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CHILD CARE ASSISTANCE PROGRAM AND 
ALASKA INCLUSIVE CHILD CARE PROGRAM 

Division of Public Assistance 
Child Care Program Office 

3601 C Street, Suite 140 
PO Box 241809, Anchorage, AK 99524-1809 

 

REQUEST FOR APPEAL 
 

If you disagree with a determination made by the Child Care Program Office or local child care assistance office, you may request an 
administrative review and/or a hearing.  Check the appeal process you are selecting, fill out the associated information, and deliver or 
mail this request to the Child Care Program Office, 3601 C Street, Suite 140, PO Box 241809, Anchorage, AK, 99524-1809 within the 
prescribed timeframe for the type of appeal selected.  If you need assistance requesting an administrative review or hearing, please 
contact the Child Care Program Office, in person or at (907) 269-4500. 
 
Please Print        I am a:  Family or   Child Care Provider 
 
First and Last Name:_________________________________________________________________________ 

Mailing Address: ___________________________________________________________________________ 

Telephone Number: _____________________________     ICCIS Case Number (if known):_______________ 

Signature of Requestor: ________________________________________      Date: ______________________   

I am requesting:   Administrative Review and/or   Hearing 
 

Administrative Review (7 AAC 41.435): Requests for Administrative Review must be made in writing within 15 
calendar days of the date you received the notice of determination from the local child care assistance office with which 
you are in disagreement. Please include:  
  A copy of the written determination for which you are in disagreement; 
  An explanation of why you are in disagreement with the determination and requesting an Administrative   
      Review;______________________________________________________________________________________ 

      _____________________________________________________________________________________________ 

  Documentation or information supporting your disagreement with the determination 

  How you would like the disagreement with the determination resolved: ____________________________________ 

      _____________________________________________________________________________________________   

 

Hearing (7 AAC 49): A request for a hearing must be made in writing within 30 calendar days of the date you received 
the Administrative Review decision issued by the Child Care Program Office or notice of determination from the local 
child care assistance office with which you are in disagreement. 
 

Reason for Hearing Request: ________________________________________________________________________ 

________________________________________________________________________________________________ 

[   ] Continue my benefits at the level received before this notice until the hearing decision is made.  I understand that if 
the hearing decision is not in my favor, I am responsible for paying back any benefits I receive while waiting for the 
hearing decision. 
[   ] Do not continue my benefits at the level received before this notice.  I accept the amount stated in this notice, knowing 
that if the decision is in my favor, benefits will be retroactively issued to the effective date of the incorrect denial, 
suspension, termination or reduction.  
 

NOTE: The hearing is not a trial. It will be conducted in an informal manner and will be attended by a representative of   
the Department and by you or your representative.  At the hearing you may represent yourself or be represented by an 
attorney or have the assistance of a legal representative, friend or relative.  You may be eligible for free legal   
representation from Alaska Legal Services Corporation (www.alsc-law.org), which has offices throughout the state. 
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