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Department of
Health and Social Services
Division of Behavioral Health
Central Office

P.O. Box 110620
Juneau, Alaska 99811-0620
Main: 907.465.3370

Toll free: 800.465.4828

Fax: 907.465.2668 
DIVISION OF BEHAVIORAL HEALTH (DBH)

REQUEST FOR SUBSTANCE U
SE DISORDER SUPPORTED TRAVEL ASSISTANCE FOR CHILDREN THAT ACCOMPANY PARENTS TO TREATMENT

(Non-Medicaid)

REFERRAL AGENCY: The agency that is assisting the client by coordinating treatment and facilitating travel to access medically necessary residential treatment, transition to continuing care, or return to the home community.  This agency may or may not have performed the assessment determining the medically necessary level of care.  This agency submits the completed form with the signed Medicaid Consent for Release of Information to DBH via fax.  This agency becomes the Receiving Agency when coordinating return travel.  

Agency: 
Name/Title:      
Address:      




City:      


State: AK

Zip Code:      
Telephone number:
      



Fax Number:      
RECEIVING AGENCY: The agency that has agreed to admit the client to residential SUD services or aftercare.  The admission date should be provided to the Referring Agency to include on the Travel Assistance Request.  This agency becomes the Referring Agency when arranging return travel.  

Agency:      






Name/Title:      
Address:
     





City:      


State: AK

Zip Code:      
Telephone number:
      



Fax Number:      

 Release of Confidential Information and HIPAA privacy notice signed by client and on file
1.  Client’s (Parent) Name:      


 

2. Admission Date:      
3.  Discharge Date:                  


 

4. City/Village:      
Did the client use Medicaid funds to travel to treatment?     Yes          No 
5.  Spouse:                                                                  

Cost of One-Way Fare:      
6.  Child #1:       


DOB:       

Cost of One-Way Fare:      
Child #2:       


DOB:       

Cost of One-Way Fare:           

Child #3:       


DOB:       

Cost of One-Way Fare:                          

     Child #4:       


DOB:       

Cost of One-Way Fare:      
     Child #5:       


DOB:       

Cost of One-Way Fare:      
7. To what extent have other methods of payment been explored?  Medicaid   Family Insurance   Other (village, tribal council, Native Corps):      
8.   If escort is needed please state reason:      
        Name/Title of Escort:       

Cost of Roundtrip Ticket: 
Authorized by DBH Behavioral Health Specialist: 





Date: 
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