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Page 1 – Introduction    AICS, P.O. Box 1231, Wrangell Ak., 99929 

  

Welcome to Crossings Wilderness Expeditions for Youth,  
Thank you for your interest in Alaska Crossings, a division of Alaska Island Community Services (―AICS‖).  

The information you provide to us through this Intake Packet is very important; it gives us the information 

necessary to place your child in an expedition. We know that paperwork like this can seem daunting, but 

we’re committed to making this process as painless as possible. Once complete, please fax the application to 

(907-874-2372) or mail to Box 1231 Wrangell, AK 99929.  We know this application is extensive so please 

contact us toll free at 1-866-550-2371 if you have any questions. 
 

CONTENTS OF PACKET: 
 

1. AICS Client Information Sheet 

2. AICS Insurance Billing Authorization 

  Please sign and date 

3. AKAIMS Admission Data 

  Please sign and date 

6. Alaska Screening Tool 

7. Medical Screening Form 

8. Authorization for the Release of Protected Health Information 

  Please sign and date  

10. Authority to Enroll Participant 

  Please sign and date 

11. Acceptance of Financial Responsibility 

  Please sign and date 

12. Participant Agreement, Release of Liability, & Acknowledgment of Risk 

  Please sign and date 

13. AICS Crossings Consents 

  Please sign and date 

14. Consent for Treatment of a Minor Child 

  Please sign and date 

9. Request for TB Test Status Information 

  Please sign and date 

15. Acknowledgement of Receipt of Patient Rights & Privacy Notice 

  Please sign and date the Patient Right section 

  Please sign and date the Privacy Notice section 

16. AICS Notice of Privacy Practices 

17. AICS Patient Bill of Rights and Responsibilities 

18. Health and Prevention Information 

19. Family Expectations 

20. Youth Intake Questionnaire 

21. Emotions and Behavioral Inventory 

22. Participant Questionnaire 

23. USDA Food Program Form 

24. Participant Equipment List 
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AICS CLIENT INFORMATION SHEET 
  

 

 Client Number:  

 

IDENTIFYING DATA 

  SSN:  DOB:  

Full Legal Name:  Age:  Sex: M    F  

Any other names:  ID Marks:  

Birthplace:  Hair:  Eyes:  Ht.:  Wt.:  

  Waist Size:  Shoe Size:      

 

LIVING ARRANGEMENTS AND HOME ENVIRONMENT 

Who does the youth currently live with?  (Name and relationship):   

Who has legal custody of this youth? (Legal Name)  

Does anyone else share custody?    Y     N       If Yes, Who?  

Street Address:  Home Phone:  

Mailing Address:  Work Phone:  

Employer:  Occupation:  

 

PARENT/GUARDIAN INFORMATION (include addresses and phone numbers if not the same as above) 

Parent Name:  DOB:  

Street Address:  Home Phone:  

Mailing Address:  Cell Phone:  

  Pager #:  

Employer:  Work Phone:  

Parent Name:  DOB:  

Street Address:  Home Phone:  

Mailing Address:  Cell Phone:  

  Pager #:  

Employer:  Work Phone:  

 

EMERGENCY CONTACT NUMBERS 

Name Phone Numbers Relationship to Youth 

    

    

 

 

OTHER FAMILY MEMBERS AND PERSONS LIVING IN THE HOME 

Name Relationship Birth Date AICS Client 
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FAMILY HISTORY  (BIOLOGICAL FAMILY) 
Mother Name:  

 Current Age:  Age when youth was born:  

Current Marital Status:  Single        Married        Divorced        Widowed        Partnered 

Father Name:  

 Current Age:  Age when youth was born:  

Current Marital Status:  Single        Married        Divorced        Widowed        Partnered 

 

 

Is the youth adopted?    Yes  No 

Is there a stepparent or absent parent?  Yes  No  Details       

Is the youth currently a ward of the state?   Yes  No  

Have parental rights been terminated?  Yes  No If yes, date of termination:     

Date custody expires or dates of next custodial court hearing     

 

 

AGENCIES AND INDIVIDUALS INVOLVED WITH THE YOUTH AND FAMILY (RELEASE OF INFORMATION NEEDED) 

 Name Telephone 

Counselor   

Physician   

Teacher   

Social Worker   

Guardian ad Litum   

Probation Officer   

Attorney   

Other   

 

SUPPORT SYSTEM/ CONTACT LIST 

 Names, Phone Numbers, and Other Relevant Information Frequency of Contact 

Siblings   

Relatives   

Friends   

Cultural Organizations   

Support Groups   

Church   

 

 

How may we contact you (to make appointments, change appointment times, etc.)? Check all that apply 

 

  In person or ―live‖ on the phone (In most cases messages will not be left on answer machines) 

  Leave a message on the answering machine 

  Leave a message with someone else in my home 

  Please Specify:  

  By Mail 

  Other 

  Please Specify:  

 

 

 

 



 

INSURANCE BILLING AUTHORIZATION 
 

 

 

RESPONSIBLE PARTY INFORMATION (Client, Custodial Parent, Guardian or Spouse) 

Responsible Party:  Relationship to Recipient:  

Address:  Work Phone:  

City  State:  Zip:  Home phone:  
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MEDICAID INFORMATION (Includes Denali Kid Care) 

 Medicaid Eligible  Medicaid ID Number:  Effective Dates:  

 Medicaid Application Pending  Date Applied:   

 

   
 

 

INSURANCE INFORMATION 

Insurance (All asterisked information must be completed.)                                                                   Copy of insurance Card  

*Name of Primary Insurance Company 

 

Subscriber’s Employer 

*Subscriber (Policy Holder) Name 

 

Insurance Company Address 

*Subscriber’s ID Number 

 

Insurance Company Phone 

*Subscriber’s Date of Birth 

 

Group or Plan 

 

Relationship to Recipient 

 

Subscriber’s Address (if different from above) 

 Subscriber’s Home Phone (if different) 

 

                                   Copy of insurance Card        

*Name of Secondary Insurance Company 

 

Subscriber’s Employer 

*Subscriber (Policy Holder) Name 

 

Insurance Company Address 

*Subscriber’s ID Number 

 

Insurance Company Phone 

*Subscriber’s Date of Birth 

 

Group or Plan 

 

Relationship to Recipient 

 

Subscriber’s Address (if different from above) 

 Subscriber’s Home Phone (if different) 

 

 

Is there any other insurance or another parent who may have insurance coverage for the recipient at some time in the future?   

 No      Yes (if yes, please complete the insurance section on another Insurance Billing Authorization form).  

 

I hereby consent to the disclosure and release of billing information to the insurance provider(s) (designated above).  The extent of 

information to be disclosed is the name, address, Medicaid number, diagnosis, and dates and types of service received, and other 

information that may be needed to process claims under HIPAA regulations. 

 

 

Signature of Custodial Parent, Guardian  Date 
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AKAIMS ADMISSION DATA  

(required by State of Alaska) 

      Applicant Information  
 
 

1. Referral Source 

 1 Parent or Guardian  5 School  10 Other MH Professional 

 2 Relative  6 Friend  11 Other 

 3 Police  7 Physician  20 Probation Parole 

 4 Youth Corrections  8 Family Services (OCS)  22 Court-Criminal Proceedings 
 

2. Location of Principal Residence of Youth 

  Wrangell   Point Baker   Naukati   Edna Bay 

   Petersburg   Port Protection   Whale Pass   Craig 

   Ketchikan   Klawock   Coffman Cove    
 

3. Living Arrangements/Residential Setting  

 2 In-Household w/ Non-Related Persons  8 Youth Correctional Facility  17 Other 

 3 Child/Adolescent Foster Care  10 Private residence w/o support     

 4 Residential Treatment  12 Hospital  for Non-Psychiatric Purposes     

 5 Substance Abuse Halfway House  15 Hospital for Psychiatric Purpose      

 6 Group Home  16 In-Household w/ Relatives    

 7 Private residence w/ support  21 Therapeutic Foster Care    
 

4. Legal Status  

 1 DJJ Custody  5 Incarcerated  9 Probation/Parole 

 2 DJJ Custody, Parents retain custody  6 No Involvement  10 Other 

 3 Case Pending  7 Office of Children's Services custody       

 4 Court ordered for alcohol treatment  8 Protective custody        
 

5. Marital Status 

 1. Single   2. Married   3. Co-habitating 
 

6. Education (highest level completed) 

 1 Preschool  6 4th Grade  11 9th Grade 

 2 Kindergarten  7 5th Grade  12 10th Grade 

 3 1st Grade  8 6th Grade  13 11th Grade 

 4 2nd Grade  9 7th Grade  14 General Education Degree (GED) 

 5 3rd Grade  10 8th Grade  15 High School Diploma (Not GED) 
 

7. Number of days absent from school in the past 30 days  
 

8. Employment Status 

 1 Student  10 Disabled 

 2 Not in Labor Force-Unemp, Subsistence Lifestyle  12 Homemaker 

 3 Employed  Part Time  13 In the Armed Forces 

 5 Employed Full Time  14 Retired 

 6 Seasonal Employment; In-Season     

 8 Seasonal Employment; Out of Season     
 

8b. Veteran Status  

 1 In Reserves or National Guard; Combat     

 3 Military Dependent     

 4 Never in Military     

        
 

9. Health Status 

 1 Excellent  3 Good  5 Poor 

 2 Very Good  4 Fair  6 Unsure 
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10. Are you an injection drug user?  1.  Yes  2.  No 

11. Are you pregnant?  1.  Yes  2.  No 

12. Have you ever experienced, or are you currently experiencing violence in a romantic relationship  1.  Yes  2.  No 

 

13. Do you currently use tobacco? 

 1 Cigarettes  3 Cigars or pipes  5 N/A – no Tobacco use 

 2 Smokeless tobacco  4 Combination of more than one      
 

14. Ethnicity 

 1 Not Spanish/Hispanic/Latino Mexican  4 Hispanic-specific origin not specified 

 3 Mexican American     
 

15. Race 

 1 American Indian  6 Yupik  11 Tsimshian 

 2 Pacific Islander  7 Black/African American  12 Other 

 3 Inupiat  8 Haida  13 Native Hawaiian 

 4 Caucasian  9 Other Alaska Native  14 Athabascan (Other than American Indian) 

 5 Tlingit  10 Asian  15 Aleut 
 

16. What is your Occupation  

 1 Student  10 Sales     

 2 Laborers, Not Farm  12 Other     

 4 Fisherman, Loggers          

 8 Service/Household          
 

17. Household Composition: 

 1 Client Lives With Relatives  3 Client Lives with Significant Other  5 Other 

 2 Client Lives With Non-relatives  4 Client Lives Alone       

 

17b. Children 

 1. Number of children in household  ________  2. Number of children receiving services at AICS _______ 

 

18. Primary Income Source 

 1 Unemployment  6 Child Support  11 Public Assistance/Welfare Payments 

 2 Parent's Income  7 Alaska Native Corporation Dividends  12 Interest and Other 

 3 Self Employment  8 Alimony  13 Spouse's or Significant Other's Income 

 4 Social Security Disability   9 Alaska PFD  14 Other 

 5 Employment  10 Supplemental Security Income  15 None 
 

19. Family Annual Income in Thousands: 

 1 $0-999  4 $10,000 – 19,999  7 $40,000 – 49,999 

 2 $1,000 – 4,999  5 $20,000 – 29,999  8 $50,000 + 

 3 $5,000 – 9,999  6 $30, 000 – 39,999    
 

20. Expected Payment Source 

 1 Medicaid  2 Health Insurance  3 Self-Pay  4 Unknown  9 Medicare 
 

21. Prior Admissions (please fill in a number for each, the number may be 0): 

 A. Number of substance abuse hospitalizations in last 6 months 

 B. Number of substance abuse treatment admissions in last 6 months 

 C. Number of mental health hospitalizations in last 6 months 

 D. Number of prior mental health treatment admissions 
 

22. English Fluency: 

 1. Excellent  2. Good  3. Moderate  4. Poor 

 

 

Signature:   Date:  
                      (Parent/Guardian Signature) 
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Alaska Screening Tool 

  
 

Name:  Date:  
 

 
Please check your answer to the following questions based on your activities over the 
past 12 months. If applicant unable or unwilling to complete, parent or guardian please 
complete to the best of your ability.  It is okay not to know all the answers. 
 

1. Have you gotten into trouble at home, at school, or in the community 
because of your drinking, using drugs, or using inhalants? 

 yes    no 

2. Have you missed school or work because of using alcohol, drugs, or 
inhalants? 

 yes    no 

3. In the past year have you ever had 6 or more drinks at any one time?  yes    no 

4. Have you done harmful or risky things when you were high?  yes    no 

5. Do you think you might have a problem with your drinking, drug or 
inhalant use? 

 yes    no 

6. When using alcohol, drugs, or inhalants, have you done things without 
thinking and wished you had not done them later? 

 yes    no 

7. Do you miss family activities, after school activities, community 
events, traditional ceremonies, potlatches, or feasts because of using 
alcohol, drugs, or inhalants? 

 yes    no 

8. Does anyone close to you worry or complain about your using alcohol, 
drugs or inhalants? 

 yes    no 

9. Have you lost a friend or hurt a loved one because of your using 
alcohol, drugs, or inhalants? 

 yes    no 

10. Do you use alcohol, drugs or inhalants to make you feel normal?  yes    no 

11. Does it make you mad if someone tells you that you drink or use 
drugs or inhalants too much? 

 yes    no 

12. Do you feel guilty about your alcohol, drug, or inhalant use?  yes    no 

13. Do you or other people worry about the amount of money or time you 
spend at Bingo, pull-tabs, or other gambling activities? 

 yes    no 

14. Did your mother ever consume alcohol?  yes    no 

15. If yes, did she continue to drink during her pregnancy with you?  yes    no 
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SECTION II.      Please check your answer to the following questions based on the past 12 

months. 
 

1. Do you ever hear voices or see things that other people tell you they donôt 
see or hear? 

 yes    no 

2. Do you often have difficulty sitting still and paying attention at school, 
work, or social settings? 

 yes    no 

3. Do you spend time thinking about hurting or killing yourself or anyone 
else? 

 yes    no 

4. Have you tried to hurt yourself or commit suicide?  yes    no 

5. Do you think people are out to get you and you have to watch your step?  yes    no 

6. Do disturbing thoughts that you canôt get rid of come into your mind?  yes    no 

7. Do you often find yourself in situations where your heart pounds and you 
feel anxious and want to get away? 

 yes    no 

8. Do you sometimes have so much energy that your thoughts come quickly, 
you jump from one activity to another, you feel like you donôt need sleep 
and like you can do anything? 

 yes    no 

9. Have you destroyed property or set a fire that caused damage?  yes    no 

10. Do you feel trapped, lonely, confused, lost, or hopeless about your future?  yes    no 

11. Do you feel dissatisfied with your life and relationships?  yes    no 

12. Do you have nightmares, flashbacks or unpleasant thoughts because of a 
terrible event like rape, domestic violence, incest/unwanted touching, 
warfare, a bad accident, fights, being or seeing someone shot or stabbed, 
knowing or seeing someone who has committed suicide, fire or natural 
disasters like earthquake or flood? 

 yes    no 

13. Do you have difficulty sleeping or eating?  yes    no 

14. Have you physically harmed or threatened to harm an animal or person on 
purpose? 

 yes    no 

15. Have you lost interest or pleasure in school, work, friends, activities or 
other things that you once cared about? 

 yes    no 

16. Do you feel angry and think about doing things that you know are wrong?  yes    no 

17. Do you often get into trouble because of breaking the rules?  yes    no 

18. Do you sometimes feel afraid, panicky, nervous, or scared?  yes    no 

19. Do you feel sad or depressed much of the time?  yes    no 

20. Do you spend a lot of time thinking about your weight or how much you 
eat? 

 yes    no 
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SECTION III.      Please check or fill in your answer to the following questions based on 

events IN YOUR LIFETIME. 
 

1. Have you ever had a blow to the head that was severe enough to 
make you lose consciousness? 

 yes    no 

  ̧ If yes, when did it occur?  

  ̧ If yes, how long were you unconscious?   N/A 

  Seconds 

  Minutes 

  Hours 

  Days 

  Weeks 

  Months 

2. Have you ever had a blow to the head that was severe enough to 
cause a concussion? 

 yes    no 

  ̧ If yes, when did it occur?  

  ̧ If yes, how long did the concussion 
last? 

  N/A 

  Seconds 

  Minutes 

  Hours 

  Days 

  Weeks 

  Months 

3. Did you receive treatment for the head injury?                        N/A  yes    no 

4. If you had a blow to the head that caused unconsciousness or a concussion, was there 
a permanent change in any of the following? 

  ̧ Not applicableðNo head injury  N/A 

  ̧ Physical abilities  yes    no 

  ̧ Ability to care for yourself  yes    no 

  ̧ Speech  yes    no 

  ̧ Hearing, vision, or other senses  yes    no 

  ̧ Memory  yes    no 

  ̧ Ability to concentrate  yes    no 

  ̧ Mood  yes    no 

  ̧ Temper  yes    no 

  ̧ Relationships with others  yes    no 

  ̧ Ability to work, or to do school work  yes    no 

  ̧ Use of alcohol or other drugs  yes    no 

5. Did you receive treatment for any of the things that changed after the 
head injury? 

 N/A 

 yes    no 
 

 



 

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

 

 

Name:  Date:  
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Has your child had, or does your child have: 
(Please check any that apply) 

 

In the Last Month 

 Severe headaches 

 Sore throat or ear pain 

 Productive cough (cough up phlegm, blood, etc.) 

 Fever 

 Diarrhea, nausea, vomiting 

 Abdominal pain 

 Injury of any body part with ongoing pain or swelling, if so, where: _________________________________________ 

 Signs of alcohol or drug withdrawal, such as tremors, hallucinations, or seizures 

 Rashes or skin infections (boils or abscess) 

 Dental pain or abscess 

 Scabies 

 Head lice 

 Ring worm 

 Pin worms in stool 

 

In the Last Year 

 Unexplained weight loss or weight gain 

 Fainting episodes 

 Chest pain with or without activity 

 Heart palpitations or racing pulse 

 Breathing difficulties 

 Bladder problems  

__  painful urination 

__  increased frequency of urination 

__  unusual mucous, discharge, odors 

 Fatigue with mild exertion (i.e. walking up a hill) 

 Blurred vision or dizziness (while sober) 

 Cough with blood in sputum 

 Bowel movements that are black or appear to contain blood 

 

Does your child experience 

 Asthma attacks 

 Seizures 

 Migraine headaches 

 Problems with bedwetting 
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 Problems with constipation 

 Problems with bowl control 

 

Has a medical provider told you that your child has any of the following 

 Diabetes 

 Thyroid disease 

 Rheumatoid arthritis 

 A heart murmur 

 HIV/AIDS 

 Hepatitis B or Hepatitis C 

 TB (tuberculosis) 

 Another chronic medical condition, if so, what: ______________________________________________ 

 A hernia 

 

Female participants 

 Regular menses (periods) 

Date of last normal menses: ______________________________ 

 Pain with menses 

 Abnormal vaginal discharge or odor 

 History of ovarian cysts 

 Sexually active, and if so, type of protection: ___________________________________________________ 

 

 

MEDICATIONS 

Name of Medication    Dosage    Dosage Time (example: 3 x per day) 

 

 

 

 

 

 

 

 

 

 

 

 

PREVIOUS HOSPITALIZATION (OVERNIGHT) 

Approximate Date    Reason    
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PREVIOUS SURGERIES 

Type of Surgery     Approximate Date    

 

 

 

 

 

 

 

 

 

 

 

PREVIOUS FRACTURES (BROKEN BONES) 

Body Part     When    

 

 

 

 

 

 

ALLERGIES 

To Medications     Type of Reaction    

 

 

 

 

 

To Food      Type of Reaction 

 

 

 

 

 

To Environmental Factors (i.e. Dust)  Type of Reaction 

 

 

 

 

 

 

The Crossings program will need to know the amount of any medication participants will bring into the program.  Please count 

all pills remaining in each container so that an accurate number can be reported.  Our personnel will contact you by phone prior 

to the start of the program to get this information.   

Our Wilderness Expeditions require participants to carry up to 40 pounds each, for up to 10 miles at a time, over rough and 

challenging terrain. Please describe any recent or longstanding medical conditions (such as sprains, colds, bronchitis, bladder 

infections, etc.) that might influence his or her ability to complete the program. 

During program, our field staff carries first aid kits with common over the counter medications that are administered to 

participants at field staff discretion. These medications include: Ibuprofen, anti histamine (i.e., Benadryl), Pepto Bismol, triple 

antibiotic ointment (sulfa drug), Dramamine, anti diarrhea (i.e., Imodium), cough drops, Silva dine (burn cream), 

Hydrocortisone, Bactine, KY Jelly, Sting Relief ointment, and Glucose 15. These drugs will not be administered if previously 

indicated as an allergy. 

 

Parent/Guardian Signature_______________________________________________________________________ 
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SELF-ADMINISTRATION OF MEDICATION 

PARENT’S REQUEST AND AUTHORIZATION 
 

 

 

I, the undersigned, request and authorize my child  

 

to self-administer his/her medication(s) (listed below) while at the  

 

   

 

List Medications: 

  

  

  

  

  

  

  

 

This authorization is given based on the following: 

 

 ̧ My child is capable of and has been instructed in the proper method of self-administration of the medication(s). 

 ̧ I understand that the medication(s) will be stored for him/herself by AICS staff between administrations of the medication. 

 

    

Parent/Guardian Signature  Date 
 

 

I,   , the undersigned, 

 

 ̧ understand that the Alaska Island Community Services, its employees or agents shall not incur any liability as a result of any 

injury arising from the self-administration of the medication by my child; 

 ̧ shall exempt from liability and hold harmless Alaska Island Community Services employees or agents against any claims arising 

out of the self-administration of medication by my child; 

 ̧ understand that this authorization shall be effective for period he/she participates in 

 

 

    

Parent/Guardian Signature  Date 
 

 

 



Alaska Island Community Services 

Authorization for the Release of Protected Health Information 
 

I,  give consent re:  
 Parent/Guardian Name  Client Name 

    
Client Date of Birth  Client SSN 
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        Parent/Guardian:  

for Alaska Island 

Community Services 

to: 

 Disclose information to & obtain information from (list below) 

 ONLY obtain information from (initial if limiting information direction): 

 ONLY disclose information to (initial if limiting information direction): 
 

Name:  
Address:  

City, State, & Zip:  
Phone:  Fax:  

 

The type of 

Information: 

 Intake Assessments/Evaluations  Progress Notes 

 Treatment Plans/Treatment Updates  Psychiatric Assessments 

 Written & Telephone Case Communications  Entire Chart 

 Interdisciplinary Team Communications  Other (specify below) 

 Treatment Presence/Compliance and Session Schedule   

     

     
 

for the purpose of  Completing assessments and 

aiding in current treatment 

 Providing effective multidisciplinary  

treatment of individual 

  Other  
 
 

I understand that my records are also currently protected under the Federal privacy regulations within the Health Insurance 

Portability and Accountability Act (HIPAA), 45 C.F.R. Parts 160 & 164.  I understand that my health information specified above 

will be disclosed pursuant to this authorization, and that the recipient of the information may redisclose the information and it may 

no longer be protected by the HIPAA privacy law.  The Federal regulations governing Confidentiality of Alcohol and Drug Abuse 

Patient Records, 42 C.F.R. Part 2, noted above, however, will continue to protect the confidentiality of information that identifies 

me as a client in an alcohol or other drug program from redisclosure. 
 

I understand that I may revoke this authorization in writing at any time except to the extent that action has been taken in reliance 

on it, and that in any event this authorization expires automatically as follows: 

  

Six months from application being sent out 
(Specification of the date, event, or condition upon which this consent expires) 

 

Should I decide to revoke this authorization prior to its expiration, I understand that I must do so in writing by contacting the AICS 

Privacy Officer (874-2373).  
 

I understand that the covered entity seeking this authorization may not conditioning treatment, payment, enrollment in the health 

plan, or eligibility for benefits on whether I sign the authorization. 
 

I understand that I am entitled to receive a copy of this authorization after it is signed. 
 

Signed:    

 Signature  Date 

    

Witness:    
 Signature  Date 

 



Alaska Island Community Services 

Authorization for the Release of Protected Health Information 
 

I,  give consent re:  
 Parent/Guardian Name  Client Name 

    
Client Date of Birth  Client SSN 
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        Parent/Guardian:  

for Alaska Island 

Community Services 

to: 

 Disclose information to & obtain information from (list below) 

 ONLY obtain information from (initial if limiting information direction): 

 ONLY disclose information to (initial if limiting information direction): 
 

Name: Denali KidCare  

Address: 3601 "C" Street, Suite 120, PO Box 240047 

City, State, & Zip: Anchorage, AK 99534-0047 

Phone: 1-888-318-8890 pr 907-269-6529 Fax:  
 

The type of 

Information: 

 Intake Assessments/Evaluations  Progress Notes 

 Treatment Plans/Treatment Updates  Psychiatric Assessments 

 Written & Telephone Case Communications  Entire Chart 

 Interdisciplinary Team Communications  Other (specify below) 

 Treatment Presence/Compliance and Session Schedule   

     

     
                                                                                                Denali KidCare - First Health / Medicaid Billing Information  

for the purpose of  Completing assessments and 

aiding in current treatment 

 Providing effective multidisciplinary  

treatment of individual 

  Other                      Denali KidCare ï First Health / Medicaid Billing Purposes 

 

I understand that my records are also currently protected under the Federal privacy regulations within the Health Insurance 

Portability and Accountability Act (HIPAA), 45 C.F.R. Parts 160 & 164.  I understand that my health information specified above 

will be disclosed pursuant to this authorization, and that the recipient of the information may redisclose the information and it may 

no longer be protected by the HIPAA privacy law.  The Federal regulations governing Confidentiality of Alcohol and Drug Abuse 

Patient Records, 42 C.F.R. Part 2, noted above, however, will continue to protect the confidentiality of information that identifies 

me as a client in an alcohol or other drug program from redisclosure. 
 

I understand that I may revoke this authorization in writing at any time except to the extent that action has been taken in reliance 

on it, and that in any event this authorization expires automatically as follows:  

 

Six months from application being sent out 
(Specification of the date, event, or condition upon which this consent expires) 

 

Should I decide to revoke this authorization prior to its expiration, I understand that I must do so in writing by contacting the AICS 

Privacy Officer (874-2373).  
 

I understand that the covered entity seeking this authorization may not conditioning treatment, payment, enrollment in the health 

plan, or eligibility for benefits on whether I sign the authorization. 
 

I understand that I am entitled to receive a copy of this authorization after it is signed. 
 

Signed:    

 Signature  Date 

    

Witness:    
 Signature  Date 

 



Alaska Island Community Services 

Authorization for the Release of Protected Health Information 
 

I,  give consent re:  
 Parent/Guardian Name  Client Name 

    
Client Date of Birth  Client SSN 
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        Parent/Guardian:  

for Alaska Island 

Community Services 

to: 

 Disclose information to & obtain information from (list below) 

 ONLY obtain information from (initial if limiting information direction): 

 ONLY disclose information to (initial if limiting information direction): 
 

Name: First Health/Medicaid 

Address: 1835 South Bragaw, Suite 200 

City, State, & Zip: Anchorage, AK 99512 

Phone: 1-800-770-5650 Fax:  
 

The type of 

Information: 

 Intake Assessments/Evaluations  Progress Notes 

 Treatment Plans/Treatment Updates  Psychiatric Assessments 

 Written & Telephone Case Communications  Entire Chart 

 Interdisciplinary Team Communications  Other (specify below) 

 Treatment Presence/Compliance and Session Schedule   

     

     
                                                                                                First Health / Medicaid ï Denali KidCare Billing Information  

for the purpose of  Completing assessments and 

aiding in current treatment 

 Providing effective multidisciplinary  

treatment of individual 

  Other                      Denali KidCare ï First Health / Medicaid Billing Purposes 

 
 

I understand that my records are also currently protected under the Federal privacy regulations within the Health Insurance 

Portability and Accountability Act (HIPAA), 45 C.F.R. Parts 160 & 164.  I understand that my health information specified above 

will be disclosed pursuant to this authorization, and that the recipient of the information may redisclose the information and it may 

no longer be protected by the HIPAA privacy law.  The Federal regulations governing Confidentiality of Alcohol and Drug Abuse 

Patient Records, 42 C.F.R. Part 2, noted above, however, will continue to protect the confidentiality of information that identifies 

me as a client in an alcohol or other drug program from redisclosure. 
 

I understand that I may revoke this authorization in writing at any time except to the extent that action has been taken in reliance 

on it, and that in any event this authorization expires automatically as follows:  

 

Six months from application being sent out 
(Specification of the date, event, or condition upon which this consent expires) 

 

Should I decide to revoke this authorization prior to its expiration, I understand that I must do so in writing by contacting the AICS 

Privacy Officer (874-2373).  
 

I understand that the covered entity seeking this authorization may not conditioning treatment, payment, enrollment in the health 

plan, or eligibility for benefits on whether I sign the authorization. 
 

I understand that I am entitled to receive a copy of this authorization after it is signed. 
 

Signed:    

 Signature  Date 

    

Witness:    
 Signature  Date 

 



Alaska Island Community Services 

Authorization for the Release of Protected Health Information 
 

I,  give consent re:  
 Parent/Guardian Name  Client Name 

    
Client Date of Birth  Client SSN 
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for Alaska Island 

Community Services 

to: 

 Disclose information to & obtain information from (list below) 

 ONLY obtain information from (initial if limiting information direction): 

 ONLY disclose information to (initial if limiting information direction): 
 

Name: Division of Juvenile Just ice 

Address: 240 Main Street, Suite 701 

City, State, & Zip: Juneau, Alaska 99811-0635 

Phone: 907-465-2212 Fax:  
 

The type of 

Information: 

 Intake Assessments/Evaluations  Progress Notes 

 Treatment Plans/Treatment Updates  Psychiatric Assessments 

 Written & Telephone Case Communications  Entire Chart 

 Interdisciplinary Team Communications  Other (specify below) 

 Treatment Presence/Compliance and Session Schedule   

     

     
                                      Department of Juvenile Justice ï Release of name to local DJJ Officer 

for the purpose of  Completing assessments and 

aiding in current treatment 

 Providing effective multidisciplinary  

treatment of individual 

  Other  

 
 

I understand that my records are also currently protected under the Federal privacy regulations within the Health Insurance 

Portability and Accountability Act (HIPAA), 45 C.F.R. Parts 160 & 164.  I understand that my health information specified above 

will be disclosed pursuant to this authorization, and that the recipient of the information may redisclose the information and it may 

no longer be protected by the HIPAA privacy law.  The Federal regulations governing Confidentiality of Alcohol and Drug Abuse 

Patient Records, 42 C.F.R. Part 2, noted above, however, will continue to protect the confidentiality of information that identifies 

me as a client in an alcohol or other drug program from redisclosure. 
 

I understand that I may revoke this authorization in writing at any time except to the extent that action has been taken in reliance 

on it, and that in any event this authorization expires automatically as follows:  

 

Six months from application being sent out 
(Specification of the date, event, or condition upon which this consent expires) 

 

Should I decide to revoke this authorization prior to its expiration, I understand that I must do so in writing by contacting the AICS 

Privacy Officer (874-2373).  
 

I understand that the covered entity seeking this authorization may not conditioning treatment, payment, enrollment in the health 

plan, or eligibility for benefits on whether I sign the authorization. 
 

I understand that I am entitled to receive a copy of this authorization after it is signed. 
 

Signed:    

 Signature  Date 

    

Witness:    
 Signature  Date 



 

 

Page 18 – AICS Crossings Acceptance of Financial Responsibility Youth:  – Client #:  

        Parent/Guardian:  

 

Alaska Island Community Services 

Crossings Wilderness Expeditions for Youth 

 
 

Authority to Enroll Participant 
 

 

Enrollment in the Alaska Crossing’s Program is a contract.  Most of our participants are minors, that is they 

are under the age of eighteen (18).  Minors and others with court appointed legal guardians may not enter 

into contracts.  Only a parent with legal authority to make decisions for their child, or a legal guardian with 

authority to make decisions for their ward may enroll a Participant who is a minor, or not otherwise legally 

emancipated, in the Crossing’s Program.  For example, an aunt, uncle, step-parent or family friend who is 

caring for a child, but does not have legal authority to make decisions for the child, may not sign the 

documents contained in this Intake Packet.  Likewise, a juvenile justice officer or other state agent who does 

not have legal authority to make decisions for the child also may not sign the documents contained in this 

Intake Packet. Legal authority means that a court or state agency has specifically appointed someone other 

than the child’s parents to make binding decisions on the child’s behalf.   

 

By signing this document and the various forms, consents, releases, and agreements contained in this Intake 

Package, you certify that you have legal authority to enroll the Participant and to contract with Alaska Island 

Community Services.   If you are not the Participant’s parent, but rather a court appointed legal guardian or 

someone otherwise authorized to contract on behalf of the Participant, you agree to provide to AICS proof of 

such authority within five (5) days of the date you submit this Intake Packet.  You further agree to 

indemnify, defend, and hold AICS harmless for any misrepresentations relating to your authority to enroll 

the Participant.   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Parent/Guardian Signature:  Date:  
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Alaska Island Community Services 

Crossings Wilderness Expeditions for Youth 

 

 

Acceptance of Financial Responsibility 

 

Since Alaska Crossings is an official, state-recognized Community Mental Health Treatment Center, the cost 

of attending a Crossings expedition may be reimbursed – in whole or in part – by your health insurance 

provider.  However, health insurance companies have varied policies about paying for adolescent residential 

treatment, and some managed care providers will not pay for residential level treatment, wilderness treatment 

or out-of-network facilities. In addition, some providers will not pay for behavioral or emotional treatment 

(such as depression, anxiety, sexual abuse or trauma). 

 

Our intake staff will do their best to assist you in making insurance arrangements and keeping you informed 

of problems that may develop regarding payment. However, this field is so complex that our staff cannot 

keep up with the great variety of constantly changing policies for every company. We will always tell you 

what we know, but we cannot guarantee that we will be aware of particular policy details that may exclude 

payment in your case. We will bill insurance – as a courtesy – but please understand that our contract is with 

you, not with your insurance company. 

 

It is important to understand that the ultimate responsibility for payment and understanding your insurance 

policies rests with you, the participant’s parents or guardians. By placing your child in our program, you 

accept responsibility for paying us in full whether insurance pays part of the cost or not, and regardless of 

whether it seems likely before treatment that insurance will pay. If insurance reimbursement is crucial to 

your child’s participation we advise you to obtain written confirmation from your insurance company about 

what they will or will not pay for. Please be advised that an over-the-phone quote of benefits from you 

provider is not a legally binding agreement. The final decision for claim acceptance by the insurance 

company is made at the time the claim is processed.  

 

By signing below you agree to the terms and conditions of this policy. 
 

 
 
 

 

Parent/Guardian Signature:  Date:  
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Alaska Island Community Services  

Crossings Wilderness Expeditions for Youth  

 
 

Please Read this Document Carefully.  It Contains Important Information and Must Be Signed Prior to 
Participation  

 
 

Alaska Island Community Services -- Crossings Wilderness Expeditions for Youth  
PARTICIPANT AGREEMEN T, RELEASE OF LIABIL ITY & ACKNOWLEDGMEN T OF RISK  

 
In consideration of the services of Alaska Island Community Services, its agents, owners, officers, directors, 
volunteers, employees and all other persons or entities associated with it (òAICSó), I, 
_____________________ (name of participant) the Participant and/or  any Parent or Legal Guardian of the 
Participant signing on his or her behalf (hereinafter òParticipantó) acknowledges and agrees as follows:   
 
1. Independent Contractors :  AICS occasionally employs independent contractors for services, including 
transportation and lodging.  AICS does not retain control over these entities and is not liable for any acts, 
negligent or willful, or failure to act of any such person, entity or third party.  
 
2.EXPEDITION ACTIVITIES &  RISKS:  AS PART OF THE EXPEDITION , THE PARTICIPANT MAY : HIKE ; CARRY A BACKPACK 

OR PERSONAL BELONGIN GS AND/OR EQUIPMENT ; CROSS RIVERS AND/OR CREEKS; TRAVEL BY SMALL PLAN E, BOAT 

AND /OR HELICOPTER ; TRAVEL BY FOOT ON OFF-TRAIL UNEVEN TERRAIN ; LOAD AND UNLOAD GEAR ; FISH; CANOE, 
INCL UDING OCEAN CROSSING S AND RIVER TRAVEL; COME WITHIN CLOSE PR OXIMITY TO A BEAR OR  OTHER WILD 

ANIMAL ; RESIDE AT THE CROSSINGS FLOAT HOUSE, AND TRAVEL INTO THE COUNTRY OF CANADA .  
 

 THE ACTIVITIES OF THE EXPEDITION ENTAIL KNO WN AND UNANTICIPATED  RISKS.  MANY OF THESE RISKS ARE 

INHERENT , THAT IS, THEY CANNOT BE ELIMI NATED WITHOUT JEOPAR DIZING THE ESSENTIAL  QUALITIES OF THE 

EXPEDITION .  HOWEVER, NON -INHERENT RISKS APPLY AS WELL.  THE RISKS LISTED BELOW, AND THOSE NOT 

SPECIFICALLY MENTION ED, COULD RESULT IN PHYSICAL OR EMOTIONAL INJ URY, PARALYSIS, DEATH, OR DAMAGE TO THE 

PARTICIPANT , TO PROPERTY, OR TO THIRD PARTIES .  THE POTENTIAL RISKS I NCLUDE , BUT ARE NOT LIMITED TO:  
SLIPPING AND FALLING ; FALLING OBJECTS; WATER HAZARDS ; DROWNING ; EXHAUSTION ; HYPOTHERMIA ; 
HYPERTHERMIA ; PROLONGED EXPOSURE TO COLD WATER ; HEAT EXHAUSTION ; SUNBURN ; DEHYDRATION ; INTENSE 

COLD , HEAT, SUN, SNOW, RAIN , FOG AND WIND ; GUIDE MISJUDGMENT ; CONTACT WITH WILD AN IMALS ; NEGATIVE 

REACTION FROM AIR OR  WATERBORNE BACTERIA OR VIRUS; PROLONGED DELAY I N ABILITY TO OBTAIN MEDICAL 

ASSISTANCE (DUE TO THE REMOTE AREAS IN WHICH THE CROSSINGS PROGRAM OPERATES EVACUATION TO MEDICAL 

FACILITIES COULD TAK E 24 HOURS OR LONGER ); COMMUNICATION FAILUR ES; IMPROPER LIFTING AND  CARRYING ; 
BREAKDOWN OR FAULTY EQUIPMENT ; ACCIDENTS AT OR ON TH E FLOAT HOUSE PREMISES OR CROSSINGS FACILITIES; 
TRANSPORTATION ACCID ENTS, FAILURES OR DELAYS; AND LOSSES DUE TO CIVIL UNREST AND TERRO RISM .   

 
3.ACKNOWLEDGEMENT AND ASSUMPTION OF RISK:  THE ACTIVITIES LISTED  ABOVE ENTAIL RISK OF  LOSS, INJURY OR 

DEATH TO THE PARTICIPANT  AND /OR OTHERS.  THE DESCRIPTION OF TH E RISKS LISTED ABOVE IS NOT COMPLETE ; 
OTHER UNKNOWN OR UNA NTICIPATED RISKS MAY  RESULT IN LOSS, INJURY OR DEATH .  BY SIGNING THIS AGREEMENT 

YOU AGREE TO ASSUME RESPONSIBILITY FOR THE RISKS IDENTIFIED IN TH IS DOCUMENT AND FOR THOSE RISKS NOT 

SPECIFICALLY IDENTIF IED .  
 
4. Disclosure of Information and Insurance :  AICS requires completed and accurate Intake forms and 
information.  By signing this agreement you certify that you will assume  the risk of any physical or mental 
condition you may have and that you have adequate insurance to cover any injury, damage, or loss you may 
cause or suffer while participating, or else you agree to bear the costs of such injury, damage, or loss yourself.     



 

 

Parent/Guardian Signature:  Date:  

Youth Signature:    
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5. Binding Indemnification :  You agree to defend, hold harmless and indemnify AICS from any claim, 
liability, loss, damages or expenses resulting from a claim brought by a fellow participant, rescuer, or any other 
person for loss or damage caused by my conduct.  In the event that AICS, or anyone, acting on its behalf, is 
required to incur attorneyõs fees and costs to enforce this agreement.  I agree to indemnify and hold them 
harmless for all such fees and costs. 
 
6. Choice of Law, Venue:  Any disput e with AICS concerning, relating, or referring to this Agreement, the 
Expedition, or any information and/or literature concerning the Expedition shall be resolved exclusively in the 
First Judicial District at Wrangell , Alaska. Such proceedings shall be governed by substantive Alaska law.   
 
7.  Severability:  If any part of this agreement is deemed unenforceable by an arbitrator or court of 
competent jurisdiction , all other parts shall be given full force and effect.   
 
8. Release of Liability:  I HAVE READ , UNDERSTAND, AND ACCEPT THE TERMS AND 
CONDITIONS OF THIS AGREEMENT.  BY SIGNING THIS DOCUMENT, I AGREE AND PROMISE TO 
ACCEPT AND ASSUME ALL OF THE RISKS OF THE ACTIVITIES WHICH  THE PARTICIPANT IS TO 
ENGAGE IN.  I AGREE TO RELEASE AND DISCHARGE AICS FROM A LL CLAIMS, LIABILITIES, AND 
LOSSES ASSERTED BY OR ON BEHALF OF ME ARISING FROM OR RELATED TO PARTICIPATION IN 
THE EXPEDITION.   THIS RELEASE INCLUDES LOSS, INJURY, ILLNESS, DAMAGE OR DEATH 
CLAIMED TO BE CAUSED IN WHOLE OR IN PART BY THE NEGLIGENCE OF AICS.   I FURTHER 
ACKNOWLEDGE THAT BY SIGNING THIS AGREEMENT, I AM RELEASING AICS FROM LIABILITY 
FOR ACTS OR OMISSIONS WHICH MAY OCCUR IN THE FUTURE.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PARENT OR GUARDIAN OF A MINOR:  
I, as parent or guardian of the above minor, represent and certify that I have legal authority to enroll my child or 
ward in the Expedition and to sign this Agreement on his/her behalf.  I have carefully read this Agreement, 
Release of Liability and Acknowledgement of Risk.  I acknowledge that I am waiving any and al l rights that my 
child or ward may have to bring a lawsuit against AICS for any damages, including injury or death, caused by 
the negligence of AICS.  I consent to the terms and allow my child or ward to participate in the Expedition.  
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Alaska Island Community Services 

Crossings Wilderness Expeditions for Youth 

 

Consents 

 
Physical Restraint Policy 

AICS staff members are trained to utilize safe and secure holds to restrain participants when necessary. AICS 

personnel may physically restrain, control, and detain participants only in order to 1) prevent him/her escaping 

from AICS supervision, or 2) endangering him/her-self or other participants, staff, or members of the public. Any 

restraint will be the minimum required to ensure the safety of all involved and that restraint will be released as 

soon as AICS staff are confident they can do so safely. By signing below you consent to this policy. 
 

Participant Signature:  Date:  

Parent/Guardian Signature:  Date:  

 
Travel to Canada 

I acknowledge that my child may travel into Canada as part of the AICS program. In the event of such travel, I 

understand that my child’s information will be communicated to the appropriate Customs officials and I will be 

informed of all travel arrangements. 
 

Parent/Guardian Signature:  Date:  

 
Image Release 

I hereby agree to release any images of myself captured by means of photography or videography while I am a 

participant in a AICS program.  AICS may use the above-mentioned images, without limitation, in connection 

with marketing or educational materials. I release AICS from any claims whatsoever which arise in said regard. 
 

Participant Signature:  Date:  

Parent/Guardian Signature:  Date:  

 
Consent for Emergency Health Care 

AICS retains the right to administer First Aid to participants or to engage the service of a physician or dentist if 

deemed necessary to deal with an emergency medical situation. The cost of such service (which may include 

travel for an accompanying staff member) shall be the responsibility of the participant’s parent/guardian. 

 

Important: AICS performs a full EPSDT physical on each participant. If any medical conditions which prohibit 

your child’s participation in the program are discovered, you may be held responsible for your child’s travel costs. 
 

Parent/Guardian Signature:  Date:  

 



 

 

CONSENT FOR TREATMENT OF A MINOR CHILD 

 
 

 

 
       

Youth Name  Date of Birth 
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Please Note — This form involves consent documentation at intake required by 

the State of Alaska, Department of Health and Social Services, Division of 

Behavioral Health. 

 

 

 

 

 

I, ________________________________________ , hereby authorize Alaska Island Community Services 

(AICS) and its staff to evaluate, test, and treat the minor child (listed above).  Such care may include routine 

diagnostic procedures and/or related services that AICS staff may recommend as appropriate for me. 

 

I voluntarily consent for my child to receive such care and treatment which may be rendered by AICS staff 

as may be necessary in his or her professional judgment. 

 

No guarantees have been made to me as to the result of treatments or examination at Alaska Island 

Community Services. 

 

My signature below indicates that I have read this statement (or had it read to me if I so requested), and I 

understand its content and significance. 

 

 
 
 

   

Signature of Parent or Guardian  Date 

 

 

 

 

  

Signature of Witness  Date 

 



 

 

Request for TB Test Status & Tetanus Information 

 
 

 

 
     

Youth Name   
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Please Note:  AICS is required by the State of Alaska to request copies of 

all client and staff TB tests.  AICS requests your assistance in complying 

with State requirements and protecting the health of our clients and our 

staff.  We would appreciate a copy of your most recent TB test. 
 

 

 

 ̧ My last TB test was dated approximately, ______________________________. 

 

 ̧ My test results: 

 

   negative, no exposure to TB 

   positive, exposed to TB 

 

 ̧ I choose to provide this information to AICS in the following way: 

 

  I will bring a copy of my latest TB test to the AICS office at my convenience. 

  I consent to AICS obtaining my TB test history and will inform the staff of where to request 

the information. 

 

Date of current tetanus shot (must be current – good for ten years): 

For Crossings Wilderness Expedition Participants only   

   

Date of current tetanus shot (must be current – good for ten years):   

   

   

   

   

   

   

   

 
 

   

Signature of Parent or Guardian  Date 

 

 

  

 



 

Acknowledgement of Receipt of 

Client Rights and Responsibilities 
 

 

 

  
Client Name   
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By signing this form you acknowledge that Alaska Island Community Services has given you a copy of its 

Client Rights and Responsibilities. This explains how you can expect to be treated as a client of AICS and 

what your responsibilities are while receiving services from this agency. 

 

 

 I have received a copy of AICS’ Client Rights and Responsibilities and have been given the 

opportunity to discuss my concerns and questions about my rights and responsibilities.  

 

 

 

Client Signature, Parent, or Guardian  Date 

 

 

 

 

Acknowledgement of Receipt of Privacy Notice 
 

 

By signing this form you acknowledge that Alaska Island Community Services has given you a copy of its 

Privacy Notice. This explains how your health information will be handled in various situations. 

 

 

 I have received a copy of AICS’ Privacy Notice and have been given the opportunity to discuss 

my concerns and questions about the privacy of my health information.  

 

 

 

Client Signature, Parent, or Guardian  Date 
 



 

Page 26 – AICS Notice of Privacy Practices    AICS, PO Box 1231 Wrangell, AK 99929 

NOTICE OF PRIVACY PRACTICES & 

 

CONFIDENTIALITY OF ALCOHOL AND DRUG ABUSE 

 

PATIENT RECORDS 

 
 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT 

CAREFULLY. 
 

 

Health information which we receive and/or create about you, personally, in this program, relating to your past, present, 

or future health, treatment, or payment for health care services, is ―protected health information‖ under the Federal law known as 

the Health Insurance Portability and Accountability Act (HIPAA), 45 C.F.R. Parts 160 and 164.   The confidentiality of alcohol 

and drug abuse patient records maintained by this program is protected by another Federal law as well, commonly referred to as 

the Alcohol and Other Drug  (AOD) Confidentiality Law, 42 C.F.R. Part 2.  Generally, the program may not say to a person 

outside the program that you attend the program, or disclose any information identifying you as an alcohol or drug abuser, or use 

or disclose any other protected health information except in limited circumstances as permitted by Federal law.  Your health 

information is further protected by any pertinent state law that is more protective or stringent then either of these two Federal laws.   

 

This Notice describes how AICS protects personal health information (otherwise referred to as ―protected health information‖) we 

have about you, and how we may use and disclose this information.  This Notice also describes your rights with respect to 

protected health information and how you can exercise those rights. 

 

USES AND DISCLOSURES THAT MAY BE MADE OF YOUR HEALTH INFORMATION: 
 

A. Internal Communications: Your protected health information will be used within our program, that is between and among 

program staff who have a need for the information in connection with our duty to diagnose, treat, or refer you for substance 

abuse treatment.  This means that your protected health information may be shared between or among personnel for treatment, 

payment or health care operation purposes.  For example: Two or more providers within the program may consult with each 

other regarding your best course of treatment.  The program may share your protected health information in a billing effort to 

receive payment for health care services rendered to you.  And/or your protected health information may be discussed within 

the program about your treatment in connection with others in the program, in an effort to improve the overall quality of care 

provided by our program. Your protected health information will not be redisclosed by program personnel except as is 

otherwise permitted herein. 

 

B. Qualified Service Organizations and/or Business Associates: Some or all of your protected health information may be 

subject to disclosure through contracts for services with qualified service organizations and/or business associates, outside of 

this program, that assist our program in providing health care.  Examples of qualified service organizations and/or business 

associates include billing companies, data processing companies, or companies that provide administrative or specialty 

services.  To protect your health information, we require these qualified service organizations and/or business associates to 

follow the same standards held by this program through terms detailed in a written agreement.  

 

C. Medical Emergencies: Your health information may be disclosed to medical personnel in a medical emergency, when there 

is immediate threat to the health of an individual, and when immediate medical intervention is required. 

 

D. To Researchers: Under certain circumstances, this office may use and disclose your protected health information for research 

purposes.  For example, a research project may involve comparing the health and recovery of all patients who received one 

test or treatment to those who received another, for the same condition.  All research projects, however, must be approved by a 

AICS review board, or other privacy review board as permitted within the regulations, that has reviewed the research proposal 

and established protocols to ensure the privacy of your protected health information.   
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E. To Auditors and Evaluators:  This program may disclose protected health information to regulatory agencies, funders, third-

party payers, and peer review organizations that monitor alcohol and drug programs to ensure that the program is complying 

with regulatory mandates and is properly accounting for and disbursing funds received.   

 

F. Authorizing Court Order:  This program may disclose your protected health information pursuant to an authorizing court 

order.  This is a unique kind of court order in which certain application procedures have been taken to protect your identity, 

and in which the court makes certain specific determinations as outlined in the Federal regulations and limits the scope of the 

disclosure. 

 

G. Crime on Program Premises or Against Program Personnel: This program may disclose a limited amount of protected 

health information to law enforcement when a patient commits or threatens to commit a crime on the program premises or 

against program personnel.  

 

H. Reporting Suspected Child Abuse and Neglect: This program may report suspected child abuse or neglect as mandated by 

state law. 

 

I. As Required By Law: This program will disclose protected health information as required by state law in a manner otherwise 

permitted by federal privacy and confidentiality regulations. 

 

J. Appointment Reminders:  This program reserves the right to contact you, in a manner permitted by law, with appointment 

reminders or information about treatment alternatives and other health related benefits that may be appropriate to you. 

 

K. Other Uses and Disclosure of Protected Health Information:  Other uses and disclosures of protected health information 

not covered by this notice, will be made only with your written authorization or that of your legal representative.  If you or 

your legal representative authorize us to use or disclose protected health information about you, you or your legal 

representative may revoke that authorization, at any time, except to the extent that we have already taken action relying on the 

authorization.   

 

 

YOUR RIGHTS REGARDING PROTECTED HEALTH INFORMATION WE MAINTAIN ABOUT YOU: 
 

A. Right to Inspect and Copy:  In most cases, you have the right to inspect and obtain a copy of the protected health 

information that we maintain about you. To inspect and copy your protected health information, you must submit your request 

in writing to this office.  In order to receive a copy of your protected health information, you may be charged a fee for the 

photocopying, mailing, or other costs associated with your request. In some very limited circumstances we may, as authorized 

by law, deny your request to inspect and obtain a copy of your protected health information. You will be notified of a denial to 

any part or parts of your request.  Some denials, by law, are reviewable, and you will be notified regarding the procedures for 

invoking a right to have a denial reviewed.  Other denials, however, as set forth in the law, are not reviewable.  Each request 

will be reviewed individually, and a response will be provided to you in accordance with the law. 

 

B. Right to Amend Your Protected Health Information:  If you believe that your protected health information is incorrect or 

that an important part of it is missing, you have the right to ask us to amend your protected health information while it is kept 

by or for us. You must provide your request and your reason for the request in writing, and submit it to this office. We may 

deny your request if it is not in writing or does not include a reason that supports the request. In addition, we may deny your 

request if you ask us to amend protected health information that we believe: 

 

1. Is accurate and complete;   

2. Was not created by us, unless the person or entity that created the protected health information is no longer available to 

make the amendment;  

3. Is not part of the protected health information kept by or for us; or  

4. Is not part of the protected health information which you would be permitted to inspect and copy.  

 

If your right to amend is denied, we will notify you of the denial and provide you with instructions on how you may exercise 

your right to submit a written statement disagreeing with the denial and/or how you may request that your request to amend 
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and a copy of the denial be kept together with the protected health information at issue, and disclosed together with any 

further disclosures of the protected health information at issue. 

 

C. Right to an Accounting of Disclosures:  You have the right to request an accounting or list of the disclosures that we have 

made of protected health information about you. This list will not include certain disclosures as set forth in the HIPAA 

regulations, including those made for treatment, payment, or health care operations within our program, or made pursuant to 

your authorization or made directly to you. To request this list, you must submit your request in writing to this office. Your 

request must state the time period from which you want to receive a list of disclosures. The time period may not be longer 

than six years, and may not include dates before April 14, 2003. Your request should indicate in what form you want the list 

(for example, on paper or electronically). The first list you request within a 12-month period will be free. We may charge you 

for responding to any additional requests. We will notify you of the cost involved and you may choose to withdraw or modify 

your request at that time before any costs are incurred.  

D. Right to Request Restrictions: You have the right to request a restriction or limitation on protected health information we are 

permitted to use or disclose about you for treatment, payment or health care operations within our program. While we will 

consider your request, we are not required to agree to it. If we do agree to it, we will comply with your request, except in 

emergency situations where your protected health information is needed to provide you with emergency treatment.  We will 

not agree to restrictions on uses or disclosures that are legally required, or those which are legally permitted and which we 

reasonably believe to be in the best interest of your health.  

E. Right to Request Confidential Communications:  You have the right to request that we communicate with you about 

protected health information in a certain manner or at a certain location. For example, you can ask that we only contact you at 

work or by mail. To request confidential communications, you must make your request in writing to this office, and specify 

how or where you wish to be contacted. We will accommodate all reasonable requests.  

F. Right to File a Complaint:  If you believe your privacy rights have been violated, you may file a complaint with this office 

or with the Secretary of the Department of Health and Human Services. To file a complaint with this office, please contact the 

AICS Privacy Officer at (907) 874-2373. You will not be penalized or otherwise retaliated against for filing a complaint. If 

you have questions as to how to file a complaint please contact us at (907) 874-2373.  

Our responsibilities: 
 

A. This office is required to: 

 

1. Maintain the privacy of your protected health information; 

2. Provide you with this notice of our legal duties and privacy practices with respect to your protected health information; 

and, 

3. Abide by the terms of this Notice while it is in effect. 

 

B. This office reserves the right to change the terms of this Notice at any time and to make a new Notice with provisions 

effective for all protected health information that we maintain.  In the event that changes are made, this office will notify you 

of a revised Notice by mail at the current address provided on your medical file.  

 

To receive additional information: 
 

A. For further explanation of this Notice you may contact the AICS Privacy Officer at (907) 874-2373 

 

Availability of Notice of Privacy Practices: 
 

A. This notice will be posted in a public location.  You have a right to receive a copy of this notice, and all individuals 

receiving care will be given a hard copy. 

 

Effective Date: July 1, 2004 
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ALASKA ISLAND COMMUNITY SERVICES 

 

PATIENT BILL OF RIGHTS & RESPONSIBILITIES 

 

Each one of our patients has a right to: 
 

1.  Receive service without regard to age, race, color, sexual 

orientation, religion, marital status, gender, national origin or 

sponsor; 

 

2.  Be treated with consideration, respect and dignity including 

privacy in treatment; 

 

3.  Be informed of the services available at Alaska Island 

Community Services (AICS) and the name and function of 

person providing health care services; 

 

4.  Be informed of off-hour emergency coverage; 

 

5.  Be informed of the charges for services, eligibility for third-

party reimbursements and, when applicable, the availability of 

discounted cost care; 

 

6.  Receive an itemized copy of the bill upon request; 

 

7.  Obtain from his/her health care practitioner, or the health 

care practitioner's delegate, complete and current information 

concerning his/her diagnosis, treatment and prognosis in terms 

the patient can be reasonably expected to understand; 

 

8.  Receive from his/her health care provider information 

necessary to give informed consent prior to the start of any 

non-emergency procedure or treatment or both.  An informed 

consent shall include, as a minimum,  

 

(1) the provision of information concerning the specific 

procedure or treatment or both, 

(2) the reasonably foreseeable risks involved, and  

(3) alternatives for care or treatment, if any, as a reasonable 

health care provider under similar circumstances would 

disclose in a manner permitting the patient to make a 

knowledgeable decision; 

 

9.  Refuse treatment to the extent permitted by law and to be 

fully informed of the medical consequences of his/her action; 

 

10.  Refuse to participate in experimental research; 

 

11.  Voice grievances and recommend changes in policies and 

services to AICS’ staff, the operators and the Alaska State 

Department of Health without fear of reprisal; 

 

12.  Express complaints about the care and services provided 

and to have AICS’ investigate such complaints. AICS is 

responsible for providing the patient or his/her designee with a 

written response within 30 days if requested by the patients 

indicating the findings of the investigation.  AICS is also 

responsible for notifying the patient or his/her designee that if 

the patient is not satisfied with the center response, the patient 

may complain to the Alaska State Department of Health & 

Human Services Office, at www.hss.state.ak.us; 

 

13. Privacy and confidentiality of all information and 

records pertaining to the patient's treatment; 

 

14. Approve or refuse the release or disclosure of 

contents of his/her health care record to any health-care 

practitioner and/or health-care facility except as required by 

law or third-party payment contract; and 

 

15.  Access his/her health care record.  

 

16.  Appoint someone you trust to decide about your treatment 

if you lose the ability to decide for yourself. 

 

17.  Receive care in an environment where pain and/or 

suffering can be expressed with comfort and dignity.  Patients 

have the right to have their pain or suffering recognized and 

appropriately alleviated. 

 

 

http://www.hss.state.ak.us/
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EACH ONE OF OUR PATIENTS IS RESPONSIBLE FOR: 
 

 

1. The patient (or his/her parent or legal designated representative) has the responsibility to provide, to the 

best of his/her knowledge, accurate and complete information about present complaints, past illnesses, 

hospitalizations, medications and other matters relating to his/her health. The patient has the 

responsibility to report unexpected changes in his/her condition to the responsible practitioner. A patient 

(or his/her parent or legal designated representative) is responsible for making it known whether he/she 

clearly comprehends a contemplated course of action and what is expected of him/her. 

 

2. A patient (or his/her parent or legal designated representative) is responsible for following the treatment 

plan recommended by the practitioner primarily responsible for his/her care. This may include following 

the instructions of health care personnel as they carry out the coordinated plan of care and implement the 

responsible practitioner’s orders, and as they enforce the applicable AICS rules and regulations.  

 

3. The patient is responsible for keeping appointments and, when he/she is unable to do so for any reason, 

for notifying the responsible practitioner or AICS. 

 

4. The patient (or his/her parent or legal designated representative) is responsible for his/her actions if 

he/she refuses treatment or does not follow the practitioner’s instructions. If the patient cannot follow 

through with the treatment, he/she is responsible for informing the health care provider. 

 

5. The patient (or his/her parent or legal designated representative) is responsible for assuring that the 

financial obligations of his/her health care are fulfilled as promptly as possible. The patient is responsible 

for providing information for insurance. 

 

6. The patient (or his/her parent or legal designated representative) is responsible for following AICS rules 

and regulations affecting patient care and conduct. 

 

7. The patient (or his/her parent or legal designated representative) is responsible for  

   being considerate of the rights of other patients and personnel  

    being respectful of the property of other persons and of AICS 

 

8. A patient’s health depends not just on his/her care but, in the long term, on the decisions he/she makes in 

his/her daily life. He/she is responsible for recognizing the effect of lifestyle on his/her personal life. 
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HEALTH AND PREVENTION INFORMATION 
In order to educate Alaskans about current society health problems,  

The State of Alaska has required us to provide you with the following information: 
 

This information is not intended as a substitute for your health professionalôs opinion or care 

 

WHAT IS TUBERCULOSIS? Tuberculosis (TB) is a disease caused by a germ called Mycobacterium (my-ko-bak-TEER-I-um) 

tuberculosis. TB most often affects the lungs, but TB germs can infect any part of the body. TB may be latent or active TB. ―Latent‖ 

means that the germs are in the person’s body but are not causing illness. If you have latent TB you will not have symptoms and 

cannot spread TB.  

HOW IS TB SPREAD? TB is spread from one person to another through the air. When a person who has TB disease of the lung or 

throat coughs, sneezes, or sings, tiny, moist drops that contain TB germs are sent into the air. A person who breathes air that contains 

these drops may get TB. People with TB disease are most likely to spread it to people they spend time with every day, such as family 

members, friends, or coworkers. You can’t get TB from shaking hands, sitting on a toilet seat, or sharing dishes or utensils.  

HOW DO I KNOW IF I MIGHT HAVE ACTIVE TB? Your symptoms depend on where in your body the TB germs are growing. 

TB germs usually grow in the lungs. TB in the lungs may cause: a bad cough that lasts longer than 3 weeks, pain in the chest, and 

coughing up blood or phlegm from deep inside the lungs. Other symptoms are: weakness or fatigue, weight loss, no appetite, chills, 

fever, and sweating at night  

DOES TB AFFECT ONLY THE LUNGS? No. Active TB most often affects the lungs. But it can also affect almost any other body 

organ, such as the kidneys or the spine. A person whose TB is not in the lungs or throat usually cannot give TB to other people 

CAN I BE CHECKED FOR TB? See a health care provider if you have any of the symptoms of TB and they last more than a week 

or two. These are also symptoms of many other diseases and health problems.  You can be tested to find out whether you have TB or 

another illness. The most common TB tests are skin tests.  A small amount of a special protein is injected beneath the skin.  The 

body’s response will usually show whether TB is present.  This is simple and almost painless test. If a skin test shows TB is present, 

other tests will be done to see if the TB is active or latent.  These might include a chest X-ray or a sputum sample (coughing up 

phlegm, which is then tested). 

 

 

WHAT IS HEPATITIS C? Hepatitis C is a liver disease caused by the hepatitis C virus (HCV), which is found in the blood of 

persons who have this disease. The infection is spread by contact with the blood of an infected person. 

HOW SERIOUS IS HEPATITIS C? Hepatitis C is serious for some persons, but not for others. Most persons who get hepatitis C 

carry the virus for the rest of their lives. Most of these persons have some liver damage, but many do not feel sick from the disease. 

Some persons with liver damage due to hepatitis C may develop cirrhosis (scarring) of the liver and liver failure, which may take 

many years to develop. 

HOW CAN I PROTECT MYSELF FROM GETTING HEPATITIS C AND OTHER DISEASES SPREAD BY CONTACT 

WITH HUMAN BLOOD? 1) Don’t ever shoot drugs. If you shoot drugs, stop and get into a treatment program. If you cannot stop, 

never reuse or share drugs, syringes, cookers, cotton, water, or rinse cups. Get vaccinated against hepatitis A and hepatitis B. 2) Do 

not share toothbrushes, razors, or other personal care articles. They might have blood on them. 3) If you are a health care worker, 

always follow routine barrier precautions and safely handle needles and other sharps. Get vaccinated against hepatitis B. 4) Consider 

the health risks if you are thinking about getting a tattoo or body piercing. You can get infected if: the tools that are used have 

someone else’s blood on them. the artist or piercer doesn’t follow good health practices, such as washing hands and using disposable 

gloves. 

WHY SHOULD I BE TESTED FOR HEPATITIS C? Early diagnosis is important so you can: 1) be checked for liver disease. 2) 

get treatment, if indicated. Drugs are licensed for the treatment of persons with long-term hepatitis C. 3) learn how you can protect 

your liver from further harm.4) learn how you can prevent spreading HCV to others. 

 

 

WHAT ARE FAS AND FASDS? Prenatal exposure to alcohol can cause a range of disorders, known as fetal alcohol spectrum 

disorders (FASDs). One of the most severe effects of drinking during pregnancy is fetal alcohol syndrome (FAS). FAS is one of the 

leading known preventable causes of mental retardation and birth defects. If a woman drinks alcohol during her pregnancy, her baby 

can be born with FAS, a lifelong condition that causes physical and mental disabilities. FAS is characterized by abnormal facial 

features, growth deficiencies, and central nervous system (CNS) problems. People with FAS might have problems with learning, 

memory, attention span, communication, vision, hearing, or a combination of these. These problems often lead to difficulties in school 

and problems getting along with others. FAS is a permanent condition. It affects every aspect of an individual’s life and the lives of 

his or her family.  

 

Fetal alcohol spectrum disorders (FASDs) is an umbrella term describing the range of effects that can occur in an individual whose 

mother drank alcohol during pregnancy. These effects include physical, mental, behavioral, and/or learning disabilities with possible 

lifelong implications. The term FASDs is not intended for use as a clinical diagnosis. 
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FASDs include FAS as well as other conditions in which individuals have some, but not all, of the clinical signs of FAS. Three terms 

often used are fetal alcohol effects (FAE), alcohol-related neurodevelopmental disorder (ARND), and alcohol-related birth defects 

(ARBD). The term FAE has been used to describe behavioral and cognitive problems in children who were prenatally exposed to 

alcohol, but who do not have all of the typical diagnostic features of FAS. In 1996, the Institute of Medicine (IOM) replaced FAE with 

the terms ARND and ARBD. Children with ARND might have functional or mental problems linked to prenatal alcohol exposure. 

These include behavioral or cognitive abnormalities or a combination of both. Children with ARBD might have problems with the 

heart, kidneys, bones, and/or hearing. All FASDs are 100% preventable—if a woman does not drink alcohol while she is pregnant. 

 

HOW CAN WE PREVENT FASDS? FASDs are completely preventable—if a woman does not drink alcohol while she is pregnant 

or could become pregnant. If a woman is drinking during pregnancy, it is never too late for her to stop. The sooner a woman stops 

drinking, the better it will be for both her baby and herself. If a woman is not able to stop drinking, she should contact her doctor, local 

Alcoholics Anonymous, or local alcohol treatment center. The Substance Abuse and Mental Health Services Administration has a 

Substance Abuse Treatment Facility locator. This locator helps people find drug and alcohol treatment programs in their area. If a 

woman is sexually active and is not using an effective form of birth control, she should not drink alcohol. She could become pregnant 

and not know it for several weeks or more. 

 

Mothers are not the only ones who can prevent FASDs. The father’s role is also important in helping the mother abstain from drinking 

alcohol during pregnancy. He can encourage her not drinking alcohol by avoiding social situations that involve drinking and by not 

drinking alcohol himself. Significant others, family members, schools, health and social service organizations, and communities can 

also help prevent FASDs through education and intervention. 

 

In February 2005, the U.S. Surgeon General issued an Advisory on Alcohol Use in Pregnancy to raise public awareness about this 

important health concern. To reduce prenatal alcohol exposure, prevention efforts should target not only pregnant women who are 

currently drinking, but also women who could become pregnant, are drinking at high-risk levels, and are having unprotected sex. 

 

 

WHAT IS HIV? HIV is the virus that causes AIDS.  People who have HIV in their bodies have HIV infection, or HIV. 

HIV is a disease with many stages.  People with HIV may have no symptoms, a few symptoms or many serious symptoms. 

People can have HIV for many years without feeling or looking sick.  They may not even know they are infected.  But they can still 

pass the virus on to others. 

 

Over time, HIV damages the body’s immune system.  The immune system protects the body from disease. 

When the immune system gets very weak, other diseases and infections can enter the body.  This stage of HIV is called AIDS. 

 

YOU ARE AT RISK IF YOU: 1) Have had sex with a man or woman who has had other partners. 2) Have shared injection drug 

needles, or had sex with someone who has. 3) Had a blood transfusion before 1985, when HIV testing began, or have had sex with 

someone who did. 

 

YOU ARE PROBABLY NOT AT RISK IF YOU: 1) Have had no sex, or have been monogamous (had sex only with one partner 

who doesn’t have HIV and who only has sex with you). 2) Have not shared needles to inject drugs or for any other reason, and have 

not had sex with anyone who has. 3) Did not receive a blood transfusion or any blood products before 1985. 

The only way to know for sure if you have HIV is to have an HIV test. 

 

THE HIV TEST. The HIV test looks for HIV antibodies in your body. If you have antibodies, your test results will be positive.  This 

means you are infected with HIV. If you don’t have antibodies, your test will be negative.  This means one of two things: 1) You don’t 

have HIV. 2) You have been infected with HIV, but your body hasn’t made antibodies yet. 

  

 

 

 

http://www.findtreatment.samhsa.gov/
http://www.cdc.gov/ncbddd/fas/documents/Released%20Advisory.pdf
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                               Family Expectations  

 

It is important that your child understands exactly what you expect of him or her upon graduating from a 
Crossings Expedition. After Graduation from the Crossings program, your child:  
 
  Will return home   Will participate in a longer -term treatment program  
 

Please describe the changes the participant will need to make in the following areas: 

 
Follow -up care:  
Will they have to follow the Crossings staffõs recommendations? Will they be going on to longer-term 
residential care? Will they attend AA/NA meetings? What type of counseling will be available?  
 
 
 
 
 
School:  
What school will they be  attending?  What are the rules regarding school attendance and grades?  
 
 
 
 
 
Friends: 
Who will they be allowed to associate with, and what rules will there be about curfews?  
 
 
 
 
 
Activities:  
What activities will no longer be allowed?  What activities will the participant be expected to participate 
in? 
 
 
 
 
 
Alcohol, tobacco, & drug use: 

Is the participant expected to remain completely abstinent or only refrain from illegal drug use? 
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FORM C-4 
INTAKE QUESTIONNAIRE 

 
The information you give here is of a hig hly confidential nature ð however, you may omit any of the 
questions. Answer the questions below giving your true opinion, attitude or feelings.  Your first reaction to 
each question is preferred. 
 
NAME:   DATE:  
 
DATE OF BIRTH:  AGE:  SEX:  
 
LIST THE YOU THõS SIBLINGS. 

 
Name 

 
Age 

 
Relationship 

Does this child 
live in the 

home? 

    Full -sibling  

  Half -sibling  

  Step-sibling  

  Other 

  Yes 

  No 

    Full -sibling  

  Half -sibling  

  Step-sibling  

  Other 

  Yes 

  No 

    Full -sibling  

  Half -sibling  

  Step-sibling  

  Other 

  Yes 

  No 

    Full -sibling  

  Half -sibling  

  Step-sibling  

  Other 

  Yes 

  No 

    Full -sibling  

  Half -sibling  

  Step-sibling  

  Other 

  Yes 

  No 
 
LIST THE ADULTS LIVI NG IN THE HOME NOW . 

Name Age Relationship 

    Natural Parent  

  Step-parent 

  Other Parentõs Partner 

  Adoptive parent  

  Grandparent  

  Other 
    Natural Parent  

  Step-parent 

  Other Parentõs Partner 

  Adoptive parent  

  Grandparent  

  Other 
    Natural Parent  

  Step-parent 

  Other Parentõs Partner 

  Adoptive parent  

  Grandparent  

  Other 

IF EITHER NATURAL PA RENT DOES NOT LIVE I N THE HOME, PLEASE A NSWER THE FOLLOWING  

 
Name 

 
Age 

 

Relationship 

 

Location 
Frequency of contact 

with child  

   

  Father 

  Mother  

    Never 

  Infrequent  

  Regularly 
   

  Father 

  Mother  

    Never 

  Infrequent  

  Regularly 
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Substance Abuse 

Estimate the participantõs substance abuse/addiction: 

Drugs  Age of first use  Start (year/age) of 
regular use 

Current amount 
and frequency  

Greatest amount 
and frequency  

Tobacco     

Caffeine     

Alcohol      

Marijuana      

Methamphetamine      

Cocaine     

Hallucin ogens: 
LSD/Mushrooms/Other  

    

Inhalants     

Opiates: 
Heroin/Opium/  
Valium/Other  

    

Miscellaneous: 
Ecstasy/Other  

    

 
Uses by self?  Yes  No  Black out?  Yes  No 

Uses only with other s?  Yes  No  Vomiting?   Yes  No 

Injection drugs?  Yes  No  Hangovers?  Yes  No 

Tolerance?  Yes  No  Does the child think  
 he/she has a problem? 

 Yes  No 

Ever pass out?  Yes  No      

 
School History  

Did the child attend day care before age 3 years? .....................................................................................   Yes  No 
Did the child go to nursery school?  .............................................................................................................   Yes  No 
Did the child go to kindergarten?  ................................................................................................................   Yes  No 
Does the child have behavior problems in school now? ..........................................................................   Yes  No 
Has the child ever been suspended or expelled from school? .................................................................   Yes  No 
Does the child frequently miss school? .......................................................................................................   Yes  No 
Does the child have learning problems in school now? ...........................................................................   Yes  No 
Has the child had trouble learning to read?  ...............................................................................................   Yes  No 
Has the child had special testing for school problems? ............................................................................   Yes  No 
Has the child ever been placed in any special or exceptional class? .......................................................   Yes  No 
Is the child in special or exceptional education class now? .....................................................................   Yes  No 
Has the child ever failed in any years in elementary or high school? ....................................................   Yes  No 

 
What sort of grades did the child receive in:  
In Elementary School?  Excellent  Fair 
   Good  Poor 
In Middle School?   Excellent  Fair 
   Good  Poor 
In High School   Excellent  Fair 
  Good  Poor 
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Childõs Evaluation and Treatment History 
Has the child ever been evaluated previously for developmental, 
behavioral, or learning problems  ..................................................................................................  

 

 

 
Yes 

 

 

 
No 

 
If so, who provided the evaluation, what type of evaluation did the child have, and what were you told about  
your child regarding the results of any evaluation?  
 

 

 

 

 

 
 
Has the child ever received any psychiatric or psychological treatment? ..............................  

 

 

 
Yes 

 

 

 
No 

 
If so, what type of treatment did he/she receive and how long did the  treatment last? 
 

 

 

 

 
Who provided this treatment to the child?  

 

 
 
Has your child ever received any medication for his/her behavior or 
emotional problems? ......................................................................................................................  

 

 

 

 
 
Yes 

 

 

 

 
 
No 

 
 
If so, what type of medication did he/she  take, at what dose, and for how long? 
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Form C-5 
Emotions and Behavior Inventory  

 
 

Participants Name:            Date:  

 
Date of Birth:       Age:        Sex:  

 
Person filling out form:           Relationship:  

 
 
Instructions:  
Darken the number that best describes your childõs behavior. 

 
Never  

 
Sometimes 

 
Often  

1. Loses temper ...................................................................................................................................................    ¡ ¢ 

2. Argues with adults  ........................................................................................................................................    ¡ ¢ 

3. Actively defies or refuses to comply with adultsõ requests or rules .......................................................    ¡ ¢ 

4. Deliberately annoys people ..........................................................................................................................    ¡ ¢ 

5. Blames others for his/her own mistakes or misbehavior  ........................................................................    ¡ ¢ 

6. Touchy or easily annoyed by others ...........................................................................................................    ¡ ¢ 

7. Angry or resentful  .........................................................................................................................................    ¡ ¢ 

8. Spiteful or vindictive  .....................................................................................................................................    ¡ ¢ 

9. Bullies, threatens, or intimidates others .....................................................................................................    ¡ ¢ 

10. Initiates physical fights  .................................................................................................................................    ¡ ¢ 

11. Used a weapon that can cause serious physical harm to others .............................................................    ¡ ¢ 

12. Physically cruel to people .............................................................................................................................    ¡ ¢ 

13. Physically cruel to animals  ...........................................................................................................................    ¡ ¢ 

14. Stolen while confronting a victim (e.g., mugging, purse snatching, 
extortion, armed robbery)  .............................................................................................................................  

 

  

 

¡ 

 

¢ 

15. Forced someone into sexual activity ...........................................................................................................    ¡ ¢ 

16. Has deliberately engaged in fire setting with the intention of causing 
serious damage ..............................................................................................................................................  

 

  

 

¡ 

 

¢ 

17. Has deliberately destroyed othersõ property (but not  by fire setting)  ....................................................    ¡ ¢ 

18. Broken into someone elseõs house, building, or car ..................................................................................    ¡ ¢ 

19. Lies to get goods or favors or to avoid obligations (i.e., òconsó others) .................................................    ¡ ¢ 

21. Stays out at night despite parental prohibitions ........................................................................................    ¡ ¢ 

22 Has run away from home overnight  ...........................................................................................................    ¡ ¢ 

23 Truant from school  ........................................................................................................................................    ¡ ¢ 

24 Fails to give close attention to details or makes careless mistakes in 
schoolwork, work, or other activities  ..........................................................................................................  

 

  

 

¡ 

 

¢ 

25 Difficulty sustaining attention in tasks or play activities  .........................................................................    ¡ ¢ 

26 Does not seem to listen when spoken to directly ......................................................................................    ¡ ¢ 

32 Forgetful in daily activities  ...........................................................................................................................    ¡ ¢ 
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The Following Questions Are About Your Childõs Emotions & Emotional Reactions: 

33. Does the child show a fear that is excessive or unreasonable in response to the 
presence of, or the anticipation of, a specific object or situation?  For instance, in 
response to, or anticipation of, certain animals, heights, being in the dark, 
thunderstorms or lightning, flying, receiving an injection, seeing blood, or any other 
things or situations? ....................................................................................................................................... 

 

 

 

 

 

 

 

 

 

Yes 

 

 

 

 

 

 

 

 

 

No 

34. Does the child show a fear that is excessive or unreasonable in response to the 
presence of, or the anticipation of, a social or performance situation in which he/she 
is exposed to unfamiliar people or to possible scrutiny by  others? ......................................................... 

 

 

 

 

 

Yes 

 

 

 

 

 

No 

35. Does the child fear that he will act in a way that will be embarrassing or humiliating 
or will be so anxious that it will be humiliating or embarrassing for him?  ............................................ 

 

 

 

Yes 

 

 

 

No 

When your child must be away from you or when he must leave home for activities in the community, does he/she 
show any of the following?  

36. Recurrent, excessive distress when separation from home, or from a parent or major 
attachment figures, occurs or is anticipated ................................................................................................ 

 

 

 

Yes 

 

 

 

No 

37. Persistent and excessive worry about losing a parent or major attachment figure or 
about possible harm occurring to such a figure ......................................................................................... 

 

 

 

Yes 

 

 

 

No 

38. Persistent and excessive worry that an unexpected or untoward event will lead him 
to become separated from a parent or major attachment figure (e.g., getting lost or 
being kidnapped)  ............................................................................................................................................ 

 

 

 

 

 

Yes 

 

 

 

 

 

No 

39. Persistent reluctance or refusal to go to school or elsewhere because of fear of 
separation......................................................................................................................................................... 

 

 

 

Yes 

 

 

 

No 

40. Persistent and excessive fear or reluctance to be alone, or without a parent or major 
attachment figure at home, or without such a parent or caregiver when in other 
settings ............................................................................................................................................................. 

 

 

 

 

 

Yes 

 

 

 

 

 

No 

41. Persistent reluctance or refusal to go to sleep without being near a major attachment 
figure or to sleep away from home  .............................................................................................................. 

 

 

 

Yes 

 

 

 

No 

42. Repeated nightmares involving the theme or topic of separation from a parent or 
other caregiver ................................................................................................................................................ 

 

 

 

Yes 

 

 

 

No 

43. Repeated complaints of physical symptoms, such as headaches, stomachaches, 
nausea, or vomiting, when separation from a parent or major attachment figure 
occurs or is anticipated .................................................................................................................................. 

 

 

 

 

 

Yes 

 

 

 

 

 

No 

44. Does he show excessive anxiety & worry about a number of events or activities, such 
as school performance, or other situations? ................................................................................................ 

 

 

 

Yes 

 

 

 

No 

45. Does your child show depressed mood or irritability for most of the day, by either 
his own report or your own observations?  ................................................................................................. 

 

 

 

Yes 

 

 

 

No 

46. Does your child show any of the following difficulties while he is depressed?     

   Poor appetite or overeating  Feelings of hopelessness 
  Low energy or fatigue   Low self -esteem 
  Poor concentration or difficulty making decisions   Trouble falling asleep or excessive sleeping 
  Diminished ability to think or concentrate   Recurrent thoughts of death or suicide 
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Has Your Child Ever Experienced A Period Of Time:      

47. Where his mood was unusually and persistently elevated; that is, he felt abnormally 
happy, giddy, joyous, or ecstatic well beyond normal feelings of happiness?  ...................................... 

 

 

 

Yes 

 

 

 

No 

 

48. 

 

Or, where his mood was abnormally & persistently expansive; that is the child felt 
able to accomplish everything he decided to do, felt nearly superhuman in his ability 
to do anything he wished to do, or felt as if his abili ties were without limits? ...................................... 

 

 

 

 

 

 

 

Yes 

 

 

 

 

 

 

 

No 

49. Or, where his mood was abnormally & persistently irritable (unusually touchy, too 
easily prone to anger or temper outburst, too easily annoyed by events or by others, 
or abnormally cranky)?  .................................................................................................................................. 

 

 

 

 

 

Yes 

 

 

 

 

 

No 

50. Has your child ever been bothered by certain embarrassing, scary, or ridiculous 
thoughts that came into his mind over and over even though he tried to ignore or 
stop them? ........................................................................................................................................................ 

 

 

 

 

 

Yes 

 

 

 

 

 

No 

51. Has your child ever felt that he had to repeat a certain act over & over even though it 
was embarrassing, silly, or didnõt make sense? .......................................................................................... 

 

 

 

Yes 

 

 

 

No 

52. Does this child demonstrate any nervous tics or other repetitive, abrupt nervous 
movements or vocal noises? .......................................................................................................................... 

 

 

 

Yes 

 

 

 

No 

53. Has your child ever acted in such a way that he seemed to see things, hear things, or 
feel things on his skin that didnõt exist? ...................................................................................................... 

 

 

 

Yes 

 

 

 

No 

54. Has this child ever reported bizarre or very strange or peculiar ideas that seemed 
very unusual compared to other children?  ................................................................................................. 

 

 

 

Yes 

 

 

 

No 
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FORM C-6 

PARTICIPANT QUESTIONNAIRE 
 
 
Name:         
 
 
Please help us get to know by answering the following questions.  (Feel free to attach additional 
pages.) 

Presently what are your three biggest interests in life?  

 
 
 

Presently what are the biggest problems in you r life?  

 

 

Do you have any future plans for school or a career, and if so what are they?  

 
 

What are your three best qualities?  

 
 
 
 
What are some things that you appreciate about your family?  

 

 

What changes would you like to see for yourself and your family?  

 
 

 

What concerns do you have for yourself and your family?  

 

 
 
How do you feel about participating in this wilderness expedition?   
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ACIS Alaska Crossings participates in the USDA Food Service Program. This program enables 

us to provide high quality food services to all of our participants. The following information is 

required by the state to ensure that Alaska Crossings can continue itôs involvement with this 

program. 

 

 

1.  Client Name: __________________________ (Child’s name here) 

 

2.  Food Stamp or ATAP/TANF Case#:  _______________________ 

 

3.  Foster Child:     If this application is for a child who is the legal responsibility of a welfare agency or court, provide the 

child’s monthly personal use income: ________________.  Write ―0‖ if child has no personal use income.   

 

Skip to ñ5ò if you provided a Food Stamp/ATAP/TANF Case number, or if this child is 

in foster care.   
 

4. Please List all Household Members: 

________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

________________________ 

 

Annual Household Income 

 

  $0-$24,050   

  $24,050-$32,375  

  $32,375-$40,700 

  $40,700-$49,025   

  $49,025 -$57,350   

  $57,350-$65,675 

  $65,675-$74,000   

  $74,000-$82,325 

 

5.  Signature and Social Security Number 

a. I certify (promise) that all information on this form is true and that all income is reported. 

b. I understand that the sponsoring agency will receive Federal Funds based on the information that I give. 

c. I understand that the sponsor officials may verify the information on this application. 

 

 

__________________________________ _______-_______-_______ Home Phone:______________ 

Sign Here     Social Security Number Work Phone:______________ 

 

 

__________________________________ ________________ _______________________________ 

Printed Name of Adult   Date Signed  Mailing Address 
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Alaska Island Community Services 

Alaska Crossings Wilderness Expeditions for Youth 

 

 

                                    PARTICPANT PERSONAL EQUIPMENT LIST 
 

We provide all of the camping clothes and equipment you are going to need to stay 

comfortable.  Here is a check list of items the participant is allowed to bring.   Do not 

bring anything that is not on this list because you will not need anything else.   

 

1 or 2 outfits for travelling to and from Wrangell 

 

2 pairs of nylon track pants 

 

3 t-shirts 

 

2 pairs of nylon shorts, we will use these for swimming as well 

 

10 pairs of underwear 

 

10 pairs of wool socks 

 

1 pair of tennis shoes with good tread on the bottom 

 

1 pair of tennis shoes that can get wet 

 

1 baseball cap 

 

Toothbrush and toothpaste 

 

Brush or comb 

 

If you wear contacts or glasses, please bring an extra pair 

 

Photo ID for travelling if you have it 

 

********Disposable cameras are not allowed********* 

 

If there is anything you do not have that is on this list please let the Intake Coordinator 

know as soon as possible.   
 

 
 


