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Letter of appeal
Docket No 15 15 d?;;:4ot
HCP Number 10992
HCP Name Kanakamlk Hospital, Dillingham Alaska
Request for Recalculation of Support

Person filing appeal:

William D. Pearch
PO Box 130
Dillingham, Alaska 99576

Phonc: 907.842.9300
FAX: 907.842.9486
Email: QPcarch({I).hhahe.org

Bristol Bay Area Health Corporation, Kanakanak Hospital requests that the level of
support iSSlied in the funding commitment letter issued July 27,2006 be reviewed and
adjusted to the level requested on the FCC Form 466.

When the 466 was filled out online, support was requested for 12 months
approximately 10 months into the support period there was a rate change that increased
the total amount of the circuit cost by approximately $300. In speaking with the USF
coordinator of our service provider (Steve Walker, GCI Communications Corp) it was
detennined that an additional 466 would only be required ifBBAHC wanted USF
coverage of the additional amount (about $3(0). BBAHC decided to forgo the
additional 466 based on that guidance.
When the Funding Commitment letters came in for FY 2005, a spot check was done on
the 32 letters. and everything looked to be in order. A couple of months went by and our
service provider noticed that there was a discrepancy betwecn what was requested and
what was committed for funding request 20996. We identified that USAC had funded
only that last 1.87 months of the funding year. rather than the full funding year. and not at
the rate identified on tile 466 filed.
A numher of attempts to identi fy why the funding was different and to rectify the
situation were made. until in October I was advised by USF staffto file an appeal, well
ailer the 60 day window had passed.
An appeal was filed. and denied based on being outside the 60 days penl1itted by FCC
niles.
It is BBAllC's stance that USAC should fund BBAHC, Kanakanak Hospital for the full
amount requested on the 466, or altematively fund the first 10.13 months based on the
information provided on the 466s filed.

Included with this letter of appeal arc associated FCC form 465s, 466s, and 467s lor HCr
10992 as well as a copy of tile decision from I iSAC.

William D. Pearch, CIO
Bristol Bay Area Health Corp



'US' A ,e""...... ,n ../
Rural Health Care Division

Administrator's Decision on Rural Health Care Program Appeal

VIA ELECTRONIC AND CERTIFIED MAIL

August 1,2007

Mr. Bill Pearch
Chief Information Officer
Bristol Bay Area Health Corporation
6000 Kanakanak, PO Box 130
Dillingham, AK 99576

Re: &"gucsUQLRecaleulation ofSupport-·Kanakanak Hospital, H1=P #IQ291

Dear Mr. Pearch:

Thc llniversal Service Administrative Company (USAC) has completed its evaluation of
the November 30, 2006 Letter of Appeal submitted by Kanakanak Hospital
("Kanakanak"), HCP #10992. The appeal requests that USAC increase support from thc
Rural Health Care Division's (RHCD) previously determined level. Upon review, USAC
concludes a highcr level of support is not appropriate.

Dccision on Appeal and Explanation: Denied

A party may appeal an action by a division of USAC pursuant to 47 C.F.R. § 54.719.
Such appeals must be made within 60 days of the date of the USAC's division's decision
pursuant to 47 C.F. R. § 54.720. In this matter, thc 60-day clock began running on the
issuance date of the Funding Commitment letter. The Funding Commitment letter fur
this application was issued on July 27, 2006, Kankanak's appeal was received on
November 30, 2006. Because the appeal was received atter 6()-{jays permitted under the
rules, USAC is unable to consider the appeal as the deadline is an FCC mandated
deadline that USAC cannot waive.

If you wish to till'lhcr appeal this decision, you may tile an appeal with the FCC. Detailed
instructions for tiling appeals are available at:

http://www.usac.org/rhelabout/fi Iing-appeaIs .aspx

Sincerely,

lsi USAC
Universal Scrvice Administrative Company



USAC
Universal Service Administrative Company

Rllrall-leallh Care Divi,ioll

80 South Jefferson Road
Whippany. NJ 07981

.Lly 27.2006

Bill Pearch
Bristol Bay Area Health Corporation
POBox 130, 6000 Kanakanak
Dillingham, AK 99576

www.rhc,universalservice,erg
Phone: 1-800-229-5476

HCP Number:
HCP Contact Name:

Hep Name:
HCP Address:

Re: Funding Commitment for Funding Year 2005, Funding Request # 20996

Dear Bill Pearch:

The Rural Health Care Division (RHCD) of the Universal Service Administrative Company (USAC) has completed
a review of your FCC Forms 466 or 466A and made decisions with respect to your request for support of
telecommunications or Internet services. This letter is to advise you of our decisions. We have sent this letter to
both the rural Hep mailing address (above) and the rural HCP physical location (below) if these addresses are
different.

10992
Bill Pearch
Kanakanak Hospital (BBAHC/PHS)
6000 Kanakanak Rd POBox 130
Dillingham, AK 99576

In addition, a copy of this letter has been sent to your service provider listed below.

Service Provider Name: GCI Communications Corp.
Service Provider Identification Number (SPIN): 143001199

Based on the information provided on your applications, the RHCD determined that the rural HCP may receive
the onetime (non-recurring) and monthly recurring support amounts shown below for Funding Year 2005 (7/1/05
to 6/30/06). The eslimated total support amount listed below is what the RHCD has reserved for your request.

Service: SaVFrame Rei - 1544 Kbps
Billing Account Number: RH000220002

i I

I
Type 01 Eligible Support Estimated Non-Recurring Monthly Estimated Funding

I Service Support End Date Months of Support Recurring Tala I Support Request

I Agreement Start Date Support Amount Support Amount Amount Number

I
I --~.__._._-- .. - --------r----. -_..

j Contract 5/5/2006 6/30/2006 1.87 8130.00 810.852.94 820,425.00 20996

I
I
L.

To help you understand the information provided in this letter, the follOWing definitions are provided:

• Service: The type of service ordered from the service prOVider as shown on Form 466 or 466A.



• Type of Service Agreement: This reflects RHCD's determination of whether the applicant is eligible for
support based on a contract or a month to month service. For contract serVice, RHCD must have reviewed
the relevant document(s) and determined that they meet RHCD contract criteria (written document signed
by both parties with a valid contract award date and sufficient terms of service). Agreements that do not
meet the standards for treatment as contracts are treated as month to month service, or if an HCP is eligible
for month to month service support prior to the contract award date, they are treated as month to month
service. In some circumstances, service under a pre-existing contract may be supportable before the 29th
day that Form 465 was posted on the RHCD website, but month to month service is never eligibie for such
pre-posting support. Questions about contract/month to month determination may be directed to the RHCD
Customer Services Support Center at 1-800-229-5476.

• Eligible Support Start Date: The first possible date for which the RHCD will provide support for the
requested service. Note: If the actual start date on Form 467 IS different from the date on Form 466 or
Form 466A, the eligible start date will either be the date shown on Form 467 or the 29th day after Form 465
was posted on the RHCD website depending on which is later and the type of service agreement.

• Support End Date: The end date of Funding Year 2005 is June 30, 2006. This is also the last day support
may be given to eligible rural HCPs for Funding Year 2005 of the program.

• Estimated Months of Support: The number of full and partial months, calculated tram the eligible support
start date to the support end date based upon information provided on Forms 466 or 466A and supporting
documentation.

• Non-Recurring Support Amount: The eligible one-time charges associated with the services ordered from
the service provider. This amount is calculated from information provided on Forms 466 or 466A and
supporting documentation. It may be different from the amounts submitted by the rural HCP because of an
adjustment determined to be appropriate under program rules.

• Monthly Recurring Support Amount: The eligible monthly recurring support that the rural HCP should
receive on bills from the service provider on a monthly basis during Funding Year 2005. This amount IS
calculated from the information provided by the rural HCP on Form 466 or 466A and supporting
documentation. It may be different than the amounts submitted by the rural HCP because of an adjustment
determined appropriate under program rules.

• Estimated Total Support Amount: The Monthly Recurring Support Amount multiplied by the Estimated
Months of Support, plus the Non-Recurring Support Amount. The actual total support amount may differ
from the amount shown above, depending upon when service actually started, as reported to RHCD on
Form 467.

• Funding Request Number: The number aSSigned to the service request by the RHCD.

Next Steps

It is important to save this letter. Your next step in this process is the HCP's completion and submission of
FCC Form 467. An electronic certification option is availabie through the RHCD website. allowing you to
submit the Form 467 online. See the "E-Certification" section of the website for details. ThiS Will to confirm
your receipt of the services for which support has been approved, and the date on which the serVice proVider
began prOViding those services (If this funding commitment letter is for zero support, you need not complete
a Form 467). You will need the Funding Request Number in the table above to complete Form 467. Your
completed Form 467 allows us to begin processing invoices from the service provider for your support. You
should contact each service provider yourself to make any necessary arrangements regarding billing of
supported services, and any other administrative details relevant to your participation in this universal service
program.



When filling out Form 467, please take special care when completing Block 5, Item 12, which requires the
Billing Account Number of the organization eiigible to receive the "universal service support credit." The
Billing Account Number is an account code used by service providers to track charges and credits for
customers and is listed on the bill for the supported service. The RHCD recommends that rural HCPs verify
the Billing Account Number with their service provider.

The Billing Account Number in Item 12 must belong to the entity that is actually billed for the supported
service. 11 the service used by the rural HCP is billed to another organization, such as the "parent" entity in a
telemedicine consortium or network, please verify the Billing Account Number with that organization. FCC
rules specifically state that the benefits of this program are only available to eligible rural HCPs. Therefore,
although the service may be billed to another organization. the benefits of the support must clearly flow to the
eligible rural HCP.

The Form 467 should be signed by the HCP employee responsible for procuring or maintaining the requested
services for the rural HCP. The signer 01 Form 467 is certifying that the eligible rural HCP has or will receive
the benefit of the universal service support.

The Billing Account Number. certitications, and all other information provided on FCC Forms 465. 466, 466A,
and 467 may be subject to audit by the RHCD and the FCC. The RHCD must be immediately notified. If at
any time. the supported services are not being conveyed to the eligible rural HCP. or the eligible rural HCP IS

not otherwise receiving the benefit of this federal universal service support. Rural HCPs that are approved for
support are reminded that they, and any entity that filed an application on their behalf, continue to be subject
to audits and other reviews that the RHCD and/or the FCC may undertake to insure that the universal service
support is being used in compliance with FCC program rules. If the RHCD discovers that supported services
are not being used in compliance with program rules, applicants will be subject to enforcement activities and
other means of recourse by the RHCD and other appropriate Federal, stale, and local authorities.

Appeals

The RHCD recognizes that some health care providers will disagree with our decisions. If you wish to file
an appeal, your appeal must be postmarked no later than 60 calendar days after the Funding
Commitment Letter was issued, starting on the date at the top of this letter. There are two appeal
options:

A. Write an RHCD Letter of Appeal explaining why you disagree With the Funding Commitment Letter and
what outcome you request, OR:

B. Write an appeal directly to the Federal Communications Commission (FCC) -skipping Option A
explaining why you disagree with the RHCD's decisions. The FCC rules governing the appeals process
(Part 54 of Title 47 of the Code of Federal RegUlations 54.719 - 54.725 as amended January 24,2002 by
FCC Order 01-376) are available on the RHCD web site (www.rhc.universalservice.org). While you may
write directly to the FCC without first presenting your appeal to the RHCD, you are encouraged to write
first to the RHCD sO that we have an opportunity to review your appeal and grant It, il appropriate.

Please tollow these guidelines when submitting a letter of appeal to the RHCD:

1. Write and mail your letter to:

Letter of Appeal
Rural Health Care Division of USAC
2000 L Street Northwest, Suite 200
Washington, DC 20036
Phone: (800) 229-5476



2. Appeals may be submitted to the RHCD electronically, by fax or bye-mail. E-mail submissions musf be
submitted to rhc-admin@universalservice.org. The RHCD will automatically repiy to incoming e-mails to
confirm receipt E-mails can be submitted in any commonly used word processing format Appeals to the
RHCD filed by fax must be faxed to 202-776-0080. Appeals submitted bye-mail will be considered filed
on a business day if they are received at any time before 12:00 a.m. (midnight), Eastern Standard Time,
Similarly, fax transmissions Will be conSidered flied on a business day If the complete transmission IS
received at any time before 12:00 a,m,

3, Please provide necessary contact information, List the name, address, telephone number, fax number,
and e-mail address (if available) of the person who can most readily discuss this appeal with the RHCD,

4. Identify the rural HCP Name, HCP Number, and Funding Request Number(s) from this letter,

5, Explain the appeal to the RHCD, Please keep your letter brief and to the point. It must identify a problem
and Why it is being appealed. RHCD support decisions are made by applying non-discretionary program
rules to information submitted by applicants, so a letter simply stating, ''We appeal the amount of support"
provides no Information that could lead to a different deciSion, Please review the information SUbmitted,
and explain precisely what alternate decision you believe RHCD should have reached using that
information, within program rules, Please provide documentation to support your appeal.

6, Unless you are filing the appeal via e-mail, you must attach a photocopy of the Funding Commitment
Letter you are appealing,

7, The RHCD will review all letters of appeal and respond in writing within 45 days of receipt of the appeal.
The response will either grant the appeal or will explain why the appeal was not granted,

8, If the rural HCP disagrees with the RHCD's response, it may file an appeal With the FCC within 60 days of
the date the RHCD issued its deCision In response to the rural HCP ietter of appeal. The FCC address to
which a rural HCP may direct its appeal is:

Federal Communications Commission
Office of the Secretary
445 12th Street, SW
Room TW-A325
Washington, DC 20554

Documents sent by Federal Express or any other express mail should use the following address:

Federal Communications Commission
Office of the Secretary
9300 East Hampton Drive
Capitol Heights, MD 20743
(8 AM - 7PM ET)

The FCC will not accept hand-delivered or messenger-delivered paper filings at its headquarters, They
Will be accepted only at the tollowing address:

Federal Communications Commission
Office of the Secretary
236 Massachusetts Avenue, NE. Suite 110
Washington, DC 20002
(8 AM - 7PM ETl

For security purposes, hand-delivered or messenger-delivered documents will not be accepted if they are enclosed
In an envelope. Any envelopes must be disposed of before entering the building. Hand deliveries must be held
together with rubber bands or fasteners.



Appeals may also be submilled to the FCC electronically, either by the Electronic Comment Filing System (ECFS)
or by fax, The FCC recommends filing with the ECFS to ensure timely filing. Instructions for using ECFS can be
found on the ECFS page of the FCC web site. Appeals to the FCC filed by fax must be faxed to 202-418-0187.
Electronic appeals will be considered filed on a business day If they are received at any time before 12:00 a.m.
(midnight), Eastern Standard Time. Fax transmissions will be considered filed on a business day if the complete
transmission is received al any time before 12:00 a.m.

Please be sure to indicate Docket Nos. 96-45 and 97-21 on all communications with the FCC. The appeal
transmission must also provide the rural HCP name and HCP number from the leller(s) being appealed. plus
necessary contact information, including the name, address, telephone number, fax number, and e-mail address (if
available) of the person filing the appeal. Unless the appeal is bye-mail, please include a copy of the letter being
appealed.

Funding Year 2006

The Funding Year 2006 application-filing window will open well before the beginning of the funding year on
July 1, 2006. Check the RHCD website for dates and details. The FCC requires applicants to re-file each
funding year to participate in the rural health care universal service support mechanism, and applicants must
complete and have a Form 465 posted on the RHCD website for 28 days before they may select a service
provider and become eligible to receive support.

Questions

If you have any questions or need help, please call the Customer Service Support Center at 1-800-229-5476,
Monday through Friday. 8am - 8pm. Eastern Time. Please have your HCP Number available as a reference.

Sincerely.

RHCD- USAC

cc: GCI Communications Corp" Kanakanak Hospital (BBAHC/PHS)
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FCC Form

466

Health Care Providers Universal Service

1"ul/dlng Request and Certification
Approv:.ll by 0\18

31J61J-IJS1J4

rlh..' Deadline to submit this Fonn is the JlIne 30th End of the Funding

Year.
Estimated time per response: 3

hours
Read instructio!l;; thorou1l.hlv before cOIllPleting this form. Failure to comph may \,llU$l' delaved ur dellied fUlltliug.

IHhH'I;
,

I: nep lntf;rOLHinn I
II

1
HCP Name Kanakanak Hnspital (BBAHClPHS) 2 IKP l'umber 10992

J3 Form4bS Application!! 13398 4 Consortium Name (If any) Bristol Bay Arcl1 Hel1lth
Corporatiun

[: - ~._--,--- --
]"k ~. EjI\P;j\ ~ -{' I nr;,HH,lltH,:

) Billed Entity "\lame Kanakanak Hospital (BBAHCIPHS) 6 Bl1led Entity FCC RN 1J008977852 I
7 Contact Name
Bill P(~arch

,

S Address Line 1 6000 Kanakanak Rd I
:

I
9 Address Lint' 2 I' () Box 130 i
10 ('ity Dillingham 11 StatE: AK 12 Zip 99576 I

IU COtltact Phone i,l 14 Fax I! 15 E-Mail
91)7-842-5201 907-842-9486 bpearch(a;bb~lhc.org

HluLJ: 3: Funding "real' Int~!nlUltiun

16 Funding Ye<lf - Check only one box l
Year 2004 (7/j!201J4 - 6/30/20(5) X Vear 2005 (711/2005 - 6130120(6) Year 2006 1"/1i2006 - 61:\{)121J117) I

[,= ! =,---
\ ;{<.: j;d IPIL\,jIlH

---]1
- --- -- .- _.

I i- l'ype orScnice S:'l(/Fnuue Rei

Circuit Bandwidth 1544

IR TotJl Billed Miles 0 19 Maximum Allowable Distance (From Form 465) 337

20 Perl.:cntagc ofEep's service used for the provision of health care. 1OOlY.~ (If less than 100%), please
explain. )
fr the Hep indicated it is a part-time eligible entity (011 Poml 465}, describe L1lcthod of allocut illg pror;lted
Sllpport

I-'.. --- - -
I --_.-'- -. --_.. - -

! <:1i';o ,'jl,jn

"nj,.,rrnxl\(!O
( arrlcl' " ('nnw!' H (,H(h'" \ t, ,Ut"rli -,' I

21 Service Provider GCl

Namc Communications
Corp.

22 Service Provider 143001199
Identification Number

(SI'I'J)

.:3 Service Pn)\"iJer Ste\,(' \Valkcr

('ontact Pt:rson :-'·ame

24 Service Provider 907.868.6416

Contact Person's Phonc #

2S Service Provider swalker(£i; ci.com

hl tp:II"ww.rhe,uni versaIservice.org/onlinefonns/Fon11466rev2005/Summary466 ,ASP?Y,.. 10/1 ()i2007



'iulin 466 Display - 10#15846' Page2uf4

Contact Person Email

26 Circuit Start Location

27 Circuit Termination

Location

28 Billing Account

1'\umbn

}9 Tantr. COlltr'lc!. Ot
uthcr document reference

number

30 Date ContT3ct Signed
or Date Her Selected

Carrier

31 Contract Expiration
Date
(l1lrn,deVyyyy or "T')

i2 Service jmtallatian

Date

33 Actual Rural Rate per

Month

Anchorage

Dillingham

RH000220002

He063

10/5/2004

613012010

7/112005

15065.98

34 If you arc a consortia member OR have multiple carders, please attach a Circuit Diagram to show how Thi:'
Stte'> m[(,1'conn(;'c,t and which carrier(s) provlde each circlllt segment.

CIrcuit Diagrnm Attached? Yes

JS Are you it mohile rural health care provider? No

If yes, see lnstructlons and attach a list of all sltes to be served.

Complete this block if you are seeking support for mileage (distance-based) charges only Do lUll cnler ally'

other charges in tillS block You may need to ask your service provider representative to provide this
information.

$$

3(J Billed ell-cuit Miles

.17 i\.'lonthly Mile3gi..'

Charges (l;.'xcluue
Channel Termination

chgs, etc.)

J;-.) C:ost per Mile per
Month

J f Line 33 equals Line 37, please ensure that ONLY mileage-related charges (l[C included in Line 37.

Complete: Block 6 if you have not completed Block 5 and are requesting support far all dements of YOlU

telecommumcatiol1s serVlce necessary for the provision of health cal"(~. The information in this block \vill
establish the difference bet\veen the urban anet rural rates for your requested scrV1CC. Please call RfleD at 1
800-229~5476 if you need assistance.

I t"rner \ C,m", II ""i" ( '""
,39 One-time Lrball Rate $ 750 $ S :S
Charge
\ in sekneJ large Ctty)

40 On('-lime Rural Rate $ 0 S ~ ~

Charge

h1I P:'/1'1'1' "rhe.un iversa Iscrv iec"urg/onIinc fomlSiFonn466rev2005/Summary466.AS P"Y.". 1011 0/200 7



'Furm 466 Display - 10#15846'

(in city \vhcrC' HCP is
]ocato.:d)

.11\Ionthly Urban Rate $ 135
(m selected large city)
Other rate
documentation
attached.

s

Page 3 of 4

If your circuit includes charges for mileagt.: over the Maximum Allowable Dist.. (Linc'
19), please comple-te Lines 42 to 44. Otherwise. skip to Block 7 (next page).

42 Hilled Circuit Miles

43 Monthly Mileage $ $ S $

Based ('harges

44 Cost per Mile per
r-.,.1onth

45 DId you receive any bids in response to the Form 465 Request for Services posted on the-REeD web site?
lfyoll c:heck yes. copies urthe bids \H]ST be mailed to RHCD.

Yes

46 YES: I certify that the above named entity has considered all bids received and selected the most cost
effective ruethod of providing the requesled service or services. The "most cosH:ffcctin.' servil.:e" IS defined
in the Universal Service Order as tht· service available at the lowest cost after consickratioll of thl' features,

I quallly or transmisslOl1, rehabihty, and other factors that the health care provider deems necessary for the

service to adequately transmit the health care services required by the health carl' provider.

47 YES: Pursuant to 47 C.F.R. Sees. 54.60l and 54.603. I certify that the HCP or consortium that r am
representing satisfies all of the requirements herein and \\li11 abide by all of the relevant requirements,
lllc1uding all applicable FCC rules, with respect to univl:rsal service benefits provided under 47 U.S.c. Sec.
254. I understand that allY Iener from RHCD that erroneously states that funds wJll he made available fnr the'

bcnefit of the applicant may be subject to rescission.

48 YES: I hereby cCltify that the billed entity willmutntain complete hilling records for tIle Sl'I"Vll'C for t"i\T

years.

49 YES: r (crtify that 1 am uuthorized to submit this request on behalf of the above-named Dilled Entity and
HCr, and that 1 have examIned this fonn and attachments and that to the best of my know' ledge, information,

and hellef, all statements of fact contained herein are true.

I
i 50 Signature

FCFRT-3/15/2006I
52 Printed name

William D Pe"...,h

54 Employer of authorized person

Bristol Bay Area Health Corp

51 Dale

53 Title or posltion

CIO

55 Employer's FCC R'\
0008977852

\IOTICL TO It\DfV[[)UALS: Section 54.603(b)(4) of the Federal Communications Commission's rules
requires all health I..'are providers requesting direct henefits from tbis support mechanism to fill' this Funding
Request and Certification Form (FCC Form 466) with the Rural Health Care Division. 47 CF,R. § 54.603(b)
(4). The collection ofinfonnation stems from the Commission's authority under Section 254 of the
C:ommumcations Act of 1934, as amended, 47 U.S.C. § 254. The data reported will be u5t:d to ensure that
health care providers have selected the most cost-effective method ofproyiding the requested services as set
forth ill 47 C.f.R. § 54.603(b)(4).

An agency may not (:onduct or sponsor, and a person is not required to respond to. a collectlOtl of ml'ulll1atioll

http:'/www.rhc.univcrsalservice.org/on lineforms/Form466rev2005/Summary466.ASP"Y... I0/10/2007



'Fonn 466 Display - ID#15846'

lInks~ it displays J currently valid OMB control number.

Page 4 of 4

Th(.,' foregoing t'iotice is required by the Paperwork Reductiun Act of 1995, Puh. L. No. 104-13,44 U.S.C, 9
350 I, c1 seq. In addition, consistent \vith the' Communications Act of 1934, FCC regulations and onkrs, the
Freedom of Information AcL 5 U.S.c. S 552, or other applicable law, mformation provitkd in or suhmitted
with this form or in response to subsequent inquiries may be disclosed to the puhlic.

Public reporting burden for this collection of information is estimated to average J.O hours per response,
including the time for reviewing instllJctions. searching existing duta sources, gathering and maintaining the
data needed, completing, and reviewing the collection of information, Send comments regarding this burden
\.:'stlmate or any other aspect of this collection of infortTh'ltion, including suggestions for reducing the reporting
burden to the Federal Communications Commission, Performance Evaluation and Recmds \1anageml'l1t

I Enllleh, \\;;lshl11~ton, D.C'. 20554,

Persons willfully 1l1'-lkmg false statements on this form may be punished by fine or forfeiture, under the
Communications A<:t, 47 U.S.c. Sees. 502, 503(b), or fine or imprisonment under Title 18 urtbe United States
Cude. 18 US.c. Sec ]001

This form should be submitted to:
Rural Health Care DiviSion
100 South Jefferson Road

Il'oW~h~ip~p~a~ny,=,~N~J~0~7",,9~8~1======o===================-I

Click here to return to the HCP Information Page

hUp:!Iwww.rhe.univcrsalservice.org/onlinetormslFonn466rev2005/Summary466. AS P?Y... 10/1 0/2007
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FCC Form

466

Health Care Providers Universal Service

Funding Request and Cortificatioll Form
Approval hy OI'vfB

111()1I-1I~1I4

The Deadline to submit this Form is the June 30th End of the Funding
'{CDr.

Estimated time per response: J

hours
~

11:I\-'h'l\ \ ; IH P i J1fr.H"nlll1'loH i,
- .-

I llCP ~arl'le Kamlkallak Hospital (BBAHC/PHS) :2 Hep Number 10992
, FnrJll465 Applicatio!l iI 13398 4 COllsortlUm Name (If any) Bristol Bay Area Health

Corporation
--

JU!!).;!" },: Bill P:t~H lnfonmnioo

5 Billed Entity Name Kanakallak Hospital (BBAHClPHS) 6 Billed Entity FCC It" 0008977852

7 Contact Name
Bill Pearch, Addri:'ss Line 1 MillO Kanakanak Rd I

Il)

I
Address I.inc ~ POBox 130 ,

III City Dillingham 11 State AK i2 lip 99576
i

13 Contact Phone # 14 Fax # i5 E-Mail I

907-842-5201 907-842-9486 hpea rch(q;:hbah c.o rg
I

--,--.

l~~>!:":l-:_-'~-~'~;-ndiug \ ,',]1 !llfnrln:l! ion

_._~ _.._.- '--1
i

.- I

16 I'-unding Ycar - Check only one box

Year 2004 (7'1'201J4 - 6!J()/2005) X Year 2005 (7/112005 - 6/30/2006) Year 2006 (7/1 :201l6 - 6110:2(07)

I ~th}d; 4,' ;"'rrvkv lnhnlllHion
--," ._- - ._.

I
17 Type of St:rvicc SatlFnlmc Rei

I
Circliit Band\vidth 1544

I18 TOlal Billed Miles 0 19 tVlaXimUlll Allowable Distance (From Form 465) 337 I

20 Pcrcentage of Hep's service used for the provision of health carc. lUOtYI} (If less [han lO(Y~11, please
explain.)
Iftbe }-ICP indicated it is a part--time eligible entity (on Form 465), describe method ofallocatJllg prorated
suppon.

\ {'!HI;1~·1':;h.'·fi
-

i Inl{\(H1;lfWn
(';JlTk!' ,\. (',lrrltf h (';l;--d\T if ,

121 Scrvicl' Provider GCI
Name Communications

Corp,

n Service Providel 143001199
Identification Number

(SPiN)
7 ' Service Provider Steve Walker--,
Contact Person Name

24 Service Provider 907,868,6416
Cont8ct Person's Phone 11

I25 ServIce Provider swalker@gci,com

Illlp:/!www.rhe, universalscrvice,org/onlinefol1nslF011n466rev2005/Snmmary466,ASP~Y", 1011 0/2007



'Form 466 Display - ID#15847' Pagc2of4

Contact Person Email

2ei Circuit Start Location

.27 Circuit Termination

Locution

28 Billing Account

Number

29 TaritT, Contract, OJ

other document reference
number

30 Unit' COnlT<.lct Signed
or Datt' Her Selected

Carrier

J1 Contract Expiration
Date
(mm/dd/yyyyor "T")

."1;2 Service Installation
Dnk

33 Actunl Rural Rate per
Month

Anchorage

Dillingham

RH000220002

HC063

10/5/2004

6/30/2010

7/112005

10987.94

34 IfyolJ arc a consol1ia member OR have multiple carriers, please attach a Circuit Diagram to shO\\.' 110\\ the
Si.tcs interco.nnect and which car1'1e1"(s) provi.de each circuit segment. ~

CI1Tull Diagram Attached? Yes

35 Are you a mobile IUral health care provIder? No
Jr)"es, :ice mstlUctiollS and attach a list of all sites to be served.

Complete this block if you are seeking support for mileage (distancc~based) charges only. Do not et1t~r Jny
other charges in this block. You may need to ask your service provider reprc,...;cntative to provide this
information.

$$$$

36 Billed CirclIlt Miles

37 .\!lonthly Mileage
Charges (excludt~

Chall11t,j Tcnninatiun
chg~, t'L\.'.)

38 Cost: per MLie per J'
!'vlonth

11' Line 33 equals Line 37, please ensure that ONLY mileage~related charges are included in line 37
====,

lHork Ii; ('omprt~hen')i"L H:i(e Cl)lHp;~ri\ion H(:qm:~L

Complete Block 6 if you have not completed Block 5 and an: requesting support f()r al! L'lcmcnts of your
telecommunications service necessary for the provision of health care. The information ill this block \vill
establish the difference between the urban and rural rates for your requested service. Please call RIleD <It l~

tm()~229~5476 If you need assistance.

39 One-time Urban Rate $ 750
Charge
(in selected large city)

40 One-time Rural RJte $ 880
Charg-:

s
C:ltrier H

$ s

http://www .rhe.univcrsalservicc.org/onlinefonns/Form466rcv2005/Sum mary466 .ASP"Y... I0/1 0/201J7
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'Form 466 Display - ID#] 5847'

(in city' where HCP is
loc~tl'd)

41 Monthly Urban Rate $ 135
(in selected large city)
Other rate
documentation
attached.

s $

Page 3 of4

lfyour circuit includes charges for mileage 0\'(,:'[ the Maximum Allowable D151'.. (I jne
]9), please complete Lines 42 to 44. Othcrv,.'lsc. skip to Block 7 (next pugc)

42 Billed Circuit Miles

43 Monthly MJleagc

Based Charges

44 Cost per M de per

Month

$

s

$

$ s

-+5 Did you receive any bids in response to the Fom1465 Request for Services posted on the RHCD w.:b :;ile'?
If yOll check yes. copies of the bids MUST be mailed to RHCD.

Yes

46 YES: I certtfy that the above named entity has considered all bids received and selected the most cost
effective method of providing the requested service or services. The "most cost-effective service" is defined
In the Universal Servlce Order as the service available at the lowest cost atter consideration of the features,
quality of transmission, reliability, and other f<:letars that the health cme provider deems necessary h)f the

service to adequately transmit the health care services reqUired hy the health (lire provider.

47 YES: Pursuant to 47 C.F.R. Sees. 54.60 I and 54,603, r certify that thl~ Hep or conSOl"tlunl thi.1l1 am
representing satisfies all of the requirements herein and will abide by all of the relevant requirements.
1l1cluding all applicable FCC rules, with respect to universal service benefits provided under 47 LJ.S,c. Sec.
254. I ul1ch:rstand tlwt any letter from RHCD that erroneously states that funds will be made available f(n th~

benefit of the applicant may be suhject to rescission.

48 YES: I hereby celtify that the billed entity will maintain complete billing records for the service for five

years.

49 YES: I certify that I am authorized to submit this request on behalf of the above-narned Billed Entity and
HCP, and that I have examined this form and attachments and that to the best of my knmv1edgc. information,

and belief, all statements offaet contained herein are true.

50 Signature
ECERT~3!15/2006

52 Printed name
\Villiam l) Pearch

54 Employer of authorized person
Bristol Bay Area Health Corp

51 Date

53 Title or positiull

ClO

55 Employer's FCC R\!
0008977852

NOTICE TO INDIVIDUALS, Section 54.603(b)(4) ofthe Feeleral Communications Commlsslon's rules
H:ljlmes ull health care providers requesting direct benefits from this support mechanism to me this Funding
Reguest and Certification Form (FCC Form 466) with the Rurall-lealth Care Division. 47 C.F.R. ~ 54.603(b)
(4). The collection of information stems from the Commission's authority under Section 254 of the
Communications Act of 1934, as amended, 47 U.S.c. § 254. The data reported ,"vill bt: uSl'll to C1Jsure that
health care providers have selected the most cost-effective method of prOVIding the requested services as sel
!()[th Il1 47 CF R. ~ 54603(b)(4).

IAn agency may not conduct or sponsor. and a person is not required to respond to, a collection of information I

http://www.rhc.univcrsalservice.org/onlinefonns/Fon11466rev2005/Summary466.ASP?Y... 10/10/2007
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'Form 466 Display - 10#15847'

i unkss it displays a currently valid OMI3 control number.

Page 4 01· 4

The foregoing NOlkc is required by the Paperwork Reduction Act of 1995, Pub. L. No. 104-13,44 U.S.c., ~

35(H, et seq. In addition, L'onsistent with the Corrununications Act of 1934, FCC regulations and orders, the
Freedom of Information Act,S U.S.C. § 552, or other apphcable law, information provided in or submitted
with this form or in response to subsequent inquiries may be disclosed to the public.

Public reporting burden for this collection of information is estimated to avenlge 3.0 hours per response,
wcludmg the time for reviewing instmctions, searching (~xisting data sources, gathering and mamtaming the
dal,l needed, compldtng, and reviewing the collectlOll of infon11ation. Send comments regarding this burden
t':;tim<lte or any other aspect of this collectton of infonnation, mcluding suggestions for reducing the reporting
hurden to the Federal Communications Commission, Performance Evaluation and RccordsManagcment
Branch, vVasbingtoll, D.C, 20554.

Persons willfully making false statements on this fonn may be punished by fine or forfeiture, under the
CommunicatLOlls Act, 47 U.S.c. Sees. 502. 503(b), or fine or imprisonment under Title l~ of the United States
Code, 18 USC Sec. 1001.

This form should be submitted to:
Rural Health Care Division
100 South Jefferson Road
Whippany, NJ 07981

Click here to return to the HCP Information Page

http://www.rhc. univcrsalservice.org/onlinefol11lS/Fol111466rev200S/Summary466,ASP?Y ... 10/1 0/21107
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FCC Form

465

Health Care Providers Universal Service

Description of Services Requested & CertlficfltiOl1 Form

Pagelof3

OM13 Approval
3060-0804

To he completed by Health Care Provider Estimated Average Burden Hours Per R.cspoL1sc: 1 hour
Relld :III instructions thoroull.hly before cOllloletin' form. F'allure to cOlllllv 1lI1l\' cause delavt'd Of (Jellied fundine:

IForm 465 Application Number (assigned by RHCD): 13398 -J
§~,\.~~ ;: IH 'f' !in',;l1i\,H fllLH H"Hi'l,: -I
~t'ormi'ltion requ'ir~-d" in this block applies t"othe physical location of the Hep. Do nu~ ellter C:I "PO Box:'; ();'-~-Rl~'~~i"l
Route" addrcss. _ \

11 HCP Number: 10992

~
2 Consortium Name: Bristol Bay Area i
Health Corporation_ J

3 HCP Name: Kanakanak Hospital 4 HCP FCC Registration Number
(BBAHC/PHS) (FCC RN): 0008977852

[5 Contact Name: Bill Pearch I
16 Address Line 1: 6000 Kanakanak Rd I
[Address Line 2: POBox 130 I[s County: AK-Dillin9ham J
19 City: Dillingham =[10 State: AK 11 Zip Code: 99576 - ]

12 Phone #: 13 Fax #: 14 E-mail: bpearch@bbahc.org ]907-842-5201 907-842-9486
Ext. 6586

IMAD:
-

I337

mock~. 11('(1 \L1ilinil (c,nLf,:i lufornutiOll =- -
15 Is the HCP's mailing address (where correspondence should be sent) different from

Iits physical location as described in Block 1?
r

Yes, complete Block 2. -
~Contact Name: 117 Organization:
Bill Pearch Bristol Bay Area Health Corporation

11s Address Line 1: POBox 130 -J
119 Address Line 2: 6000 Kanakanak 1
~City: Dillingham IPtstate: AK 22 Zip Code: 99576 =:J
23 Phone #: 24 Fax #: 125 E-mail: bpearch@bbahc.org

I
907-842-9300 907-842-9486
Ext.

IUI;h';;
~

1: !"llndi':~.li \';'~F lnfornl:.1!ioll I-,
26 Funding Year i

Year 2004 (7/1/2004 - 6/30/2005) i

X Year 2005 (7/1/2005 - 6/30/2006)
Year 2006 (7/1/2006 - 6/30/2007)

IHhH~k 1: F:ii;.::ihililY
-

1
27 Only the following types of HCPs are eligible. Indicate which category d~~crib~s the I
applicant (check only one). i

Post-secondary educational institution offering health care instruction, teaching I
,

hospital or medical school

Community health center or health center providing health care to migrants

I
Local health department or agency

http://www.rhe.uni versalserviee.orgionl incforms/Form465rev2005/Summary.ASP?HCP... 10/1 0/200?



'Form 465' Page Z of 3

I Community mental health center

XXX Not-for-profit hospital

Rural health clinic

Consortium of the above

Dedicated emergency department of rural, for-profit hospital

Part-time eligible entity
"'_._-

28 If Consortium, Dedicated emergency department, or Part-time eligible entity was
selected in Line 27, please describe the entity.
Not Applicable

_.- -
29 Please describe the eligible health care provider's telecommunications and/or
Internet service needs, so that service providers may bid to provide the services. The
descnption should describe whether video or store and forward consultations will be
used, whether large image files or X-rays will be transmitted, the quality of connection!
needed, or other relevant considerations.
The desire is to connect the rural clinic to the regional hospital in Dillingham,
and to the Alaska Native Medical Center in Anchorage. The purpose of the
network is to support voice communications, email, internet access, and
telnet access to the IHS systems in Dillingham and Anchorage. Uses:

, Communicate medical information, consultations, access to IHS, and
education. Villages lack telephone facilities to support reasonable internet
access.

-

IBlli'c}'; :': Rcque.,t 1'01" Sl'fvke>; -I
30 Is the HCP requesting reduced rates for:

I

~Both Telecommunications & Internet Services

!moc!\ 6: ('('rtitl(,;.Hi~~n
~

- I

31 I certify that I am authorized to submit this request on behalf of the above-named entity or entities,
that [ have examined this request, and that to the best of my knowledge, information. and belief, all
statements of fact contained herein are true.

132 I ('ertify that the health care provider has followed any applicable State or local procurement rules. I
33 [ certify that the telecommunications services that the Her receives at reduced rates as a result of
the HCP's participation in this program, pursuant to 47 U.S.C. Sec. 254 as implemented by the
Federal Communications Commission. will be used solely for purposes reasonably related to the
provision of health care seryice or instruction that the lIep is legally authorized to provide under the
law of the state in which the services arc provided and will not be sold, resold, or transferred in
consideration fur money or any other thing of value.

134 I certify that the health care provider is a non~profit or public entity. J
3S 1 certify that the health care provider is located in a rural area. Visit the RHCD web site
(www.rhc.univers"I$!'nfice.()rg!eligibility!rlJr"l"r""s."SP) or contact RHCD at 1-
800-229-5476 for a listing of the rnral areas. -
36 Pursuant to 47 C.F.R. Sees. 54.601 and 54.603, I certify that the HCr or consortium th.ott 1 aUI

represl~ntings:ltisfies all of the requirements herein and will abide by all of thc relevant requiremcnts.
inclUding all ~Ipplicable FCC' rules. with .-espect to funding prOVided under 47 lLS.C. SCI.'. 254. __ =--:=

\tf'~l~alu;c.. ~:'SIGNATURE ACCEPTED 1[~8 Date E-SIGNATURE ON 4/251200:;.=-:::]

39 Pll11tcd name uf authorized persull 40 Title 11r pUSilion of a.~lthurized pers1111 l
(fIrst name, MI. Last name) Clue( InfonnatlOll Oltlccr
'Villiam DPcarch i

41 Employer of authorized person 142 Employer's FCC RN ]Bristol Bay Area Heath Corp 0008977852

blt p:! /www.rbc.universalservice.org/onlinefonns/Fo1111465revZOOS/Summary.ASP?HCP... 10/1 O/ZOO?



t'orm 4D)'

Persons willfully making false statements on this form can be punished by fine or
forfeiture under the Communications Act, 47 U.S.c. Sees. 502, 503(b), or fine or
imprisonment under Title 18 of the United States Code, 18 U.s.c. Sec. 1001.

Page 3 of 3

NOTICE: Section 54.615(c) of the Federal Communications Commission's rules requires
all health care providers requesting benefits from this support mechanism to certify to
their eligibility to receive them. 47 C.F.R. § 54.615(c). In addition, Section 54.603
Commission's rules requires eligible health care providers to participate in a competitive
bidding of the Federal Communications process prior to receiving telecommunications
services at reduced rates. 47 C.F.R. § 54,603. The collection of information stems from
the Commission's authority under Section 254 of the Communication's Act of 1934, as
amended, 47 U.S,c. § 254. The data in the report will be used to certify an applicant's
eligibility to receive support pursuant to 47 C.F.R, § 54. 615(c) and to ensure
compliance with the competitive bidding requirements of 47 C.F.R. § 54.603. Ail health
care providers requesting services eligible for universal service support must file this
Description of Services Requested & Certification Form (FCC Form 465).

An agency may not conduct or sponsor, and a person is not required to respond to, a
collection of Information unless it displays a currently valid OMB control number.

The foregoing Notice is required by the Paperwork Reduction Act of 1995, Pub. L. No.
104-13,44 USc. § 3501, et seq.

Public reporting burden for this collection of information is estimated to average 1 hour
per response, including the time for reviewing instructions, searching existing data
sources, gathering and maintaining the data needed, completing, and reviewing the
collection of information. Send comments regarding this burden estimate or any other
aspect of this collection of information, including suggestions for reducing the reporting
burden to the Federal Communications Commission, Performance Evaluation and
Records Management Branch, Washington, D.C. 20554.

This form should be submitted to: Rural Health Care Division 100 S. Jefferson Rd.
Whippany, NJ 07981
I'lease remember:
~ Form 4(15 is llle:: FlR<:;T Sll:p,l health care provickr mll~t t<lke in order 10 reteive the bcnl'fil (If'rcdLlccd ralc~ rcsLlltlllO! hom pal'liclpat:l'!I ill this

univcn;d ScrVi':L' supp<ll1 pl'Ogr;.u:n.
.. .-\ncr the H(']' submits a complete and iln:uratc !'"ofln 4()).llw RileD will IX"l it on the RHCf) \\-('1, ,it<: Ilff}$ (by.,

~ 11('l's lIlay not enter imo <Jgret:nlt'nls 10 plllcha.'c cligibk services frum s('l'vin:, providers before Ihe 28 dnys expire

.. Entering into any agreement during the 2K day posting period IS prohibited

~'\Ih~r the llCI' sI.'lcl.:ts a carrieI'. Ihc Her must initiate the m'xt step in the appliCJlion prlll:ess, the filing or hllms 46(i & 46R.

FCC 1'0101 465
January 2005

Back t{)tlle HCP Information Page

hIIp:/lwww.rhe.uni versalservicc.orgionl ineforms/Fom1465rev2005iSummary.ASP'IHC P".
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FCC Form

467

Health Care Providers Universal Service

Connection Certification

Page 1 01'2

OMB Approval

3000-0804

To be completed by Billed Entity Estimated Average Burden Hours Per Rl.:sponsc: .5 hour
"Rl'ad nil imtruttioJlS thorOllPh!v herore comp!ctinc form. Failurr 10 comnl\' IIH1\' C:Iu,e lJdan'[1 (II' denied fllf1\.Ijng~

-

JBlo",'k 1; H\ I' Infolll\;iliiI1i
.. --..- - - ..•_..._- _.

I Her ;'\Inme K'lI1akallak Hospital (BllAHC/PHSj 2 Consortium Name Bristol Iby Area He'llth

Corporation

:.; Hep Number 10992

B!i),:k 2:F!UlOin~ '({'<If lnfnrlnatinn ::J-
4 Funding Year ~ Check only one box

Ycar 2004 (7/1/2004 • 0/30/2005) X Year 2005 (711/2005·0/3012006) Year 2006 (7/ 1/201)() - 0:30.2(07)

[ Illud
- --

:J\,·tlnliLd';,:1i
_....

SBy riling tlus fortll, the He? or its authorized representative is (ch~ck one):

Confirming the connection of a telecommunications service for which the Hell has requested a
discount and the accuracy of all information previously filed with RHCD reg.Irding this service;
or

Notifying RHeD of the disconnection of a discollnted tclccollurJunicatlons service.

lnfol'lmng RHCD that ~eniice was nol (or '.vi11 not be) turned on during the funding year
-'.._, - -=

:>!;g'k :. {(tt1I11:;,lj,!P )ili'HHi::uh,Jil , ;HTH'\ \ \ anj,'l n , <1,1 j,'t ( ,
; ~ ; ; ~;', 1)

6 Funding: Request r\umbcr 20995

7 Service Provider Name GCl
Communications

Corp.

S Service Provider Identification Number 143001199
(SPIN)

9 Billing Account !\ul1lbcr RHOO0220002 I
10 Type of" 'relcD1l1unUllications Service

,

& Band\vidth
Sat/Frame Rel 1544 !

II Actual Service Start Date (date service 711/2005
began)

12 End of Service Date (date service was 6/30/2006
01' will he tumed off)

Imod,'· I \":ctific,tinn ~-_. .-

DYES J certify that the S(TVICe identified above has heen or is being providt:d (l) the above-named he~lIlh i
care provider. I ccrtity that the universal service credit will be applied to the klccornrnunicatiol1s service
billing account of the Hep or the billed entity as directed by the Hep. I certify that I am authorized to subml1
this request on behalf of the above-named HCP, and that I have examined this request and that to the best or
my kno\vledge, information and belief, all statements of fact contained herein an~ true.

14 YES Pursuant to 47 C.F,R. Secs. 54.601 and 54.603, I certify that the Hep that 1am representing
satisfies all of the requirements herein and will abide by all of the relevant requirements, including all
applicable FCC rules, with respect to universal service benefits provided under 47 U.S,c. Sec. 254. I
understand that any letter from RHCD that erroneously states that funds\vill be made available ft)f the benefit

http://www.rbc. universalservice.org!onlinefonns!form467rev2005/Summary467.ASP?YE... 10/1 O/20(17



rUl'l.ll 'to I l.JISpJay

oftbe applicant may be subject to rescission,

15 Signature

NO SIGNATURE REQUIRED - E-SIG ACCEPTED
17 Printed name
\Villiam D Pearch

19 Employer of ·duthorizcd person
Bristol Bay Area Health Corporation

1() Date

10125/2006

13 Title or pOSltlOll
CIO

20 Employds FCC RN
0008977852

Page 2 of2

NOTICE TO INDIVIDUALS: Section 54.603(b)(4) of the Federal Communications Commission's ndes
requires aU health care providers requesting direct benefIts from this support mechanism to file this Connection
Certification Fonu (FCC Fonn 4(7) with the Rural Health Care Division. 47 C.1'.R. S 54.603(b)(4). The
collection of information stems from the Commission's authority under Section 254 of the Communicatiolls
Act of 1934, as amended, 47 U,s.C. § 254. The data reported will be used to ensure that heulth care providers
have selected the most cost~effective method of providing the requested services as set forth in 47 C F. R. §
\4603(b)(4).

: :\n ,igellcy may not eunduet or sponsor. and a person is not reqnired to respond to, a collectlOn ofinfomwholl
i unkss It displays a currently' v"did 01\'113 (,;ontrol number

The foregoing Notice is required by the Pnvacy Act of 1974, Pub. L. No. 93·579, December 31,1974,5
lJ.S.c. S552, and the Paperwork Reduction Act of 1995, Pub. L. No. 104·13, 44 U.S.c. S350 I, or seq.

Public reporting burden for this collection of infcnmation is estimated to average 1.5 hours per response,
including the time for reviewing instmctions, searching existing data sources, gathering <:Iud maintaining the
data needed, completing, and reviewing the collection of information. Send comments regarding this burden
estimate or any other aspect of th15 collection of information. including suggestions for TcduClllg the reportIng
burden to the Federal Communications CommIssioll. Perf0111lanCe EvaluatlOIl and Records Management
Branch, \Vashington, D.C. 20554.

Persons willfully making falstl statements on this fonn may be punished by fine or forfeiture, under th~

Communications Act, 47 U.S.c. Secs. 502, 503(b), or fine or imprisonment under Title 18 of the United States
Code, 18 U.S.c. Sec. lOOI.

This form was E-Certified and does not need to be ma·lled.

Click here to return tothe HCP Information Page

http://www.rhe.nniversalservice,org/onlineforms/fonn467rev2005/Summary467.ASp?YE... 1011 0/2007



FCC Foml

467

Health Care Providers Universal Service

Connection Certification

Page 1 0(2

OMB /\.ppro\'~ll

3060-(J~04

1"0 be cOluplett'd by Billed Eutity Estimated Average Burden I-fours Pcr Response: ,5 hour
"Read all inslnll.:!iolls thoroll"'hh he fore comllietin. form. "uillln' to com )jv m,IV cause dduYC(!UT denied fnrltlinc:"

]

.1- Fundlng Year ~ ('heck only one box

Year 2004 (7/J/2004 - 6iJ1J/21J1(5) X Year 2005 (7/1/2005 - 6/30/2006)

1 HCP Name K3nakanak Hospital (BBAHC/PHS) 2 Consortium Name Bristol Bay Area Health
Corporation

3 HCP Nnmhcr 10992

1\=~J=I=Oi.:='k='=:~='=_1=\l='l!n=di="~I=_\._",=(".='H=· =lJ=,=I,=,,='J:="="=i!="=I1=======._========== .~'-"]

Ye~r 2006 (7/1/2006 - 6!.10/200J

5 By filing this form, the Her or its authorized representative is (check one):

Confirming the connection of a telecommunications service for which the HCP lms requested II

discount ~llld the accuracy of all ill[onuOltion previously filed with RUeD regarding this service;
or

}::otifying RHCD of the disconnection ora discounted telecommunications service,

Informing RHCD that service was not (or will not be) tumed 011 during (hc funding year

(; Funding Request Number

7 SCl'vil,.'e Provider Name

1) Service Provider Identification Number
(SPIN)

9 Bil1ing Account NU111ber

10 Type ofTelecOlTIl11Llnications Service
& Bandwidth

11 Actual Service Start Datt: (date service

Ibegan)

i 12 End of Service Date (date service \vas

Ior will be turned oft)

13 YES 1 certifY that the service identified above has been or is being provided to the above-named health
care provider. I certify that the universal service cr~dit will be Jpplied to tht, te!econunullIcatlons sen'lcc
billing account of the [{ep or the hilled entity as directed by the HCP, I certify that I am authorized to suhmi!

I this ITqucst on h-:halfofthe above-named HCP, and that I have examined this request and that to the best of
Illy knowledge, information and belief, all statements of fact contained herein are true,

14 YES Pursuant to 47 C.F.R. Sees. 54.601 and 54.603, I certify that the HCP that [am represcnting
satisfies aU of the requirements herein and will abide by all of the relevant requirements, including all
applicable FCC rules, with respect to universal service benefits provided under 47 LJ,S.c, Sec, 2~4. J
understand that any letter from RHCD that erroneously states that funds will be made available for the benefit

II Ill' :•(WIVIV. rhc.llni vcrsalservice.org/onl ineforms/fonn467rev2005/Summary467.AS P"YE... 1Oil 0/2007



1"\)11(\ 'tV I UI:spmy

oftbe applicant may he subject to rescission,

15 Signature

NO SIGNATLJRF: REQUIRED - E-SIG ACCEPTED
17 Pnnted name
\ViJliam D Peal'ch

19 Employer of authorized person
Bristol Bay Area Health Corporation

16 Dale
10/25/2006

18 Titk or position
CiO

20 Employer's FCC RN
0008977852

Page 2 of2

NOTICE TO INDIVIDUALS: Section 54.603(b)(4) of the Federal CommunicatIOns ComnllSs",n's mles
rcquires all health care providers requesting direct benefits from this SUppOlt mechanism to file this COllnecliol1
('crtification 1701111 (fCC Form 467 ) with the Rural Health Care Division. 47 C.F.JC ~ 54.603(b)(4). The
jCol!cctlOn of inronnatlOn stems from the Conunissllln's authority under Section 254 of the Communications
I/\ct or 1934, as amended, 47 C.s.C. § 254. Th(" data reported will be used to ensure that health care providers
have selected the most cost-effective method of providing the requested services as sd f()rth in 47 CF.R. ~

54603(b)(4).

An agency may not conduct or sponsor, and a person is not: required to respond to, a collection of I1lfOrlllanon
unless it displays a currently vnlid OMB control number.

Persons willfully making false statements on this form may be punished by fine or forfeiture, under the
Communications Act, 47 U.S.c. Sees. 502, 503(b), or fine or imprisonment under Title 18 oCthe tJnited Stutes
Code. I~ U.S.c. Sec. 1001.

,This form was E-Certified and does not need to be mailed.

Click here to return to. the HCP Information Page

http://www .rhe. uni versalscrvicc.org/onlincfomls/form467rev2005/Summary467.ASp?YE... 10/10/2007


