
 

P.O. Box 240808 
Anchorage, AK  99524-0808 
(907) 644-6800  

June 19, 2009 

Vision Services Training Presented by 
Alaska Medical Assistance and Rochester Optical 

Affiliated Computer Services, Inc. (ACS) is pleased to offer free classes for vision service providers.  

ACS and Rochester Optical will offer vision services training in Anchorage, Alaska, on 
Friday, July 24, 2009, at 1835 S. Bragaw Street, in the training room on the third floor. ACS will provide 
specific instruction on the Alaska Medical Assistance rules and procedures for enrolled optometrists, 
opticians, and ophthalmologists. A representative from Rochester Optical, the contractor for eyewear 
with the state of Alaska, will discuss what eyewear is available for recipients, as well as the procedures 
for ordering. Rochester training is offered just once per year; please take this opportunity to ask any 
questions you may have regarding Rochester Optical services or Alaska Medical Assistance. 
 

Friday, July 24, 2009 

ACS Vision Services Training 1:30 p.m. - 2:45 p.m. 
Rochester Optical Vision Training 3:00 p.m. - 4:30 p.m. 

 
You may register for classes on the ACS Website at http://medicaidalaska.com; choose 
Training, then Online Registration. You will receive a response that you are registered. You may also 
complete the registration form located at the bottom of this flyer and return it to ACS via fax, email, or 
mail. The fax number is (907) 644-9845. The email address is anctraining@acs-inc.com. The mailing 
address is: 
 

Affiliated Computer Services, Inc. 
Attention: Training Department 
P.O. Box 240808 
Anchorage, Alaska 99524-0808 

 
Due to limited seating, we cannot guarantee a seat if you are not registered. If you are 
unable to access the ACS Website to obtain the registration information, please contact the provider 
trainer at (907) 644-6800 or (800) 770-5650 (in state, toll-free). 
 
Date/Time of Training: _________________________________________________________________  

Attendee Name:______________________________________________________________________  

Organization Name:___________________________________________________________________  

Mailing Address: _____________________________________________________________________  

___________________________________________________________________________________  

Phone Number: ______________________________  Fax Number: ___________________________  

E-mail Address: ______________________________________________________________________  

Alaska Medicaid Provider ID Number(s):___________________________________________________  


