
 

 

Attachments 1 - 4 

Attachment #1 

(1) & (2) Direct Service Providers who are Community Mental Health/Substance Abuse & 

have indicated support/willingness to participate in the proposed projects & who meet the 

2-year experience requirement & are appropriately licensed, accredited, and certified: 

Anchorage Community Mental Health Center 

Alaska Children’s Services 

Denali Family Services 

Family Centered Services of Alaska 

Presbyterian Hospitality House 

The Arc Of Anchorage 

Volunteers of America, Alaska 

Tribal Behavioral Health Directors Committee 

 

Collateral Service Providers & Stakeholders who have indicated willingness to 

support/participate in the project:  

Alaska Youth and Family Network 

CoDI, Inc 

Covenant House Alaska 

Department of Education & Early Development 

Facing Foster Care Alaska  

MatSu School District 

 

Evidence Based Practices Developers/Implementers who have indicated willingness to 

participate in this project:  

STARS Behavioral Health Group 

Parenting with Love and Limits, Dr. Scott Sells & Associates 
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Attachment #1 continued:  (3) Statement of Assurance 
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Attachment #1 Continued: (4) Letters of Support 
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Attachment 2: Data Collection Instruments/Interview Protocols  

The Alaska Division of Behavioral Health has implemented two instruments that fulfill program 

requirements of “screening, assessment and treatment for co-occurring recipients” of treatment within the 

integrated system of care; the Alaska Screening Tool (AST) and the Client Status Review (CSR).The 

AST functions as a standardized state-wide screening instrument that is designed to screen mental health 

(depression, anxiety, risk to self / others) substance use disorder, co-occurring disorders, adverse 

experiences, FASD, traumatic brain injury, major life change and intimate partner violence.  The AST 

screening for MH and SUD is further informed by critical secondary clinical presentations to support 

assessment and treatment planning. 

 The Client Status Review of Life Domains (CSR) is a self-report instrument developed by the 

department that is used to measure a recipient’s quality of life at the time of intake and at subsequent 4-

month intervals during treatment, and at discharge from services. Information from the Client Status 

Review is used in multiple ways: 1) the initial Client Status Review conducted prior or during the intake 

assessment process supplements screening information obtained in the Alaska Screening Tool (AST) to 

inform the assessment and treatment plan. 2) The initial Client Status Review functions as a baseline 

measure of a persons’ quality of life prior to an assessment and entry into services. This initial Client 

Status Review can be compared with subsequent Client Status Reviews to monitor change over time and 

outcomes. (3) The Client Status Review is used to revise a client’s behavioral health treatment plan, and 

measure change at discharge from services. 

The Client Status Review measures multiple life domains. These include “Health”, “Safety”, “Productive 

Activity”, and “Living with Dignity”.  It is important to note that the CSR will be updated by this project 

start date, and will include specific Health Risk Behaviors* of tobacco use, physical activity, and 

nutrition. 

  

• Health 

• Physical Health 

• Mental Health 

• Substance Use 

• Harm to Self 

• Emergency Services 

• Tobacco* 

• Physical Activity* 

• Nutrition* 

Safety 

• Legal Involvement 

• Domestic Violence 

• General Safety 

 

• Productive activity 

• Employment/School 

• Other Productive Activities 

 

Living with Dignity 

• Housing 

• Supports for Recovery 

• Meaning in Life 

• Life in General 

• Service Quality 

• Service Outcomes 

 

 

The AST, CSR, and a related Clinical Guidance Document are accessible on the following url:  

http://dhss.alaska.gov/dbh/Pages/Resources/Regulations.aspx 
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Attachment 3: Sample Consent Forms.  

Attached is a sample consent form to be used within Alaska’s Partnership to improve 

Outcomes for Adolescents and Families.  Specific to consent for participation in service 

intervention, data collection and exchange, providers are mandated through regulation and grant 

requirements to provide informed consent, unique to each agency site.  As a side-note, DBH 

grantees that are HIPAA covered entities must explain in their HIPAA-mandated  Notice of 

Privacy Practices that disclosures of PHI are made for health oversight purposes and as mandated 

by other law.  Requirements for Notices of Privacy Practices are set forth at 45 C.F.R. § 164.520. 

 

Project providers will employ the current practices of gathering the “minimal data set” as 

required by state regulation and grant requirements.  No individually identifiable data will be 

used or transferred for evaluation purposes. 

 

 

Release of Information Form 

You are being asked if you are willing to participate in a study being conducted by the Alaska 

Division of Behavioral Health. Clients may be randomly asked to participate, and will be 

interviewed up to three different times, after they are no longer receiving services. If you are 

selected, you will receive a gift certificate for each interview. 

Interviews are short and ask questions about your quality of life and your interest in re-engaging 

in services. Your responses can help us to improve services. 

Please read the information below, and ask questions about anything you do not understand, 

before deciding whether or not to participate. 

 

PARTICIPATION AND WITHDRAWAL 

Your participation in this study is completely voluntary and you are free to choose whether to be 

in it or not. If you choose to be in this study, you may subsequently withdraw from it at any time 

without penalty or consequences of any kind.  If you choose to not participate, it will in no 

manner impact your ability to access and receive treatment services. 

PROCEDURES 

If you volunteer to participate in this study, we would ask you to do the following things: 

1. Provide enough personal information to allow the researchers to locate and interview you. 

Interviews are: 

 made by telephone  

 Expected to last less than 20 minutes. 

2. Provide information on other persons who can let us know how to contact you if we have 

difficulty. Please only provide information on contacts you trust because they will maintain 

the level of confidentiality you desire. 

3. Allow us to contact you as many as three times in the year following your discharge from 

service. 

POTENTIAL RISKS   

There are minimal risks to participating. The researchers conducting the study have all signed 

agreements to keep your information confidential. Any information that is obtained in 

connection with this study and that can be identified with you will remain confidential and will 

be disclosed only with your permission or as required by law. Researchers will be discrete when 
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attempting to contact you and will keep information on your contacts confidential. Attempts to 

contact you will refer only to a research study you agreed to participate in.  

 

POTENTIAL BENEFITS  

Information obtained from the interviews will become part of your clinical record. It will be used 

to assess the long term benefits of treatment and the interest of former clients to re-engage in 

services. This has the potential to support funding for programs and improve services. 

After the completion of each interview you will be mailed a gift certificate as a thank you for 

participating. 

 

IDENTIFICATION OF INVESTIGATORS 

If you have any questions or concerns about the research, please feel free to contact Richard 

Nault, of the Division of Behavioral Health, at 907 465 4959. 

 [identify research personnel.  Include day phone numbers and addresses for all listed 

individuals.] 

SIGNATURE OF STUDY SUBJECT  

 

I understand the procedures described above.  My questions have been answered to my 

satisfaction, and I agree to participate in this study.  I have been given a copy of this form. 

________________________________________ 

Name of Participant 

 

________________________________________  ______________ 

Signature of Participant or Legal Representative  Date 

 

SIGNATURE OF STAFF OBTAINING CONSENT  

 

In my judgment the subject is voluntarily and knowingly giving informed consent and possesses 

the legal capacity to give informed consent to participate in this research study. 

________________________________________  ______________ 

Signature of Staff      Date 
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Addendum D 

Locator Form:  How to Get in Touch with Me 

CONSENT FOR RELEASE OF LOCATOR INFORMATION 

I, 

       (Participant’s name) authorize the following agency to provide 

information such as: mailing and/or street address, telephone number, and other information that 

will be helpful in locating me for follow-up interviews for the  

Partnership to improve Outcomes for Adolescents and Families. 

The purpose of this information is to help the study team locate me to conduct as many as three 

telephone interviews, four months apart, after I discontinue services. The first interview is 

scheduled 4- months after I leave services, then another at 8-months, and a final interview 12-

months. Anyone I list below may know how to get in touch with me after I leave services.  This 

list may include counselors, friends or family.  Important: Individuals contacted in an 

attempt to locate you will not be informed of the purpose or nature of the study. 

The persons conducting the study may obtain my locator information from the following persons 

or agencies. 

 

Other  Agency Contact:  

Name: Relationship: 

Phone number: 

 

Personal Contact #1 (Family Member, Friend): 

Name: Relationship: 

Current Address: 

City: State: Zip: 

Home phone: Cell phone: 

E-mail address: 

Best time to contact: 

Personal Contact #2 (Family Member, Friend): 

Name: Relationship: 

Current Address: 

City: State: Zip: 
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Home phone: Cell phone: 

E-mail address: 

Best time to contact: 

 

Personal Contact #3 (Family Member, Friend): 

Name: Relationship: 

Current Address: 

City: State: Zip: 

Home phone: Cell phone: 

E-mail address: 

Best time to contact: 

 

Consent: I give my consent to members of the study team who will use the information provided 

by the individuals and agencies listed above only to locate me for follow-up interviews. I 

understand that the information recorded above is confidential and unavailable to anyone 

outside the study.  I may cancel this consent at any time, in part or in full, by calling 

CONTACT PERSON at PHONE NUMBER. This consent expires automatically 

TWO YEARS AFTER THE DATE THIS FORM IS SIGNED. 

Participant Name         

Participant Signature:        Date:    

Witness Signature:        Date:    

Thank you very much for agreeing to take part in this study! 

The client may choose to revoke participation at any time.   

I _____________________________ have chosen to revoke my consent to participate in this 

survey.  
  (Client Name) 

 

_____________________________________________________________________________________________________________________

_____ 

Tracker Name           Date 
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Attachment 4: Documentation that the Project Addresses a State-Identified Priority:  

[Some Pages of the BTKH Plan have been omitted due to Page Limits] 
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 Assurances – Non-Construction Programs. You must read the list of assurances provided on the 

SAMHSA website and check the box marked ‘I Agree’ before signing the face page (SF-424) 

of the application. You are also required to complete the Assurance of Compliance with 

SAMHSA Charitable Choice Statutes and Regulations Form SMA 170. This form will be posted 

on SAMHSA’s website with the RFA and provided in the application package. 
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