTMENTS ....................................................................... 26238.10

AVAILABLE LAPSE BALANCE ......................................................................... -340539.54

LESS: RESTRICTED EXPENDITURE AUTHORIZATIONS ........................... -75000.00

UNRESTRICTED AVAILABLE LAPSE BALANCE ............................................  -265539.54

E n t e r - P F 1  P F 2  P F3 —  - P F 4  P F 5  P F 6  P F 7  P F B - - - P F 9 - - - F F 1 0 - - P F 1 1 - - P F 1 2 - - -
CONT QUIT________________ |________________________________PFKYS______________ HELP
4-® A S e ss -i 146.63.51.196 X2E7 2/1



I N Q - C C :  C O L L O C A T I O N  CODE I N Q U I R Y 0 1 / 1 6 / 2 0 0 2

COLLOCATION CODE 6213662 
COA YEAR 2002 

SET-UP YEAR 1999
TYPE: NON-PRIMARY 

DESCRIPTION SHORT: SCRO FC STATE-FS 
DESCRIPTION LONG: SCRO FC STATE ONLY FS 

/
/

ACTIVE? YES C R E A T I N G  R SN  0 4 9 8 5
U P D A T E  RS N 0 4 9 8 5

REPORTS TO APPROPRIATION: 25407 
REPORTS TO FUND: 11100 

REPORTS TO ORGANIZATION: 24514 
REPORTS TO PROGRAM: 25336

SCRO SPECIAL NEED 
GENERAL FUND 
FOSTER CARE HOME 5AS 
FC SPSCL NEED STATE

CORRESPONDING CURR YR APPNPOSTING? YES 
ADD PROGRAM ALLOWED? NO 
LC OVERRIDE ALLOWED? YES 
DEFAULT LEDGER CODE 
FOR NEXT CC ENTER==> COLLOCATION CODE
E n t e r - P F l  P F 2  P F 3  P F 4  P F S  P F 6 — - P F 7  P F 5  P F 9 -  -
CONT QUIT______________________  LCINQ LCLST PFKYS

LAPSE COLLOCATION CODE 
LAPSE CC SET-UP YEAR 

______ COA YEAR

6213662 
2000 

SET-UP YEAR
-PF10--PF11--PF12—  

HELP
4 - ® A  S e s s - 1 1 4 6 . 6 3 . 5 1 . 1 9 6 X 2 E 7 S S 2 2 / 4 0



I N Q - C C :  C O L L O C A T I O N  CODE I N Q U I R Y 0 1 / 1 6 / 2 0 0 2

COLLOCATION CODE 6213662 
COA YEAR 2002 

SET-UP YEAR 
TYPE:

DESCRIPTION SHORT: 
DESCRIPTION LONG:

ACTIVE? YES

2000
NON-PRIMARY 
SCRO SN STATE 
SCRO SN STATE 
/
/

C R E A T I N G  R SN  0 4 9 8 5
UP D AT E  R SN  0 4 9 8 5

REPORTS TO APPROPRIATION: 25407 
REPORTS TO FUND: 11100 

REPORTS TO ORGANIZATION: 24514 
REPORTS TO PROGRAM: 25336

SCRO SPECIAL NEED 
GENERAL FUND 
FOSTER CARE HOME 3AS 
FC SPECL NEED STATE

CORRESPONDING CURR YR APPNPOSTING? YES 
ADD PROGRAM ALLOWED? NO 
LC OVERRIDE ALLOWED? YES 
DEFAULT LEDGER CODE 
FOR NEXT CC ENTER==> COLLOCATION CODE
Enter - P F 1  P F 2  P F 3  P F 4  P F 5  P F 6 - —  P F 7 -  - - P F 8  P F 9 -------P F 1 0 -  -  P F 1 1 -  -  P F 1 2 ^
CONT QUIT____________________________ LCINQ LCLST PFKYS HELP

LAPSE COLLOCATION CODE 
LAPSE CC SET-UP YEAR 

_______  COA YEAR

6213662 
2001 

SET-UP YEAR

A S e s s - 1 1 4 6  . 6 3  . 5 1 . 1 9 6 X 2 E 7 S §  2 2 / 4 0



I N Q - C C :  C O L L O C A T I O N  CODE I N Q U I R Y 0 1 / 1 6 / 2 0 0 2

COLLOCATION CODE 6213662 
COA YEAR 2002 

SET-UP YEAR 2001
TYPE: NON-PRIMARY 

DESCRIPTION SHORT: SCRO SN STATE 
DESCRIPTION LONG: SCRO SN STATE 

/
/

A C T I V E ?  Y ES C R E A T I N G  R S N  0 4 3 8 5
U P D A T E  R S N  0 5 0 5 9

REPORTS TO APPROPRIATION: 25407 
REPORTS TO FUND: 11100 

REPORTS TO ORGANIZATION: 24514 
REPORTS TO PROGRAM: 25336

SCRO SPECIAL NEED 
GENERAL FUND 
FOSTER CARE HOME BAS 
FC SPECL NEED STATE

POSTING? YES 
ADD PROGRAM ALLOWED? NO 
LC OVERRIDE ALLOWED? YES 
DEFAULT LEDGER CODE 
FOR NEXT CC ENTER==> COLLOCATION CODE

CORRESPONDING CURR YR APPN

LAPSE COLLOCATION CODE 
LAPSE CC SET-UP YEAR 

________ COA YEAR

6213662 
2002 

SET-UP YEAR
E n te r-P F l PF2 PF3 PF4 PF5 PF6 PF7 PF8 PF9 PF10--PF11--PF12--
CONT QUIT ____________________  LCINQ LCLST PFKVS HELP

4 - ° A S e s s - 1 1 4 6 . 6 3 . 5 1 . 1 9 6 X 2 i  / S §  2 2 / 4 0



T h u rs d a y OB o f Dec 2001 , CCI -> 9 0 7 465 3184 Page 3 o f 3

Please Remll To:

PO Box 990C1 
Anchorage. AK 09509 
(907) 777-6921

BIII To:

State of Alaska 
Dept ofHealth &; Social Svcs/DFVS 
350 Main St, Room 410 
Juneau, AK 99801

(copy|
I n v o i c e

Invoice *  | ■ 92U35 [

Purchase Order No. S a le a  R e p r e s e n t a t iv e Tarm*

99-0^02 3512 DSU/CSU
V.35 to DB25,6’ Cable

$503.00
S45.00

$503.00
S45.00

Comments

Subtotal: | 5548.00)

Invoice Total: 5548.00]



G C I  -  S A L E S  O R D E R

S A L E S  O R D E R  # j99-U )l)2 ^ R E Q U I R E D  D A T E ;  | b l/U 8 /9 9 "

C U S T O M E R 'S  N A M E :  
C O N T A C T  N A M E :

. M I O N E  N U M B E R :

P .O .  N U M B E R :

D I L L  T O  A D D R E S S  ( C U S T O M E R )

S la te  o f  A Ij i Vi  
t m y  C . 'ro tk iu fT "
9 0 7 - 4 6 3 - 3 7 3 3  
0 2 -W 7 -0 I ? 1 -9 9

' s u i t  n f  A l n k i  D <pl. o f  H e i l lh  ic  S o c ia l S v c s/D P V .S

3 3 0  M » in  S t r e e t ,  R o o m  ^ 10
J u n t i u ,  A k  9 9 8 0 1

ship Tg m u m

D I L L  F R E IG H T :  

D R O P  S H IP : 

D U R N - IN :  

C O N F I G U R E :  

I N S T A L L :
D E M O :

D E M O  F R O M :

D E M O  T O :

C O M M E N T
U O A V D iY is 'w n  u f  In fo . Svu» N S S A O C

3300 E i i r t i i n k i  S u e d

A n t h o n i e ,  A k  9 9 3 0 3

1

P A R T #

A

' ' ’ D E S C R I P T I O N Q T Y

S A L E

T R IC E T O T A L
48388 J J i i  D S I J /C S U 1 3D3.00 503.00
4 83 /3 V . J i  10 D II2 3 . 6 f l. L i l l i e 1 A s .n o # S .W

O.OO
0.00
0  00

. - c / c *~ S A L E  T O T A L 548.00

■O / c  y_ 
C  / c1 3

T O D A Y S  t ) A  TE:

S A L E S  R E P :

P U R C H A S I N G  D E P T .  O N L Y :  
R F .Q . R E C .  D A T E  

O R D E R E D  D A 1 E  

V l- N .  S H I P  D A T E  

O R D E R  R E P #

D A T E  R E C E I V E D  

R F C  R E P O R T  #

C l  1ST D E L  D A T E  

D E L I V E R Y  T K T  H 
S E N T  T O  D IL L 1 N O

1/3/99

p e te r  h n n

i/s;yy
i/sm

i t  * i r i *

3cMui
a .p>'<
oO)
oM,
O
CDO
r o
o
o

Oo

CDO
ir>
CDcn
co!-•
CDlT»

•u
p>TO(0
t o

o
M ,



FAX

Thu rsday 06 o f Dec 2001, CCI

Da te  : 12/06/01

-> 907 465 3184

T o : FrankMiyasato 

Company  :

D e p a r tm en t :

F a x  n um b e r : 1 9 0 7 4 6 5 3 1 8 4

I Subject: Purchase O rd e r  0 2 - 6 0 - 0 1 7 1 -99

| Total number o f  pages 

F r o m : Colette Brooke



INQ -CC : COLLOCATION CODE INQUIRY 0 1 /1 6 /2 0 0 2

C O L L O C A T I O N  C O D E  6 2 1 3 4 5 E 

C O A  Y E A R  2 0 0 2  

S E T - U P  Y E A R  2 0 0 0

T Y P E :  N O N - P R I M A R Y  

D E S C R I P T I O N  S H O R T :  C O  G E N E R A L  A D M I N  

D E S C R I P T I O N  L O N G :  C O  G E N E R A L  A D M I N  

/

A C T I V E ?  Y E S CREATING RSN 04985
UPDATE RSN 04965

0 6 0 1 0 3 0 1 *

R E P O R T S  T O  A P P R O P R I A T I O N :  2 5 4 2 6  

R E P O R T S  T O  F U N D :  1 1 1 0 0  

R E P O R T S  T O  O R G A N I Z A T I O N :  2 4 5 0 3  

R E P O R T S  T O  P R O G R A M :  2 2 6 4 0

F A M  &  Y O U T H  S V C S  M G N  

G E N E R A L  F U N D  

A D M I N I S T R A T I O N  

F Y S  A D M I N I S T R A T I O N

P O S T I N G ?  Y E S  

A D D  P R O G R A M  A L L O W E D ?  N O  

L C  O V E R R I D E  A L L O W E D ?  Y E S  

D E F A U L T  L E D G E R  C O D E  

F O R  N E X T  C C  E N T E R = = >  C O L L O C A T I O N  C O D E

E n t e r - P F 1  P F 2  P F 3  P F 4  P F 5  P F 6  ? F 7  P F E  P F 9 - -  - P F 1 0 - - P F 1 1 - - P F I 2  - -  ■

C O N T  Q U I T __________________________________________________L C I N Q  L C L S T  P F K Y S  K E L P

C O R R E S P O N D I N G  C U R R  Y R  A P P N

L A P S E  C O L L O C A T I O N  C O D E  6 2 1 3 4 5 8  

L A P S E  C C  S E T - U P  Y E A R  2 0 0 1  

______________  C O A  Y E A R  S E T - U P  Y E A R

4 -0 A S e s s -1 1 4 5 .6 3 .5 1 .1 9 6 X2E7 #§ 2 2 /4 0



INQ -CC: COLLOCATION CODE INQUIRY 0 1 /1 6 /2 0 0 2

C O L L O C A T I O N  C O D E  6 2 1 3 4 5 8  

C O A  Y E A R  2 0 0 2  

S E T - U P  Y E A S  2 0 0 1

T Y P E :  N O N - P R I M A R Y  

D E S C R I P T I O N  S H O R T :  C O  G E N E R A L  A D M I N  

D E S C R I P T I O N  L O N G :  C O  G E N E R A L  A D M I N  

/

A C T I V E ?  Y E S CREATING RSN 049e5
UPDATE RSN 05036

0 6 0 1 0 3 0 1 *

R E P O R T S  T O  A P P R O P R I A T I O N :  2 2 5 5 0  -  F M L Y  &  Y T K  S V C S  M G M T

R E P O R T S  T O  F U N D :  1 1 1 0 0  -  GENERAL F U N D

R E P O R T S  T O  O R G A N I Z A T I O N :  2 4 5 0 3  -  A D M I N I S T R A T I O N

R E P O R T S  T O  P R O G R A M :  2 2 6 4 0  -  F Y S  A D M I N I S T R A T I O N

P O S T I N G ?  Y E S  

A D D  P R O G R A M  A L L O W E D ?  N O  

L C  O V E R R I D E  A L L O W E D ?  Y E S  

D E F A U L T  L E D G E R  C O D E  

F O R  N E X T  C C  E N T £ R = = >  C O L L O C A T I O N  C O D E

E n t e r - P F 1  P F 2  P F 3  P F 4  P F 5  P F 6  P F 7  P F 8  p r o  P F 1 0  - - P F 1 1 - - P F 1 2 ^

C O N T  Q U I T __________________________________________________ L C I N Q  L C L S T  P F K Y S  H E L P

C O R R E S P O N D I N G  C U R R  Y R  A P P N

L A P S E  C O L L O C A T I O N  C O D E  6 2 1 3 4 5 B 

L A P S E  C C  S E T - U P  Y E A R  2 0 0 2  

______________  C O A  Y E A P .  _______  S E T - U P  Y E A R

4 - ° A S e s s - l 1 4 6 .6 3  .5 1 .1 9 6 X2E7 SS 2 2 /4 0



INQ -CC : COLLOCATION CODE INQUIRY 0 1 /1 6 /2 0 0 2

C O L L O C A T I O N  C O D E  6 2 1 3 4 5 6  

C O A  Y E A R  2 0 0 1  

S E T - U P  Y E A R  1 9 9 9  

T Y P E :

D E S C R I P T I O N  S H O R T :  

D E S C R I P T I O N  L O N G :

A C T I V E ?  Y E S CREATING P.SN 04 7 09
UPDATE RSN 04709

N O N - P R I M A R Y  

C O  G E N E R A L  A D M I N  

C O  G E N E R A L  A D M I N  

/
/______________ 0 6 0 1 0 3 0 1 ’

R E P O R T S  T O  A P P R O P R I A T I O N :  2 2 5 5 0  -  F M L Y  &  Y T H  S V C S  M G M T

R E P O R T S  T O  F U N D :  1 1 1 0 0  -  G E N E R A L  F U N D

R E P O R T S  T O  O R G A N I S A T I O N :  2 4 5 0 3  -  A D M I N I S T R A T I O N

R E P O R T S  T O  P R O G R A M :  2 2 6 4 0  -  F Y S  A D M I N I S T R A T I O N

P O S T I N G ?  Y E S  

A D D  P R O G R A M  A L L O W E D ?  N O  

L C  O V E R R I D E  A L L O W E D ?  Y E S  

D E F A U L T  L E D G E R  C O D E  

F O R  N E X T  C C  E N T E R = = >  C O L L O C A T I O N  C O D E

E n t e r - P F 1  P F 2  P F 3  P F 4  P F 5  P F 6  P F 7  P F 8  P F 9  P F 1 0 - - P F 1 1 - - P F 1 2 - -

C O N T  Q U I T __________________________________________________L C I N Q  L C L S T ______________P F K Y S  H E L P

C O R R E S P O N D I N G  C U R E  Y R  A P P N

L A P S E  C O L L O C A T I O N  C O D E  6 2 1 3 4 5 8  

L A P S E  C C  S E T - U P  Y E A R  2 0 0 0  

______________  C O A  Y E A R  _______  S E T - U P  Y E A R

4 -® A S e s s -1 1 4 6 .6 3 .5 1 .1 9 6 X2E7 S§ 2 2 /4 0



I N Q - T R :  T A N A E  -  L A P S E  B A L A N C E

C Y :  2 0 0 2  A P P N :  2 2 5 5 0  ( 2 0 0 0 )  -  F M L Y  &  Y T H  S V C S  M G M T
0 1 /1 6 /2 0 0 2

L A P S E D  E X P E N D I T U R E  A U T H O R I S A T I O N S  .................................................................................  - 1 3 9 1 4 4 . 2 7

P L U S :  L A P S E  A D J U S T M E N T S  ................................................................................................................. 1 0 9 5 9 . 0 7

A V A I L A B L E  L A P S E  3 A L A N C E  .................................................................................................................... - 1 2 8 1 B 5 . 2 0

L E S S :  R E S T R I C T E D  E X P E N D I T U R E  A U T H O R I S A T I O N S  ............................................ - 5 6 8 0 0 . 0 0

U N R E S T R I C T E D  A V A I L A B L E  L A P S E  B A L A N C E  .......................................................................  - 7 1 3 8 5 . 2 0

E n t e r - P F l  P F 2 - - - P F 3 - - - P F 4 - - - P F 5 - - - P F 6 - - - P F 7 -------P F 8 - - - P F 9 --------P F 1 0 - - P F 1 1 - - P F 1 2 --------

C O N T  Q U I T    P F K Y S _________________________ H E L P

4 “ °  A  S e s s - 1  1 4 6 . 6 3 . 5 1 . 1 9 6  X 2 7 R  2 / 1



«̂uii i •ii'̂ juua rruN i iNt ?A3I e:
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TONY KNOWLES, GOVERNOR

O F  A L A S K A
D i v i s i o n  o f  A d i r r im i t r a d v e  S e r v ic e s / F is c a l

HEALTH AND SOCIAL SERVICES A n c h o r a g e ,  A K  9 9 5 2 4 - 0 2 4 9

(907) 269-78 IS

April 20, 2001

Continuous Printing of AK 
2503 Arctic Blvd 
Anchorage, AK 99503

RE: Invoice P W42S2

To whom it may concern:

Acct# 273

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

. Our Juneau fiscal office has the documents and will research for possible previous payment and then 
submit the invoices through the legislature for supplemental approval. Usually any supplemental requests 
are approved by the legislature in May of each year therefore; we arc unable to pay the bill at this time.
I apologize for the delay. You may wish to suspense the invoice and contact our office in June to check 
thesmrus. You can contact me directly at 269-7815.
If I can clarify the process or you need further assistance, please let me know'.

Sincerejy,

Marissa Brunson 
Accounting Clerk n

Cc: Bobbie Fuller, Public Health
Luz MaJacas, Juneau Fiscal
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W i l l i a m s ,  T i n a

From : Williams, Tina
Sent: Tuesday, July 03, 2001 2:08 PM
To: Moskito, Orlando R.
Cc: Malacas, Luzviminda
Subject: supplemental invoices

Importance: High

Orlando,

I went through the entire supplemental file we have here and have found the following do not appear on the supplemental appropriations sheet:

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

Continuous Printing continues to call and ask the status-what can I say lo her? Is there a possibility that I do not have the complete list?
Please advise.

Thanks, <;

Tina Williams 
Accounting Supervisor 
(9 0 7)2 6 9 -7 8 1 6 work 
(907) 561-1308 fax

1
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C O N T I N U O U S  P R I N T I N G
O F  A L A S K A , INC .

% (907) 277-0446
1 2503 Arclic DM .

Ancliorngo, Alaska 99503

r .1 « 1

H E A L TH  «. S O C IA L  S E R V IC E S  
D IV IS IO N  O F  P U B L IC  A S S IS T A N C E  
400 G A M B E L L  S T R E E T  - S U IT E  200 
A N C H O R A G E , A K  99501

IN V O IC E  N O .. 2001 

IN V O IC E  O A T E .7 / 3 0 / 0 1  

C U S T O M E R  P  O .l 

D U E  D A T E '+t EUtm

C U S TO M E R  N U M B ER  273
QUANTITY DESCRIPTION AMOUNT

A T T E N T IO N : T IN A  W IL L  ’,MS - R E F E R E N C E  IN V O IC E  #W-4202 - YO U R  P .O . 
#CR077 DATED3-22-99
L A T E  C H A R G E S  FOR  P A S T  D U E  IN V O IC E  A T  1-1/2% P E R  M ONTH , C A L C U L A T E D  
TO  S E P T E M B E R , 2001

429.00

•

sum o rA L' s TAx 429.00JUI 3 0 2001 lO IA l.
S IG N A TU R E : ' 429.00

PLEASE PAY
TERM S : 1 1/2% IN T E R E S T  ON  A C C O U N TS  30 D AYS  P A S T  D UE . LAST AMOUNT
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F A X  COVER SHEET

S T A T E  O F  A L A S K A  
DEPT. O F HEALTH  4 SOC IAL SERVICES 
DIVISION OF ADM IN ISTRATIVE  SERVICES 

F ISCAL SECTION 
3601 C STREET, SUITE 576 

ANCHORAGE A K  99503

DATE: ^  I i I '  P) ! TIME: I D'- \ O __
I •
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STATE OF ALASKA TONY KNOWLES. GOVERNOR

HEALTH AND SOCIAL SERVICES
(907) 269-7SIS

April 20, 2001

Continuous Printing of AK
2503 Arctic Blvd 
Anchorage, AJC 99503

R£: Invoice # W42S2 Acct# 273

To whom it may concern:

We received your fax regarding a past due invoice dated 3-22-99. Research indicates that the invoice will 
need to be submitted for a supplemental appropriation through the legislature.
Our Juneau fiscal ofnee has the documents and will research for possible previous payment and then 
submit the invoices through the legislature for supplemental approval. Usually any supplemental requests 
are approved by the legislature in May of each year therefore; we are unable to pay the bill at this time.
I apologize for the delay. You may wish to suspense the invoice and contact our office in June to check 
the status. You can contact me directly at 269-7815.
If I can clarify the process or you need further assistance, please let me know.

Sincerely,

Marissa Brunson 
Accounting Clerk II

Cc: Bobbie Fuller, Public Health
Luz Malacas, Juneau Fiscal
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5/8/2001 99396 S145.00 S30.00
4/26/2001 99396 S145.00 S30.00
6/11/2001 99386 S145.00 S30.00
3/30/2001 88164 S31.00 S30.00
4/13/2000- 99214 SI 17.00 S30.00
3/27/2001 99214 SI 17.00 S30.00
5/22/2001 88164 S31.00 S30.00
3/15/2001 99203 SI 19.00 S30.00
5/3/2001 99396 S145.00 S30.00
6/1/2001 88164 S31.00 S30.00

4/18/2001 99214 SI 17.00 S30.00
1/19/2001 88164 S31.00 S30.00
6/1/2001 99214 SI 17.00 S30.00

4/12/2001 99204 SI 70.00 S30.00
6/27/2001 99396 S145.00 S30.00
5/15/2001 99396 5145.00 S30.00
5/11/2001 99396 S145.00 S30.00
5/11/2001 99214 SI 17.00 S30.00
6/6/2001 SSI 64 S31.00 S30.00

7/13/2001 99397 S165.00 S30.00
2/20/2001 99386 SI 75.00 S30.00
2/12/2001 99213 S145.00 S30.00
5/31/2001 99213 $81.00 S30.00
6/14/2001 88164 S31.00 S30.00
• V - - « ' r r -  
- A T-SSi "

• V ' ’
’V

• ' 
.... RagoTof 9



'•^eBlcefDatpOTF^y - 'Sv.c-'Fee72 Tracking: Fee
6/15/2001 99204 SI 70.00 S30.00
5/2/2001 SSI 64 S31.00 S30.00

7/112001 99396 S145.00 S30.00
4/30/2001 99214 SI 17.00 S30.00
5/22001 88164 S31.00 S30.00

5/11/2001 8S164 S31.00 S30.00
3/14/2001 99214 SI 17.00 S30.00
5/3/2001 99396 S145.00 S3 0.00

5/10/2001 88164 S31.00 S30.00
5/16/2001 88164 S31.00 S30.00
4/16/2001 99215 SI 87.00 S30.00
6/7/2001 99396 S145.00 S30.00
5/9/2001 99213 SS1.00 S30.00
6/9/1999 99214 S93.00 S29.00 -
4/5/2001 99213 SS1.00 S30.00

5/15/2001 88164 S31.00 S30.00
7/13/2001 99213 S81.00 S30.00
226/2001 99213 SS1.00 S30.00
5/31/2001 88164 S31.00 S30.00
6/8/2001 99396 S145.00 S30.00

5/11/2001 99214 SI 17.00 S30.00
6/18/2001 88164 S31.00 S30.00
4/18/2001 99214 SI 17.00 S30.00
6/15/2001 99396 S145.00 S30.00

*« « •*
• V \ »• • ' V. •«” " . * * • .i •  ̂̂ **_

fiagmWfiSi » • 1



6/1/2001 99386 S175.00 S30.00

3/22/2001 88164 S31.00 S30.00

4/27/2001 88164 S31.00 S30.00

__ Total Patient Tracking Fees: S5,8-49.00
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Thursday,■,August:0 2 12 0 a iv  ' '
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^ - § £ 2 ^ .0 6 3 1 1 4 4 1  06602300-223^-

? 5 2 7 c
!
Ok to pay

S . v A ' . ^ O;!,06311441 06602303 =r27tT

U y . ' . ^ f o i r  2 -o\ 7 5 7 C ? d
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E PS O I1Fn0ATEfS, OF SER VICE^  

MM DD VY MM DD

Type I PRO CED U RES. SERVICES. O P  S U P P LE S R E S ER V E D  FOR • 
LO C A L  USE

1 FEDERAL TAX 1D. NUMBER SSN ElN

2-0047365  Q C T  0 1 5 1 6 7 -0 0
, 26. PATIENT 5  ACCOU NT  NO . 27 ACCEPT ASSIGNM ENT ’
I i (For govl. o u m i,  i n  tuck)

JTj YES Q  NO

BE AMOUNT PAID

5 0 |  J 0  i 0 0
32. NAME AND AD DRESS OF FACILITY W HERE SER V ICES  W ERE 

R EN D ERED  (II om«r man nomt or olfca)
i ] SIGNATURE OF PHYSICIAN OR SUPPLIER 

ELU D ING  DEGREES OR CREDENTIALS 
ctmty tnat tna aiaitm#<*i oo in* r w t n t  '

.ooty to trvi t»h and art maot a pan inartof.) '

H Y L L IS  D U N C K E L  MD
ig n e d  oat^ 3 /2 3 /0 1  F D O  Mam C e r t #  163533

33 PHYSICIAN S SUPPLIER S BILLING NAME. ADORESS. ZIP. C O O E '^ i: . .

f l n c f i o r a g e  N e 1 g h b o r h o o d  H l t h - C t  
P . □. B o x  201843 
A N C H O R A G E  AK

3 2 -0 0 4 7 3 6 5PIN* ■ G R P f

3 3 5 2 0 - 1 8 ^ 3  
3 2 - 0 0 4 7 3 6 5

lAPPROVEO BY AMA COUNCIL ON MEDICAL SERVICE #/86( PLEASE PRINT OR TYPE FORM HCFA.1JOO (12-90)
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PLEASE ■ DO NOT STAPLE IN THIS AREA
"  I ' ip ic a

AK-BOCEPP
3501 C STREET ST r. £334 
!-'lJ BOX £40243 
ANCHORAGE AK 995£4 -0£49 

HEALTH INSURANCE CLAIM FORM

APOROVEDOMS.0938CJJ3S
5 c

p i Ca
MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHERI 1. MEDICARE _________   —    . . .      w .. .

P
!    ___ ___  ___ HEALTH PLAN BLK LUNG _

(Medicare *; j |  (Meecaid •! j | (Soonsors SSN) | i IV/ FJtt / i , | tSSNo'ID) | j (SSNi f X l  HO)

■ "  “  “  “  “
2 PATIENT'S NAME ILasi Name, First Name, Mjooic imuaij 2. PATIENT'S BIRTH OATE _ _ v

MM DD v v  SEX

im s i 3 6 ' * M n  -n r

la . INSURED'S I.D. NUMBER |FOn PR O G R A M  IN ITEm  i

<. INSURED'S NAME (uasl Name, Firsi Name. M coa i iruiual;

5. PATIENTS ADDRESS (No.. S lie e li

£13 TAYLOR ST *1
6 PATIENT RELATIONSHIP TO INSURED 

Sen r X j  S o o u n l i Child; 1 Otneri I

7. INSURED'S AD DRESS INC.. S liee li

£12 TAYLOR ST ii 1
CITY STATE

A N C H O R A G E AK
ZIP CODE TELEPH ONE Imaooe Area Coael

93508 (3 0 7 y2 /B-0 1 9 3

6 PATIENT STATUS

Smgie 2 ]  Mamed □  Olhei j |

Emoioyedr—  FuiLTime — i Pan-Time,— ■ 
__________ 1 I Siuoem I ' Sluaent I !

CITY

ANCHORABE
STATE

AK
ZIP CODE

3 9 5 0 8
TELEPH O NE (INCLUDE A R E A  CODE)

( 3 0 ,7| £ / S - 0 i a g
S OTHER INSURED'S NAME 1L3SI Name, First Name. Middle imnai)

a. OTHER INSURED'S POLICY O R  G RO U P  NUMBED

6. OTHER INSURED'S DATE OF BIRTH 
MM , DD , YY |

SEX

« n  Fn
c. EM PLOYER 'S  NAME o r  SCHOOL NAME

IC. IS PATIENTS CONDITION R E U T E D  TO.

a. EM PLOYM ENT ’  (CURRENT OR PREVIOUS)

)

P U C E  (Stale)

□  y e s 0 N O

0. AUTO ACCIDENT’

Q y e s □  n o

C. OTHER ACCIDENT’

□  y e s

Oz0

11. INSURED'S POLICY G RO U P O R  FECA  NUM BER

SEXa. INSURED'S DATE OF BIRTH 
UM OD , y y

0 1 ;  1 3 ;  £ 3  F (JT]
c. EM PLO YER 'S  NAME O R  SCHOOL NAME

r. INSURANCE p u n  NAME OR PRO G RA M  NAME

AK-BCCEDP
c. i n s u r a n c e  p l a n  n a m e  o r  p r o g r a m  n a m e toe. RESERVED  FOR LOCAL USE d. IS THERE  ANOTHER HEALTH BENEFIT P U N ?

□  yes [X) NO .. Ityn. rvtum io and compiele hem 9 a-d.
READ  BA CK  OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

12. PATIEffTS OR AUTHORIZED P E R S O N S  SIGNATURE I auinorue ine retease cl any meocal or qmer mtormauon necessary 
io process m s caim. lo iso reouesi j •‘/men! c l govem-menl Denelia eiiner to myseh or io me pany *no acccois assignmeni

DC,ow SIGNATURE ON 'F ILE . * 0 7 / 0 6 / 0 1 . ' " '
S IG N E D _________ _ . . . . . _____    D A T E _______________________________

12. IN S U R ECS  OR AUTHORIZED PERSO N 'S  SIGNATURE I aumorae 
Daymen o> medical benefits id me undersigned pnysoan  or supplier I 
services oescnoed Deiow.. . . . . .  _

SIGNATURE GN. F ILE _
SIG N EO _________________________________________________

14 DATE 0= CURRENT.

n  ; * * i
ILLNEcS IFirsi symotom) OR 
INJURY I Accident! OR 
PREGNANCYILMPI

15. IF PATIENT HAS HAD SAME O R  S IM IU R  ILLNESS. 
GIVE FIRST DATE MM i DD i YY

16 DATES PATIENT UNABLE TO W ORK IN CU RREN T  OCCU PATIO N  
MM , DD l YY  MM | . DD l YY

FRO M  i r  TO  I i ' '

.7. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. I.e. NUMBER OF REFERRING PHYSICIAN 

32-0047965
18. HOSPITALIZATION d a t e s  r e u t e d  t o  c u r r e n t  SER V ICES

MM , DD , YY  MM , OD  • I Y Y  .
F R O M * * .  * *  •-*■# TO * * . * - *  i * *

_!____
IS. RESERVED FOR LOCAL USE

1 0 V + 1 0 m t
20. OUTSIDE U B 7  

□  y e s  ' I X jN O

I  C H A R G E S .

0.|00
2\. DIAGNOSIS On NATURE OF ILLNESS OR INJURY. (RELATE HEM S 1JL3 C R  * TO ITEM 24£ BY LINE) •

V72. 3 GYNECOLOGICAL F 

££ £ . 4 MENSTRUATION, CR

, 616. 10 VAG IN il IT
3 . 1____________  .

22. MEDICAID RESUBMISSION 
CODE ORIGINAL REF. NO.

22. PRIOR AUTHORIZATION NUMBER

I B I C I I
F ( 0ATE(S| O F  S E R V IC E ^  

MM DD YV MM DD

Puceol
Scrvicr

Typeol
Service

PROCEDURES. SERVICES. OR SUPPLIES 
(E icu in  Unusual Cucumitances) 

CPTrHCPCS r MODIFIER_________

DIAGNOSIS
CODE

F 1 G H 1 1 1 J K

S C H A R G E S

DAYS
OR

UNITS

cPS O .
Fanny
Plan EMG COB

R E S ER V E D  FO R , „  . 
LO CA L  USE

03. 03 00 03 00 50 1 “ f  99201 00 1 g£l 00473G5

D E C ■ C ^ 3 \ i H ' 4 i \ . 6 ' C ( o O a 2 , n o - 7Z22Q
SECTION O F  MATER J \ L . 

"CH ILD'S'r AMI L.’ He/ 
ANCHORAGE OFFI

W . i z
25 FEDERAL TAX I D HUMBER SSN  EIH

3£-00473£5 FI 6H
I 26 PATIENTS ACCO JN T  NO

048668-00
127 ACCEPT ASSIGNM ENT ’
I (Foi govr. Claims, iw  oacxl
! [ X ]  YE5 H  NO

28. TOTAL CH ARGE

5

29. AMOUNT PAID 

J 0 00
30. BALANCE DUE 

I

3̂1 SIGNATURE OF F 'Hvy ic iAN  OR SUPPLIER 
INCLUOING DEGREE'S on CREDENTIALS 
(I ctm ly mai me i  la ie r.sn ii on ir • reverse 
jppry ir in 1 0*11 and are mad* a part in *  aor.)

32  NAME AND ADDRESS OF FACILITY W HERE SERVICES WF.RE 
RENDERED  III other man home or ofltcel

I

IGRINNE 3ARCLAY P fl- ij
sitjNEO QAT07/06/01 r  DO Mam C e r t  IT 183533

33 PHYSICIAN'S. SUPPLIER S BILLING NAME. ADDRESS. ZIP CO O E„,<  . 
t. PHONE • ’A n c h o r a g e  N e i g h b o r h o o d  H l t h  C t  

P . 0 . B o x  £018 43
ANCHORAGE hK 93520-184 )
p,n.3 £ -0 0 as7965 1-,rp. 3 £ -0 0 4 7 3 £ 5 T

(APPROVED BY AML COUNCIL ON MED'CAL SERVICE 8/88) PLEASE PRINT OR TYPE FORM HCFA.1500 (12-SO)
FORM OWCP-1 vm FORM PBIL1W1

PH
YS
IC
IA
N
 
OR
 
SU
PP
LI
ER
 
IN
FO

R
M
AT
IO
N
 
/ 

  
; 

 
K 
| 

 
 

PA
TI
FM
T 

AN
D 

IN
SI
ID
Pn
 
m
rn

n
ii
M
in
n



PLEASE DO NOT STAPLE IN THIS AREA
' " I  ' PICA

pk- bocsdp
3 6 0 1  c  S T R E E T  SHE-..
PO 80X  S 4 - 0 2 4 9  
P N C H 0 R P 6 E  AK 9 9 5 2 4 - 0 £ 4 9  r

H E A L T H  I N S U R A N C E  C L A I M  F O R M  PC*

AOÔOVED OMB-0S36CC05

1. MEOICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER
____ ___ _ ____ HEALTH PLAN BLKLUNG

. lU ea ta ie* )  I j (Medic-id »l j | ISoonsors SSNi ( | IVA F,te •) ( ( ISSHcrlD) j | ISSU; [ X |  (ID)
la  INSURED'S ID. NUM BER (FOR PRO G RA M  IN ITEM 1 (

.  PATIENT'S NAMo (L ist Name. First Name. Micoie miuali | j .  PATIENT'S BIRTH DATE 
_  —  —  — ,  m m  nr. vv  SEX

4. INSURED'S NAME (US! Name. First Name, Mioaie iniiiai)

i M M M )  I 0 4 1 0 1 9 5 0 m { f  IX * m m m tm  m a m
5. PATIENTS ADDRESS (No.. S lie e li E. PATIENT RELATIONSHIP TO INSURED

F01  HOYT P P  1 . -#4 Sell Sdousbi | Ctuld| | Omerl |

7. INSURED'S AD ORESS (No.. S liee li

7 0 1  HOYT P P T . # 4  " 1 4 4 7
CITY

PN C H D R PG E
STATE

AK
ZIP CODE

9 9 5 0 5
TELEPH O N E imauae Area Codei

( 9 0 7 ^ - 2 7 7 - 8 0 8 7

6. PATIENT STATUS

S-ngie j ( Mamed Q []  Outer [ □

Enoroyedi— | Full-Time |— j Pan-Timei— i 
___________!__ I Sluoenl I ' Siunenl I I

C R Y

ANCHORAGE
STATE

A K
ZIP CODE

9 9 5 0 8
TELEPH O NE IINCLUOE A R EA  CODE) _.. •

( 9 0 7 ) - £  7 7 —3 0 3 7  - •
S. C T h E P  INSURED'S NAME ILasi Name, Fusi Name. Mioaie inmai)

a. OTHER INSURED'S POLICY OR  G RO U P  NUMBE'.

C. OTHER INSURED'S OATE OF BIRTH 
MM , DD , YY  .

SEX

« n  Fn
t. EM PLOYER 'S  NAME OR SCHOOL NAME

10. IS PATIENTS CONDITION REl ATED TO:

a. EMPLOYMENT? ICURRENT OR PREVIOUS) 

Q Y E S  j ^ N O

B. AUTO ACCIDENT? PLACE (Stale)

□  YES 0 N O  

c  OTHER ACCIDENT’

□  y e s  [ X ] n o

a. INSURED'S DATE OF BIRTH 
MM DD YY
0 4 ; . 1 0 : 5 0  M

SEX  .  ^  t

□  F [S '
0. EM PLO YER ’S NAM E O R  SCHO O L NAME

- - V . • '

11. INSU RED S POLICY G RO U P O R  FECA  NUMBER

c. INSURANCE PLAN NAME OR PRO G RA M  NAME

A K -B C C E D P
C. INSURANCE PLAN NAME OR PROG RAM  NAME IOC RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH EENEFIT PLAN? . . . .

[ □ y E S  I- X] NO  • It ywx. relum lo and complete item 9 143.7
READ  BA CK  OF FORM BEFO RE  COM PLETING i  SIGNING THIS FORM.

1Z. PATIENTS OR AUTHORIZED P E R S O N S  SIGNATURE I auinorue Ihe release ol any meotcai or outer mlotmation necessary 
lo orecess ims Claim. I also reoues'. payment ol [ovemmcnt oenelils euner lo myseil or io me party wno accepts assortment.___

• " •*■ • 0 5 / . 1 8 / 0 L i-l!'

,3. INSURED'S OR AUTHORIZED PER SO N 'S  SIGNATURE I aulhcrrce . .
payment cl medical Denafiu to me undersigned pnysoan  or supoJcr tor 

_  services oesensed detow..-----

SIGNED . DATE ' S IG N E D _________

I K .  DATE Oc CURRENT;

I i ILLNESS (Firsi symotom) OR 
INJUR t  (Accioenii OR 
PREGNANCY(LMP|

1 S. IF PATIENT HAS HAD SAME O R  SIMILAR ILLNESS. 
GIVE FIRST DATE MM r DO i YY  ■■ ..

16. DATES PATIENT UNABLE TO W ORK IN CU RREN T  OCCUPATION  !■1 
MM , DD I YY  M M  I 0 0  I - YY, r- r ,

FROM  i r  TO  '
 : : : I___________
18. HOSPITALIZATION OATES RELATED  TO  CU RREN T  SERVICES  

•• • '•  - MM ',  DO , Y Y  MM , DD  ) YY..
■FROM * * .1  ! -a-*. . T O  i #--K-r ■*•»' - , y

17. NAME O r REFET  ,NG PHYSICIAN C R  OTHER SOURCE 17a. I.C. NUM5ER OF REFERRING FHYSICIAN

99-0047965 '
19. RESERVED  FOR LOCAL USE

1 0 5 7 5 1
20. OUTSIDE LAB? —  •

' □ y e s ~ “  [ g N O  |

J  C H A R G E S  ■ -a -  

0.1 00
St. DIAGNOSIS OR NATURE OF IU .NESS OR INJURY. (RELATE ITEMS 1.2.3 OR < TC ITEM 24£ BY L IN E I----------- j

11 D E P R E S S I V E  D IS O R  . T
22. MEDICAID RESUBMISSION

CD O E  • , O R IG IN A LR EF .N O .

I. L.

• r f - r - r . i
• • • * • • •  T*. *■*

• -  n r.-s
23. PRIOR AUTHORIZATION NUMBER

z |V ? 6 . 1 2  MPMMOSRRM, B R E P S  a i____
24 A I B I C I ci I I G I H I I J  I

prO A TEIS) OF S E R V I C E

MM DD VY ’ MM DO

)z  ,:r =i jo

Pace  Type [PRO CED U RES. SERVICES. OR SUPPLIES 
ol c l lE io iem  Unusual Circumstances)

5 ennce Service' CPT/WCPCS I MCCIFISB

DIAGNOSIS
CODE J  CH ARGES

DAYS
OR

UNITS

EPSOTcamtlyPlan EM G CO B
R E S ER V E D  F O R . , i.  

' LO CA L  USE.tCFy;

05 . 124 0 0 3 5  ! £ 4  !00 5 0 A 1  7 6 0 9 £  I J-0£Tg0 I 1 irv
-  u i - s / .  T f J

9 £ -00479E^a::

= U
i s

-n .r •

25. FEDERAL TAX I.D NUMBER SSN EIN

92-00A79S5 □□

6 0 - O G o l H ^ f T e l p a  .'co -.7 3 2 3 3 1
04  2001

26 PATIENT S ACCOUNT NO.

07 35 36-00
, 31. SIGNATURE OF PHYSICIAN OR SUPPLIER 

INCLUDING DEGREES O R  CREDENTIALS 
|l cerWy in n  me siaiemenn on me im arte 
aotxy io inn oet eno are maoe e pen mweol.)

. ACCEPT  ASSIGNM ENT ’  JFor povt. aunts, tea Dao)
YES J ^ [  NO

_  -  . 3 7
SFQTIQn Qh maternal
CHlU- r 

ANCrit

3Z  NAME AND AD DRESS OF FACILITY W HERE SERVICES W ERE 
RENDERED  (II other than home or office)

J I J L I h N « 3 l3 N ;f lL £ i MO j
SIGNED 0 A T < ) 5 /  1 4 . / 0 1 r DP M r\ n. f . •? r  •». it 1 (A3533

26. 'O T A L  CH AR G E  ] a  AMOUNT PAID

1 I * 0 * 00

i . h a i l *' r

33. PHYSICIAN'S, S U P P U E R 'S  BILLING NAME. A D D nESS, ZIP CODE 
4 PHONE *

A nchor- .**]:?  N e i g h b o r h o o d  H l t h ’[C1 
P . O .  B o x  3 0 1 B 4 9  
PMITHOWPH!-: AK 9 9 5 2 0 - 1 8
pin. -.‘£ - 0 0 4  ~/,:.'9cr I grp. 9 3 - 0 0 4 7 9 6 5

< 3

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE a/B8| PLEASE PRINT OR TYPE FORMHCFA-tSOO  (12-90) *
CH D i i ru x x n  . p a a  r a m i  nnr»
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PLEASE DO NOT STAPLE IN THIS AREA

APPROVED OMB-OS38-OOOE

STE. ; 3 4

t 'p ic a

PK—3CCEDP 
,.3601 C STREET 

% PO. BOX- 240249
ANCHORAGE .AK 99524-0249 

HEALTH INSURANCE CLAIM FORM P C A

1 MEDICARE MEDICAID CHAMPUS CHAM PVA

“  IMoaicaro ») | | /Mefl'CJiO *) j j ISponsor s SSNI | | (VA rile
CROUP 
HEALTH PLAN 

1  ISSN or ID) j

OTHERFECA
BLKLU N G  m  

~ ISSN  I [ X I  (ID I

2. PATIENT'S NAME ILasi Name, Fi/si Name, Mioaie iruuaij. r - -  ’  . . . . .  a - . .  . . . ______   • 3. PATIENTS BIRTH DATE
MM DO VY SEX04101950 m n  Ffxl

S. PATIENTS ADDRESS (No., Sueetj

701 HOYT APT. #4
6 PATIENT RELATIONSHIP TO  INSURED 

Sell H<I Soouse! 1 Cimol I Omari |-

la . INSURED S I.D. NUMBER IFOR PROGRAM  IN ITEM 1,

7. INSURED'S AD DRESS (Nc.. Sireatl

7 0 1  HOYT ..O PT . # 4
CITY

ANCHORAGE
STATE

P K

ZIP CODE

99508
TELEPHONE llnouoe Area Cooe)

(907)-£77-S087

6 PATIENT STATUS

Single i j MarneO [ Oiner □

□
 i-uir-um ii— | Par 

Sluoent I I Stuoant

CITY

PNCHDRPGE
STATE

R K :

Em oioyM|— | Full-Time;— | Pan-Timo|— j
ZIP CODE

99503
TELEPHONE (INCLUDE AREA CODE)

(90?)-277-3087 '
S. o t h e r  INSURED S NAME ILasi Name. Firsi Name. Mioaie initial!

a. OTHER INSURED'S POLICY O R  G RO U P NUMBE0

SEXb OTHER INSURED'S DATE OF BIRTH 
MM , DD , YY | ____ _   _I « n  Fn

c. EM PLO YER 'S  NAME OR SCHOOL NAME

10. IS PATIENTS CONDITION RELATED TO. 11. INSURED S POLICY GROUP OR FECA  NUMBER

a EM PLOYM ENT1 ICURRENT OR PREVIOUS)

□  y e s

a. AUTO  ACCIDENT-1

IN O

a. INSURED S DATE OF BIRTH 
MM OD YY
04 ‘ 10,' 50

SEX

PLA CE  (Slate) 0. EM PLOYER S NAME OR SCHOOL NAME

□YES NO I  J
c. OTHER ACCIDENT-1

□  y e s  [ ^ N O

c. INSURANCE PLAN NAME OR PRO G RAM  NAME

P K -E C C E D P
c. i n s u r a n c e  p l a n  n a m e  o r  p r o g r a m  n a m e ICC. RESERVED  FOR LOCAL USE 0. IS THERE ANOTHER HEALTH BENEFIT PLAN?

□  y e s  [ x )  NO . . f fy e e .  roium io and compete item 9 a-C.

READ B A C K  OF FORM BEFORE COM PLETIN G  & SIGNING THIS FORM.
12. PATlE.'JTS OR AUTHORIZED PERSON ’S SIGNATURE I authorize me release c l any meocaj or oiner inlorrr.anon necessary 

:o process in s  daim. I a»so request payment c l government oenelils either 10 myself cr ic in« parTy wno accepts assrgnment

oe"w- ■■ * : *05/1-8/01-V"."

13. INSURED'S O R  AUTHORIZED P E R S O N S  SIGNATURE I a ul no rue 
oaymeni ol meorcal beneliti to ine unoersrgneo pnyscan  or supoLer tor 

.. services oe scn o n  below..

S IG N E D _______ DATE SIG N ED .

I u .  DATE OF CURRENT: 
M M  ' .DO • Y Y ,1 -X--W i •>»"»»■ i #* <

ILL'JESS (First symptom) OR 
IN JLRY  (Acooent) OR 
PREGNANCY(tMP)

15. IF PATIENT HAS HAD SAME O R  SIMILAR ILLNESS. 
GIVE FIRST DATE MM . DD • VY

16. DATES PATIENT UNABLE TO W ORK IN CU PREN T  OCCUPATION 
• MM . DD • Y Y  MM , DD i YY -

FROM  I I  TO i

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. J D. NUMBER 0 ?  REFERRING PHYSICIAN

92 -0047965
IB. HOSPITALIZATION OATES RELATED TO CU RREN T SERVICES 

■ MM , DD i YY  MM , DD i VY -
F R O M # * ;  * *  i * *  TO * # >  # * r

IS. RESERVED  FOR LOCAL USE

1 0 5 7 5 1
20. OUTSIDE LAB1 .- •

□  y e s  [ x ) n o

5 CH ARGES

0J00
21. DIAGNOSIS OR NATURE OF ILLNESS C R  INJURY. (RELATE ITEMS 1,2.3 O R  a TO ITEM 2*E BY LINE) ■

,V 7 6 . 2  P A P  SM E A R ; C E R V I
22. MEDICAID RESUBMISSION

CODE , ORIGINAL REF. NO.

]. L
23. PRIOR AUTHORIZATION NUMBER

2. L * L
I B I H I I I J (

FrOATElSlOFSERVICEro 
MM OQ YY MM OD VV

Place
olSarvicr

Type
olService

PRO CED U RES. SERVICES. OR SUPPLIES 
(Eeoiam Unusual C.rcurrrances) 

C P T iH C P C S  i MODIFIER_________

DIAGNOSIS
CODE JC H A R G E S

DAYS
OR

UNITS

EPSDT
FamilyPlan EMG COB

RESERVED  F O R . . , :  
LOCAL U SE  ' - I

05. 05 J30" ?5.’05 ..teg; 50 l . . ' i . 9 9 2 0 4 l 170-Tznal 92 -0 0 ^7 9 6 5 '
W M

M
a m
i ' J  ''1

0 0

rullUr'T]FS ACCOUNT NCf

SECT

I 25 FEDERAL TAX ID. NUMBER
i
1 9 8 - 0 0 4  / ' 9 8 : 5

SSN EIN

n @

W 3.S^
CHIL

t ' w 2001
ION
7 T

OF MATERNAL. R.vilL" HEALTH
ANCHORAGE QEfJ

j 26. PAT IW .TS

:0/.-;e.-,6-00
27. ACCEPT  ASSIGNM ENT ’I (Fo< govi. oaima. m)
■ □ yes jYj no

31. SIGNATURE OF PHYSICIAN OR  SUPPLIER 
INCLUDING DEGREES OR  CREDENTIALS 
(I certify mat ine statements on in# r#v#fH 
apory to m<i mu ana a/« mao* a pan m*»ot.)
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I iM ca a re i) !  | /Mw,earo >1 | | ISaonscrs SSN} I | IVA F,ie t)  | | ISSN or ID I | j  (SSN'. A j , a l
la  INSURED'S I.C NUMBER (FOR PROGRAM  IN ITEM ’

2. PATIENTS NAME (US! Name, rast Name. MiOOie iniiiaii 

1 1
3 P A T IE N 'S  BIRTH DATE

i  r  x  7

a INSURED'S NAME (Last Name, Fir;; Name, mkw .o inina!; 

f

£ PATIENTS ADDRESS iNc.. St/Ml)

on A o7j p 3‘?
6. PATENT REwATIONSHIF TC INSURED 

Sell K  1 Spouse | I CNld |___I Otncrl

7 INSURED'S ADDRESS (No.. Slr*el|

S A « =  Z b P A T  I r ' IT
STATE

r r  f1.

TELEPHONE (induce Area Coofli

(*0 1 ) 6VA-le.-;0

6. PATIENT STATUS

Smgie | I Mamea[ | Oiner |

| I Full-Time I I Pan-Time I I
Emptovtfl 1 | Sluoan, I I smocn, I___I

STATE

ZIP CODE TELEPHONE IINCLU0E AREA CODE. 

(  )
S. OTHER INSURED'S NAME (Lasi Name. Fusi Name. Mmoie imiiai)

a OTHER INSURED'S POLICY OR GROUP NUMBER

0 OTnER INSURED'S DATE OF BIRTH SEA

MM: 00; ”  | m|—| f(—|
c. EMPLOYER'S NAME OR SCHOOL NAME

10. IS PATIENTS CONDITION RELATED TO

1  EM PLOYM ENT 1 (CURRENT OR PREVIOUS)

11. INSURED'S POUCY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH

□ v e s □  n o t u ! ! I'G 3 7 M[—]
c n

E AUTO ACCIDENT? PLACE (State) D EMPLOYER S NAME OR SCHOOL NAME

□ y e s □  »  I______ 1
C OTHER ACCIDENT? C, INSURANCE PLAN NAME OR PROGRAM  NAME

Q Y E S □  n o S T A T f c  0 -  A L A h K A — t C C F J °

o in s u r a n c e  p l a n  n a m e  o r  p r o g r a m  n a m e 100. RESERVED f o r  l o c a l  u s e C IS T h e re  ANOTHER HEALTH BENEFIT PLAN’n YES f  InO ff yea remm to ano ans>re urn 9 j-d

READ BACK OF FORM BEFORE COMPLETING A SIGNING THIS FORM.
12. PATIENTS CR AUTHORIZED PERSO NS SIGNATURE I auinonie tne release ol any mec>cai or oiner inlormanon necessary 

lo omcess IPtS cia>m, i aiso recuesi oaymem cl govemmeni oenelSi eitner to mysell or lo me pany «mo accept) assignment'

at'0w S I G i A T  JK E C l F  I  L r
SIGNED. D A TE .

13. INSURED'S OR AUTHORIZED PER SO N S SIGNATURE I autnorue 
oaymem of medical DeneMs lo me unoerjignto pnysican or supplier 
lor services oescnoeo oeioe

SIGNED.

0 i tc DATE OF CURRENT 
L—. MM ' DD i YY 

I I

ILLNESS (Fuji j»mpipm| OR 
INJURY lAcscenn OR 
PREGNANCY ILMP;________

15. |F PATIENT HAS m a d  SAME OR SIMILAR ILLNESS 
GIVE FIRST OATE MM i DO r YY  

I I

17 NAME OF REFERRING PHYSICIAN CR OTHER SOURCE

7<L‘ U ' j L  A S  V  ,  b  -  / I  K  T- J  ,  ? L i

171 I.C NUMEER OF REFERRING PHYSICIAN

E t>5 i ' 3 b
19 RESERVED FOR LOCAL USE

21 D.AGNCSIS CR NATURE OF I. J r E S S  CR  INJURY. iRELATE ITEMS 1.2.3 OR a TC ITEM 24E BY LINE) -

20 OUTSIDE LAB’  S CHARGES

0 Y E S  C T nC |

16. DATES PATIENT UNAB.E TO WORK IN CURRENT OCCUPATION
t n n u  MM 1 DD ' YY —  MM r DD i YYrH UM  i | TO ■ ,

16 hOSPITALIZ*' ON DATcE RELATED TO CURRENT SERVICES 
FROM WM 03 [ "  TQ MM ; OD . VY

O k to p a v  ' r  [ v  / ' " ?  //' ' •"?
. a  l ~ i  W - ' v  J l f l  /

J/ - & 7  OC-j)6311441 73230

I 25 FEDERAL TA* ID  NUMBER 3SN EIN

I IT * '* }  ____□□
J3 p h « tT A N  3 s u p p l ie r  S b i l l in g  

NAME. ADORCSS ZIP CODE & PmCNE « 
a k  A I . ' I !JL l u r  a J  b . i C  1 ftl" F i

ii-Lt 37,
- '.C  ̂i J af,c _k jus ;

r P IN , ’  . 1 — *■' *T  ̂ m 7  -( G R P ,

| 22. MEDICAID F"SUBMISSION
CODE ORIGINAL REF. NO.

23 PRIOR AUTHORIZATION NUMBER

7*3

DIAGNOSIS
CODE

RESERVED FOR 
LOCAL USE

lf- rr  OATEISl OF SERVICE
I MM DD vv MM CD

01* Oo | 00| 111 <•

'•.OUNCIl ON MEDICAL SERVICE ar»B) PLEASE PRINT OR TYPE FORM HCFjUISOO IU2«12-90J_.
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^  i —  /»»-*> * - iiĴ u ..................

rF  9 ..'Si
,  ; ■ &  ** . • y  \

1 *

• * *> o r i
O  O'
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5/29/2001 99215 S100.00 S30.00
73/5720(Kr>99215 S 121.35 S30.00
5/15/2001 99215 SI 00.00 S30.00
3/24/2001 99215 SI 00.00 S30.00
4/28/2001 99213 S60.00 S30.00
6'8/2001 99215 SI 00.00 S30.00

6/20/2001 99215 SI 00.00 S30.00
6'9/2001 99215 SI 00.00 S30.00
1/9/2001 99215 S20.00 S30.00

5/19/2001 99205 SI 10.00 S30.00
6 22/2001 99215 SI 00.00 S30.00
5/1/2001 99205 SI 10.00 S30.00

5/19/2001 99215 S100.00 S30.00
5/11/2001 99204 S75.00 S30.00
6/6/2001 99215 SI 00.00 S30.00
6'9/2001 99215 S100.00 S30.00

4/13/2001 99215 SI 00.00 S30.00
5 22/2001 99205 SI 10.00 S30.00
6/16/2001 99205 SI 10.00 S30.00
5/19/2001 99205 SI 10.00 £30.00
6''19/2001 99205 SI 10.00 S30.00
5/11/2001 99215 S100.00 S30.00
5/19/2001 99215 SI 00.00 S30.00
5/19/2001 99215 SI 00.00 S30.00

-p .- 'v * ..— -- .-■<- i. . v^S^*«H4ssiSlSiWSi.4*1'”» t. 1 »»'l. V..

V  r, r  .>. >■. * 7 . ; i -  » - i - ,7%

#».- . P .a 0 aJr1 r o ^ 2 ^
• ...



*'* • ‘ • ' . T O '"

6/9/2001 99215 
5/8/2001 99215 

4/20/2001 99205 
7/7/2001 99205 
7/7/2001 90215 

5/15/2001 99215

S100.00 

SI 00.00 
SI 10.00 
SI 10.00 
SI 00.00 
S I 00.00

To ta l Pa tien t T ra c k in g  Fees:

530.00
530.00
530.00
530.00 

S900.00
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Dill Reulee
IT Done Quicktbles Claim Hist

Uisil Dt Dill Tv<p FeeNun Off Dr. Plan Charge Papnenl fldjnnt
01/19-00 2D7990 Dll 9091G2 d I  jg 95.08 0.00 0.00
Iterator ATP
First Form Printed For On +*-**.-** For 0.00 E? n
Last Form Printed For On **-»*/*» For 0.00 E? n
Last Tracer Printed For Cn **-»*-** Tbsp? n Sli|>rs Stm° n
Notes For: 0 7 0 9 7 0 0 0  Pint Paid 0.00

07097000 Plan Paid 8.00
Balance 95.00

Uisil Dt Procedjre Dr. Diagnosis S PUS llvarge Credit
01/19-00 0u - flaw Patient - L je Throat Pain 50 75.00
0G/0G-0I Pd 06-06-01 fl D fidj:0-D flgefty Placene -75.00
01/19-00 Streptococcus, Ĉoup jg Tliroat Pain 50 20.00
06-0(3-01 Pd 06-06-0) fl D fldj:D-D flgency Placena -20.00
06-27-01 fid j :D-D Agency Place jg Tliroat Pain 0.00
06-27-01 Pd 06-27-01 PRO fWj:B-D Agency Placene ^95,001
Enter Function Key:



1217 E. 10* Avenue 
Anchorage, AK 99501 
(907) 257-4600 Phene

u (907) 257-4025 Fax 
Dr. Madeleine Grin! 
John Wiley, PA-C

u (907) 257-1620 Fax 
Dr. Bruce Chandler 
Dr. Brad G iu ne r 
Dr. Tom Hunt 
Jill Johneon, PA-C

o (907) 257-4092 Fox 
Dr. Sharon SmKh 
Dr. Soreye Aragundl 
Pint Engle, PA-C 
ChirloUe Qardnir, PA-C

u (907) 257-4644 Fax 
Medical Reccrdi

a (907) 257-4654 Fax 
Special Program*

a (907) 257-4691 Ptiono L> (907) 257-4607 Fix 
ANHC Pharmacy

a  (907) 237.<waiPhww 
u (907) 257-4 6 54 Fax 
AJ4HC Denial Clinic

M IS -257-4665

kOLwlksMiCenlo:
J5 3 1 K I  V n ro D fto  
A /icJniage, 7X9951)8 
(907) 792 7JOO P t io i i  

u  (907) 702-2549f i x  
C V .P h y t t r D u n c ld  
C e iln n e  I s d x y ,  PA-C

AilnlriiijMQMJ?
90) W. N. Ilgtiti fltol. *216 
A rv iia rp * . AK fOS)3 
(907) 792 8531 Phone 
(907) 7126524 Ex. Fax 
(907) 792 85*1 Bua. Tax 
|907) 797-6324 Hllhg Ur.
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Alaska Department of Health and Social Services Region: 271 OlTice: Anchorage Request *: O f j ' O  A  C  1  " t  /
Division of Family and Youth Services \

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.

_ _ l/""
Child’s Name: DOB: 04-11-87 Prober Case Number 406034718

jC Eligibility Status: (check one) □  Title IV-E eligible □  Not IV-E eligible [x] Eligibility pending 

Proposed services are for 0  Child or □  Parent(s)/legal guardian/Indian custodian or □  Sibling(s) or □  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 case plan (case plan must be attached): Child was
in foster care and needed medical attention.

EL 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 have medical or psychological) =S
Describe:

5. Personal Incidentals =S
Describe:

6. Special One-Time Items =S
□  Special cribs, beds, mattresses
□  Other (must be explained and within allowable DFYS regulations)
Describe:

7. Visitation with Family-Long Distance telephone cards for the child =S

8. Licensed Child Care (Please provide DFYS license numbti: ) =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, case reviews, 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 TO TA L IV-E FO STER  CARE M A IN TEN AN CE =S

6-9695 (Rev. 9/00) CPS Pige 1 of3 Cue Record Section HA Distribution: Original • Regional Office, Copy • Cue File

REQUEST FO R  SPECLYL NEEDS FUNDS FO R  FO STER  C A R E



m.

3.

4.

TITLE IV E FOSTER CARE ADMINISTRATIVE
Travel =s
Q  Miles over 50 per week for foster child’s attendance at administrative case or judicial reviews 
□  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 case plan 

Describe:
0  Escon Travel as justified by case plan (may require travel authorization)

0  For visitation 
0  For placement

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

Shipping & Freight Costs (Child’s belongings only)

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

=S

=S

=$

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

IV. 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
As payer of last resort (no Medicaid coverage or other third party reimbursement)
Refer to 7 AAC 53.320.
0  Medical Describe: Dr. Visit 
0  Dental Describe:
0  Diagnostic (i.e. Psych evaluations) Describe:
0  Therapeutic (i.e. Counseling) Describe:
0  Assessment Services Describe:
0  Medical equipment, furnishings, or discretionary devises for children with Special needs 

Describe:
0  Travel Describe:

=S95.00

=$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"

Other services critical for completion of the case plan of a child La foster care 
when no other resources are available 
Describe:

=S

IV.A. SUBTOTAL NON-IV-E REIMBURSABLE =S95.00 I ]

00-9695 (Rev. 9/00) CPS Page 2 of3 Cue Record Section t* Distribution; Onginal • Regional Olfice, Copy - Case 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  one time cost 0  short term costs (date) to

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

IX  SSN or Fed Tax ED#: Vendor# (PVN): RcimbursemenQ

h j .  2 1  O /
Social Worker Signature PUN Date

/  /
S.W. IV Signature PCN Date S. W. 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

F I S C A L  I N F O R M A T I O N  ( T o  b e  fi l led out b y  fisca l)

XEL CATEGORY COST CODING

IV-E Foster Care Maintenance (II. A) S________  __________

IV-E Foster Care Administrative (in. A) S_________

Non IV-E Reimbursable (IV) S_________ __________

TOTAL OF REQUEST: S

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

06-9695 (Rev. 9/00) CPS Page 3 of 3 Cue Record Section n't Distribution: OnginaJ • Regional Office, Copy - Cur File



SL î'OfSOW

-  • SaEjSaKaBgg ■:-r~;
5/8/2001 99396 S143.00

4/17/2001 99396 SI 43.00
3/20/2001 99396 SI 43.00
4/10/2001 99396 .S143.00
5/25/2001 88164 S22.90
5/21/2001 99386 SI 90.00
5/25/2001 88164 S22.90
4/26/2001 99202 S97.00
4/24/2001 99396 S143.00
12'5/2000 99214 SI37.00
5/9/2001 88164 S22.90
5/2/2001 99396 S143.00

5/18/2001 99212 S65.00
5/9/2001 993S6 SI 90.00

5/15/2001 99396 S 143.00
4/6/2001 88164 S22.90

4/10/2001 88164 S22.90
4/27/2001 88164 S22.90
4/17/2001 99212 S65.00
4/26/2001 99396 S143.00
5/29/2001 88164 S22.90
©732201® 99213 S83.00
4/9/2001 99214 SI 30.00

4/24/2001 99396 SI 43.00

- •wlv ;• -.V...... r-v
. i .  j , ; .  • . . .  . .

kJngJEea
•• - . . .S

530.00
530.00
530.00
530.00
530.00
530.00
530.00
530.00
530.00
530.00
530.00
530.00
530.00
530.00
530.00
530.00
530.00
530.00
530.00
530.00
530.00
530.00
530.00
530.00

■ .
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4/6/2001 99386 S190.00
• • '’■•'•I**! !»■■ »•

S30.00

5/7/2001 99396 S 143.00 S30.00

4/30/2001 99212 S65.00 S30.00

4/6/2001 99396 S143.00 S30.00

4/6/2001 99386 SI 90.00 S30.00

12/18/2000 99213 S83.00 S30.00

5/7/2001 99396 S80.90 S30.00

5/23/2001 99214 S130.00 S30.00

4/26/2001 99386 SI 90.00 S30.00

5/9/2001 99202 S97.00 S30.00

4/10/2001 99213 SS3.00 S30.00

4/30/2001 88164 S22.90 S30.00

5/8/2001 99386 SI 90.00 S30.00

4/3/2001 99396 S143.00 S30.00

4/4/2001 88164 S22.90 S30.00

4/10/2001 99214 S130.00 S30.00

Total Patient Tracking Fees: S 1,920.00

Ok io pay j / \  ( +  < y  5 - ^

S n £ j3 2  OIW6311441 0660230® 73230 - ,cy $ * C > n
0  • / y v- 7* S - ^ i L .  01-0631144 1 06602301 73230-
^  —  0* 1.-01 I f  , . / , /  _ v  70' P ' w .  z - - '
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4/23/2001 99214 S8S.10 S30.00
5/15/2001 99214 SS8.10 S30.00
5/16/2001 99205 SI 86.20 S30.00
4/26/2001 99204 S 148.04 S30.00
5/31/2001 99215 S130.38 S30.00
3/22/2001 99214 S88.10 S30.00
6/8/2001 99212 S40.43 S30.00

5/21/2001 22214 S88.10 S30.00
6/22/2001 99214 SS8.10 S30.00
5/17/2001 99203 SI 02.21 S30.00
6/22/2001 99215 S130.38 S30.00

fSKBSflSI 99204 S148.04 S30.00
££1-5/2000499204 S143.88 S30.00
4/13/2001 99214 SS8.10 S30.00
4/30/2001 99214 SS8.10 S30.00
6/14/2001 99215 Sl-0.38 S30.00
3/30/2001 99214 S88.10 S30.00
7/11/2001 99214 SS8.10 S30.00
6/22/2001 99215 S130.38 S30.00
4/24 '2001 99213 S56.63 S30.00
3/21/2001 99204 S 148.04 S30.00
6/8/2001 99205 SI 86.20 S30.0.

3/27/2001 99202 S69.36 S30.00
4/2/2001 99204 S148.04 S30.00

‘ ‘••Tiir r “
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■ T-ifc:
.So rv.ictfOate^CRjnr'•■/:.k tSvc:Fee T ra c k in g s

S30.003/28/2001 99214 
5/1 S/2001 99215 
3/26/2001 99204 
3/30/2001 99202 
5/9/2001 99214 

6/27/2001 99203 
6/20/2001 99203 
6/15/2001 99204 
5/23/2001 99204 
5/23/2001 99204 
4/2/2001 99204

585.10 
S 130.38
5145.04 
S69.36
555.10 

SI 02.21 
SI 02.21
5148.04
5145.04
5148.04 
S 148.04

Number of Patients 107 Total Patien t T rack ing Fees:

530.00
530.00
530.00
530.00
530.00
530.00
530.00
530.00
530.00
530.00 

S3.210.00

O k to p a y  R T T y ^ / /  ?
S3 C -C C  ML05311441 0660230177223^

/—01n

Ok to pay

S 3^-dC 01 06311441 06602300 7323#''’

j. -01 /X

Ok to pay

S^9/7^ ‘ 01,06311441 06602301 722?<J
  , 1 / I

(/.^ e . f e L l /l/w - >01

Ok to pay

S I j Q -  C ̂02063! 1441 0660230! 73230'
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Network Business Systems, Inc. 
1577 C Street 
Suite 205
Anchorage AK 99501

rr\ . ;r> . ~2:  ■y(i ,J \  ' “

Invoice 

Date 

Page: 

P.O. No.

34597
\11/29/99 )

99-465

Bill To: Jlsc:j_J'L
SOAHSS Div Public Asristaftce 
3601 C Street Suite 434 
POBox 240249 
Anchorage AK 99524-0249

Ship To:
SOAHSS Div Public Assistance 
3601 C Street Suite 434 
POBox 240249 ^
Anchorage AK 99524-0249 / ^ O z J

Customer ID Salesperson ID
XHSS8000 JAB100
Ord'd She'd Item Number • Description

Shipping Method

1Q (M s  

d - ic  - t & 3 &
Pt.yment Teems 
lv.it 30

1 ■NVL555 INTRANETV/Al IE: INTEGRATING WINDOWS NT 
Larry Bowles Course Kit Only

kJg-Vq̂  -W Tffljoi n.q ^ S j OLs Or.W

Req Ship Date Master No.
11/30/99 2,112

Unit Price Disc. Ext Price

5375.00 5375.00

1

P / /2 > /k /

T lu s PnvOT'OL. K  .4. Cer'h'fic.A I  C d p y b f

; -r u J u x y f K - S y e & n S
. . - :  r  r - au:-Jr=eits

/0

NBS does no: guarantee or warrant 
in any way expressed or implied 
VR 2000 compliant* of any products 
or services provided on this invoice.

Subtotal 5375.00
Misc SO.OO
Freight 50.00
Trade Discount SO.OO
Total 5375.00

Pymnt Rec'd SO.OO

Balance Due 5375.00

7 ** /7r\r\ * a t i 7 n *


