
 

March 11, 2020 
 

Department of 
Health and Social Services  

 
DIVISION OF HEALTH CARE SERVICES 

Medicaid Operations Unit 
 

4501 Business Park Blvd., Suite 24, Bldg. L 

Anchorage, Alaska 99503-7167 

Main: 907.334.2400 

  Fax: 907.561.1684 

Travel Authorization Request for Early Screening Program 

Requesting Source __________________________________Contact # _______________ Fax # ______________ 

Traveler Information  

Provider Information 

 

Provider’s Name, Clinic or Practice: __________________________________________ 

 

Provider Clinic or Practice Address: __________________________________________ 

 

                           __________________________________________ 

 

Primary Contact # : _____________         Fax  # : ______________ 

 

Dates of Travel: _____________________________________________________________________________ 

 

Reason for Travel: ___________________________________________________________________________ 

 

Additional Information: _______________________________________________________________________ 

Authorized Carrier * Bus passes will be issued, unless there is medical justification on file or no bus stop in the area *  

(Anchorage)  Alaska Yellow Cab 907.222.2222 ____ Checker Cab 907.276.1234 ____  Bus passes (adult) ____ / (child)____  

(Mat-Su) AK Cab Valley 907.357.2727 ____  Reliable Passenger Transport 907.632.9939 ____ 

(Kenai/Soldotna) AAA Alaska Cab 907.262.5050 _____ Central Area Rural Transit System aka: CARTS 907.262.8900 ______ 

(Homer)  Kostas Taxi 907.399.8008______  

FAX REFERRAL FORM TO 907.269.4574 

For additional information or to make a request by telephone, call 907.269.4575 

 

Denali KidCare or Medicaid Number: ____________________ 

 

Medicaid Recipients Name: ______________________________ DOB _________ 

 

Parent or Escort Name: __________________________________________     

 

Home Address:    _________________________________________________________________ 

 

                             _________________________________________________________________ 

 

Primary Contact # :______________ Alternate Contact # : _______________ 

Medicaid Recipient/Escort Email Address: ___________________________________________ 

 


