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OFFICE OF CHILDREN’S SERVICES

Individual Service Agreements are funding of last resort for OCS CUSTODY OR NON CUSTODY CHILDREN with needs that cannot be met through funding available through OCS RFF’s (Requests for Funds) and will not be paid by Medicaid or self insured families.


	Client Name: 
     

	DOB: 
     

	Medicaid # or 3rd Party Payor:
     



	SS#: 
     
	ORCA CASE #: 
     



Eligibility Checklist (Please check appropriate boxes):
		|_|	Assessed/ meets residential LOC		|_|  Resident of State of Alaska			  |_|  Under 21 Years of Age
|_|	Assessed by a qualified mental health professional and meets the criteria for severely emotionally disturbed (7AAC43.471 (a))
|_|	At imminent risk of being removed from the home, a foster or group home, or to remain in an in-state facility

	CHILD MUST MEET ONE CRITERIA FROM BOX ON LEFT AND ALL CRITERIA FROM BOX ON THE RIGHT.

	CHILD AT RISK OF MOVING FROM (check ONE): 
|_|  home;
|_|  a foster or group home or
|_|  an in-state facility
	A
N
D
	|_|  Experiences an SED or other impairment:                           	AND,
|_|  Is a resident of the State of Alaska AND,
|_|  Is under 21 years of age AND
|_|  Is assessed to meet residential level of care



Eligible Requests:
The activity must not be eligible for funding through Medicaid, RFF’s or insurance provider – ISA’s are payer of last resort. If an ISA is approved and the services are ultimately paid by another entity, DHSS is to be reimbursed.
Who Can Request Services?
Requestor must be a DHSS Grantee providing BH services to Youth, a licensed RCCY provider in good standing and a current BRS Provider. Or requestor must be a DHSS employee.
ISA Request Steps:
· Submit request for ISA funds and provide required backup documentation to the RCCY Coordinator
· RCCY Coordinator approves or denies request and faxes or emails to requestor with approval or denial
· Requestor arranges for the services, purchase of goods, etc.
· Upon completion of services, requestor determines if goods/services were satisfactorily received and submit invoice to the Social Worker

OCS Staff Instructions for payment processing:
· Social Worker verifies goods or services were satisfactorily received and submits original invoice, supporting documentation and approved 
ISA form to OCS regional fiscal staff for processing
· OCS regional fiscal staff (admin manager or their designee) approves the invoice for payment, includes the account code on invoice & forwards to the DHSS Fiscal office in Anch or Juneau for warrant processing
· OCS regional fiscal staff follows their normal procedures to ensure the warrant was issued as requested (review AKSAS to ensure the payment processes appropriately)


Referral & Billing Form 

|_| Initial Referral			|_| Continuation of Services			|_| Billing Invoice (SUBMIT BILLING MONTHLY) 		
Service Period: (Not to Exceed 90 Days) From:       Thru:      

	Requestor:      
	Agency:      
	Phone No:      

	Address:      
	City:      
	Zip Code:      
	FAX Number:      





	Client Name: 
     

	DOB: 
     

	Medicaid # or 3rd Party Payor:  
     


	SS#: 
     
	ORCA CASE #: 
     


	Address:      
	City:      
	Zip Code:      

	Custody: |_| Parent   |_| OCS   |_| DJJ
	Contact Name:      
	Phone No:      





	Requested Services:
Attach Case Plan and Supporting Documents
	Number of Units* (days, hrs, etc.)
	Cost Per Unit
	Total Cost
Of Service
	Amt  Approved
	RCCY  Initials

	     
	     
	     
	     
	
	

	     
	     
	     
	     
	
	

	     
	     
	     
	     
	
	

	     
	     
	     
	     
	
	

	*Unit is defined as # of days, hours, cab fares, etc. requested for the service period.                                            Total:
	     
	
	


	OCS SOCIAL WORKER APPROVAL
	OCS RCCY PROGRAM MANAGER APPROVAL

	If child is in OCS custody, obtain SW approval.
     
	
Steve Krall, RCCY Program Manager

	Social Worker Name
	Name and Title

	Signature
     
	Signature

	Office Location (Anc, Jnu, etc)
	Collocation Code            Total Amount Approved













	Client Name: 
     

	DOB: 
     








Please use the following space to describe the service and provide additional information if the Treatment Plan does not fully clarify the need for service.

[bookmark: Text1]     



Please complete and forward to the RCCY Program Manager for approval:
Steve.Krall@alaska.gov
Phone 907-465-2315
Fax 907-465-2185
If RCCY Program Manager is not available, contact Richard Nault at richard,nault@alaska.gov
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)This information contained in this message may be privileged and confidential, protected from disclosure, and /or intended only for the use of the individual or entity named above.  If the reader of this message is not the intended recipient, or an employee, or an agent responsible for delivering this message to the intended recipient, you are hereby notified that any dissemination, distribution or copying of this communication is strictly prohibited.  If you have received this communication in error, please notify the sender immediately.  If you have received this message as a fax, please destroy the fax.
