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Letter of appeal :

Docket No Ssmsmmmgzs W Dadad Nuw 0260
HCP Number 10992

HCP Name - Kanakanak Hospital, Diliingham Alaska

Request for Recalculation of Support

Person [iling appeal:

William D. Pearch
PO Box 130
Dillingham, Alaska 99576

Phone: 907.842.9300
FAX: 907.842.9486
Email: bpearch@ebbahce.ore

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

When the 466 was filled out online, support was requested for 12 months —
approximatcly 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 Commuunications Corp) it was
determined that an additional 466 would only be required if BBAHC wanted USF
coverage of the additional amount (about $300). BBAHC decided to forgo the
additional 466 based on that guidance.

When the Funding Commitment letters came jn for FY 2005, a spot check was done on
the 32 letters, and everything looked to be 1n order. A couple of months went by and our
service provider noticed that there was a discrepancy between 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 identificd on the 466 filed.

A number of attempts to identify why the funding was different and to rectify the
sttuation were made, until in October T was advised by USFE staff to file an appeal, well
after the 6(r day window had passed.

An appeal was filed, and denied based on being outside the 60 days permitted by FCC
rules.

It is BBATICs 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 are assoctated FCC form 4035s, 4006s, and 467s for HCP
10992 as well as a copy of the decision from USAC.

William D. Pearch, CIO
Bristol Bay Area Health Corp
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Rura! Health Care Division

Administrator’s Decision on Rural Health Care Program Appeal
VIA ELECTRONIC AND CERTIFIED MAIL
August 1, 2007
M. Bill Pearch
Chicf Information Officer
Bristol Bay Area Health Corporation

6000 Kanakanak, PO Box 130
Dillingham, AK 99576

Re: Request for Recaleulation of Support —-Kanakanak Hospital, HCP #10992

Dear Mr. Pearch:

The Universal 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 increasc support from the
Rural Health Care Division’s (RHCD) previously determined level. Upon review, USAC
concludes a higher level of support is not appropriate.

Decision 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, the 60-day clock began running on the
issuance date of the Funding Commitment Letter. The Funding Commitment Letter for
this application was issued on July 27, 2006. Kankanak’s appeal was received on
November 30, 2006. Because the appeal was received after 60—days permitted under the
rules, USAC is unable to consider the appeal as the deadiine is an FCC mandated
deadline that USAC cannot waive.

[f you wish to further appeal this decision, you may file an appeal with the FCC. Detailed
instructions for filing appeals are available at:

hetp://www.usac.org/rhe/about/filing-appeals.aspx
Sincerely.

s/ USAC
Universal Service Administrative Company

200 L Btraet, NOW O Suwte 2000 Washingion DU 20038 Vowe U2 7760200 Fax 202770080 www usan org



USAC

80 South Jefferson Road
Whippany, NJ 07881

Universal Service Administrative Company
Rural Health Care Division

WIWW.rhG. universalservice org
Phone: 1-800-229-5476

Sy 27. 2008

Bill Pearch

Bristol Bay Area Health Corporation
P O Box 130, 6000 Kanakanak
Dillingham, AK 99576

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

Dear Bill Pearch:

The Rural Healih 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 reguest for support of
telecommunications or Internet services. This letter is 1o advise you of cur decisions. We have sent this letter to

both the rural HCP mailing address (above) and the rurai HCP physical location (below) if these addresses are
different.

HCP Number: 10992
HCP Contact Name: Bill Pearch
HCP Name: Kanakanak Hospital (BBAHC/PHS)
HCP Address: 5000 Kanakanak Rd P QO Box 130
Dillingham, AK 99576

In addition, a copy of this letter has been sent to your service provider listed below.
Service Provider Name: GCl Communications Corp.
Service Provider ldentification Number (SPIN}: 143001199

Based on the information provided on your applications, the RHCD delermined 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 estimated total support amount listed beiow is what the RHCD has reserved for your request.

Service: Sat/Frame Rel - 1544 Kbps

Billing Account Number: RH000220002

Type of Eligible Support Estimated Nan-Recurring Monthly Estimated Funding

Service Support End Date Manths of Support Recurring Total Support Reguest
Agreement Start Date Support Amount Support Amount Amount Number

Contract 5/5/2006 6/30/2008 1.87 $130.00 $10.852.94 $20,425.00 20936

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 an Form 466 or 466A.



» Type of Service Agreement; This reflects RHCD's determination of whether the applicant is efigible for
suppaort 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 criterig (written dogument signed
by both parties with a valid contract award date and sufficient terms of service). Agreements that do nat
meet the standards for treatment as contracts are tfreated 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 1-800-229-5478.

+ Cligible Support Start Date: The first possible date for which the RHCD will provide support for the
reguested service, Note: |f the actual start date on Form 467 is different from the date on Form 466 or
Farm 466A, the eligible start date will either be the date shown on Form 467 or the 29th day after Farm 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 fast 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 from the eligibie support

start date ta the support end date based upon information provided on Forms 466 or 466A and sypgorting
documentation.

» Nen-Recurring Support Amount: The eligible one-time charges associated with the services ardered 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 1o be appropriate under program rules.

e 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
calcuiated from the information provided by the rurai HGP 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 ruies,

* Estimated Total Support Amount: The Monthly Recurring Support Amount multiplied by the Estimated
Months of Suppoert, plus the Neon-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,

s Funding Request Number: The number assigned 1o 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 compietion and submission of
FCC Form 467. An slectronic certification option is avaiiable through the RHCD website. allowing you to
submit the Form 467 ontine. 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 cantact 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 tiling out Form 467, please take special care when completing Block 5, Item 12, which requires the
Biling Account Number of the organization eligible 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 ftem 12 must belong to the entity that is actually billed for the supported
service. If the service used by the rural HCP is billed to another organization, such as the "parent” entity in a
telemedicine cansortium ar network, please verify the Billing Account Number with that arganization. FCC
rules specifically state that the benefits of this program are only available 1o eligible rural HCPs. Therefore,

although the service may be billed to another organization, the benefits of the support must clearly flow to the
ebgible 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 of Form 467 is certifying that the eligibie rural HCP has or will receive
the benefit of the universal service support.

The Billing Account Number, certifications, 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 supperted 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. Rurai HCPs that are approved for
suppart are reminded that they, and any entity that filed an application on their behaif, 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. |f 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, state, and local authorities.

Appeais

The RHCD recognizes that some health care providers will disagree with our decisicns. If you wish to file
an appeal, your appeal must be postmarked no later than 60 calendar days after the Funding

Commitment Letler was issued, starling 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 direcily 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 01-3786) 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 lo write
first to the AHCD so that we have an opportunity to review your appeal and grant it, it appropriate.

Please follow these quidelines when submitting a letter of appea! to the RHCD:
1. Write and mail your letler to;

Letter of Appeal

Rural Health Care Divigion of USAC
2000 L Street Northwest, Suite 200
Washington, DC 20036

Phone: (800) 229-5476



. Appeals may be submitted to the RHCD electronically, by fax o by e-mail. E-mail submissions must be
submitted to rhc-admin @unjversalservice.org. The RHCD will automatically reply to incoming e-mails to
contirm receipt. E-mails can be submitted in any commonly used word processing format. Appeals to the
RHCD fited by fax must be faxed to 202-776-0080. Appeals submitted by e-maii will be considered filed
on a business day if they are received at any time before 12:00 a.m. {midnight), Eastern Standard Time.
Simitarly, fax transmissions will be considered filed on a business day if the compiete transmission s
received at any time before 12:00 a.m.

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

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

Explain the appeal to the RHCD. Please keep your letter brief and 1o 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 infarmation submitted by applicants. so a letter simply stating, “We appeal the amount of support”
provides no infarmation 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. Flease provide documentation to support your appeal,

Unless you are filing the appeal via e-mail, you must attach a phetocopy of the Funding Commiiment
Letter you are appealing.

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

If the rural HCP disagrees with the RHCD's respense, 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 letter of appeal. The FCC address to
which a rurat 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

3300 East Hampton Drive

Capitol Heights, MD 20743

{8 AM-7PMET)

The FCC will not accept hand-delivered or messenger-delivered paper filings at its headauarters. 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 ET}

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 deiiveries must be held
together with rubber bands or tasteners.



Appeals may also be submited to the FCC electronically, either by the Electronic Comment Filing Systern (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 o the FCC filed by fax must be faxed to 202-418-0187,
Eiectronic 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 fited on a business day if the complete
transmission is received at 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 letter(s) being appealed, plus
nacessary contact information, including the name, address, telephane number, fax number, and e-mail address (if
available) of the person filing the appeal. Un'ess the appea! is by e-mail, please include a copy of the leiter 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, 2008, Check the RHCD website tor 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 Ferm 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 guestions or need heip, 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)



Form 466 Display - ID#15846'

hip:/Awww. rhe.universalservice.org/onlineforms/Form466rev2005/Summary 460, ASP?Y ..

FCC Form Health Care Providers Universal Service

: oo . ) e , . Approval by OMDB
] . st and Cer . )
466 Funding Request and Certification Form 30600304
The Deadline to submit this Foren is the June 30th End of the Funding Estimated time per vesponse: 3
Yeuar, hours

Read instructions thoroughly before completing this forow Failare o comply inay cause delaved or denied fumding,

I Beek 3 HOP Dformmtion

’ |

[ i HCP Name Kanakanak Hospital (BBAHC/PHS) 2 HCP Number 10992

3 Form 463 Application # 13398 4 Consortiwm Name {If any) Bristol Bay Area Health
Ceorporation

ek B B Paocy Indormaaiton

5 Billed Lintity Name Kanakanak Hospital (BBAHC/PHS) 6 Billed Entity FCC RN 0008977852 N
7 {Contact Name

Rilt Pearch

5 Address Line 1 6000 Kanakanak Rd

O Address Line 2 PO Box 130

LI City Dillingham 11 Srmate AK 12 Zip 99576

3 Contact Phoue # 14 Fax # 15 BE-Mail
] 907-842-5201 907-842-9486 bpearchiwbbahc.org

Flack 3 Funding Yeae lifurmation

16 Fuading Year - Check only one box
Year 2004 (771:2004 - 6/30/2005) X Year 2005 (7/1/2805 - 6/30/2006)  Year 2000 (7/172006 - 6/30/2007)

‘ G kA sopidee dashiugidon ]

L7 Tvpe of Service Sat/Frame Rel

Circutt Bandwidtly 1544
{8 Total Billed Miles 0 19 Maximum Allpwable Distance (From Form 4065) 337
20 Percentage of HICP's service used for the provision of health care.  100% (If [ess than 100%, please
explain.)
If the HCP indicated it is a part-time eligible entity (on Form 463), describe method of allocating prorated
support.

b piiation arrier Coarvipr B avoeer U ioaryhoye b

21 Service Provider GCT

Name Communications
Corp.

22 Service Provider 143001199

ldentification Number

(SPIN)

23 Serviee Provider Steve Walker

Contact Person Name

24 Service Provider 907.868.6416

Contact Person's Phone #

l’lfi Service Provider swatker@gci.com

Page 1 of 4

10/10/2007



Form 406 Display - 1ID#1584¢'

Contact Person Email

26 Circuwit Start Location Anchorage
27 Circuit Termination Dillingham
Lacation

28 Billing Account

P e RH000220002
Number

29 Tardt, Contract, or HC 063
other document reference

number

30 Date Contract Signed 10/5/2004
or Date HCP Selected

Carrier

31 Contract Expiration 6/30/2010
Date

frumaddiyyyy or T

32 Service Installation 7/1/2005
Date

33 Actual Rural Rate per 15065.98
Month

sites mterconnect and which carrier(s) provide cach circuit segment.
Circult Diagram Attached? Yes

35 Are vou a mobile rural health care provider? No

i ves, see instructions and attach a list of all sites to be served.

34 If you are a consortia member OR have multiple carriers, please attach a Circuir Diagram te show how the

Page 2 of 4

Hiech 50 Whjveae-Based Lharpge Bocoant Heduee

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

36 Bailied Crreust Miles

37 Monthly Mileage 5
Charges {exclude

Channel Termination

o7
£
£

chys, erc.)
38 Cost per Mile per
Month

If f.ine 33 equals Line 37, please ensure that ONLY mileage-related charges are included i Line 37,

Conmplete this block if you are seeking support for mileage (distance-based) charges only. Do nowenter any

{arrier & Corvier B {aveieyr ©° Carrie

Eloek 6 Comprebivnsoce Rate Cotmparbon Hoguest

800-229-5476 il you need assistance.

Charge

htp:Awww.rhe,universalservice.org/onlineforms/Form406rev2005/Summary466. ASP?Y ..

Complete Bloek 6 if you have not completed Block 5 and are requesting support lor all elements of yous
telecommunications service necessary for the provision of health care. The information in this block will
establish the difference between the urban and rural rates tor your requested service. Please call RFICD at |-

arricr A Clarriey B {oarrier f Carrier 1
{39 One-time Urban Rate § 750 by S >
Charge
tin selected large city)
40 One-time Rural Rate §9 $ 3 ¥

101042007



Torm 466 Display - ID#15846' Page 3 of 4

(int city where HOP is

tocatedy

41 Monthly Urban Rate  § 135 Y $ b
(m selected larpe city)

Qther rate

documentation

attached.

[t your circuit includes charges for mileage over the Maximum Allowable Dist., (Line
{9), please complete Lines 42 to 44. Otherwise. skip to Block 7 (next page).

42 Rilled Circoit Miles

43 Monthly Mileage $ $ 3 b
Based Charpes

44 Cost per Mile per 5 $ S b
Month

Biews T Dovvwmentaiiog

45 Ind you receive any bids in response to the Form 465 Request for Services posted on the RHCD web site?
If you check yes. copies ot the bids MUST be mailed to RIICD.
Yes

Bl wr Cerabuoidiog

46 YES: 1 certify that the above named entity has considered all bids received and selected the most cost
effective method of providing the requested service ot services. The "most cost-effective service” 15 defined
in the Universal Service Order as the service available at the lowest cost after consideration of the features,
quality of transmission, reliability, and other factors that the health care provider deems necessary tor the
service to adequately transmit the health care services required by the health care provider,

47 YES: Pursuant to 47 C.F.R, Secs. 54.601 and 54.603, 1 certify that the HCP or consortiom that T amn
representing satisfies all of the requirements berein and will abide by all of the relevant requirements,
including all applicable FCC rules, with respect to universal service benefils provided under 47 US.C. See.
234, [ understand that any Ietter from RHCD that erroncousiy states that funds will be made available for the
benefit of the applicant may be subject to rescission.

48 YES: T hereby certify that the billed entity will maintain complete billing records for the service for Gve
years.

49 YES: 1 certify that 1 am authorized to submit this request on behall of the above-named Billed Entrty and
HCP, and that | have examined this form and attachments and that to the best of my knowledge, information,
and helief, all staternents of fact contained herein are true.

S0 Signature 51 Date

ECERT-3/15/20006

32 Printed name 53 Title or position
William D Pearch Clo

34 Employer of authorized person S5 Emplover's FOC RN
Bristol Bay Area Heulth Corp 0008977852

NOTICLE TO INDIVIDUALS: Section 54.603(b)(4) of the Federal Connmunications Commission’s rules
requires all health care providers requesting direct benefits from this support mechanism to file this Funding
Request and Certification Form (FCC Form 466} with the Rural Health Care Division. 47 CF.R. § 54.603(b)
{4). The collection of information stems from the Commission's authority under Section 254 of the
Conununications Act of 1934, as amended, 47 U.S.C. § 254. The data reported will be used to ensure that
health care providers have selected the most cost-effective method of providing the requested services as set
forth in 47 C.T R. § 54.603(b)}4).

An agency may not conduct or sponsor, and 4 person is not required to respond to, a collection of infurmation

hitp: /www.rhe.universalservice.org/onlineforms/Formad66rev2005/Summary460. ASP7Y ... 10/§0/2007



‘Form 466 Display - [D#15846'

untess i displays a currently valid OMB control number.

The foregomng Notice is required by the Paperwork Reduction Act of 1995, Puh. L. No, 104-13, 44 U1.S.C §
3501, et seq. [n addivon, consistent with the Communications Act of 1934, FCC regulations and orders, the

Freedom of Information Act, 5 U.S.C. § 352, or ather applicable law, information provided in or submitted

with this form or in response to subsequent inguiries may be disclosed to the public.

Public reporting burden for thig collection of information is estimated to average 3.0 hours per response,
including the time for reviewing instructions, searching existing data sources, gathering and maintaining the
daty needed, completing, and reviewing the collection of information. Send comments regarding thus burden
estimate or any other agpect of this collection of information, including suggestions for reducing the reporting
burden to the Federal Communications Commission, Performance Bvatuation and Records Munagement
Hranch, Washington, 2.0, 20554,

Persons wiilfully making false statements on this form may be punished by fine or forfenture, 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,

This form should be submitted to:
Rural Health Care Division

100 South Jefferson Road
Whingany, NJ 07981

hitp://www rhe.universalservice.org/ontineforms/Form466rev2005/Summary466. ASP7Y ..

Click here to return to the HCP Information Page

Page 4 ot 4

10/10/72007



‘Torm 400 Display - [D#15847

htp://www.rhe.universalservice.org/onlineforms/Form466rev2005/Summary466. ASP?Y ...

FCC Form Health Care Providers Universal Service

. " ; . . \ Approval by OMB
466 Funding Request and Cortification Form : ”"““z”’(iy“ 1o
The Deadline to subrmit this Form is the June 30th End of the Funding Estimated time per response: 3
Year, hours

Read instructions thoroughiy before completiog this form. Failure (o comply may canse delayed or denied feading,

Yhaek 3 BT Didorsatien ;

1 TICP Name  Kanakanak Hospital (BBAHC/PHS) 2 HCP Number 10992

3 Form 403 Application # 13398 4 Consorfium Name (i any) Bristol Bay Area Health
Corporation

Block 2 Bl Paver Inforsiation

5 Billed Entity Name Kanakanak Hospital (BBAHC/PHS) 6 Billed Entity ¥FCC RN 0008977852
7 Contact Name

Bill Pearch

% Address Line | 6000 Kanakanak Rd

U Address Line 2 PO Box 130

10 City  Dillingham I State AK 12 Zip 99576

13 Contact Phone # 14 Fax # 15 BE-Mail
07-842-5201 907-842-94806 bpearch{@bbahe.org

Bl 50 buatbiog Year Bnferaumtion

16 Funding Year - Check only one box
Year 2004 (7:172004 - 6/30/2005) X Year 2005 (7/1/2005 - 6/30/2006)  Year 2006 (7/1/2000 - 6/30/72007)

Bhock 4 scrvive Talarmmlion

17 Type ol Service  Sat/Frame Rel

Circnit Bandwidith 1544
18 Total Billed Miles 0 19 Maximum Allowable Distance (From Form 403) 337

20 Percentage of HUP's service used for the provision of health care.  100% (if less than 100%, please
explam.)

If the HCP indicated it is & part-time eligible entity (on Form 465}, describe method of allocating prorated
support.

RS TR TPt

Doty Currior s Carrser B Carvier € € aryier 1

21 Service Provider GCl

Name Commuaications
Carp.

22 Service Provider 143001199

[dentilication Number

{(SPIN)

23 Service Provider Steve Walker

Contact Person Name

24 Service Provider 907.868.6416

Contact Person's Phone #

25 Serviee Provider swalker@pci.com

Page 1 of 4

10/10/2007



'Torm 466 Display - [D#15847'

Contact Person Ematd

26 Cireuit Start Location Anchorage
27 Civendt Termination Dillingham
Location

28 Billing Account

Number RH000220602

29 Tantt, Contract, or HC063
other document reference

number

30 Date Contract Signed 10/5/2004
or Date HCP Selected

Carmer

31 Contract Expiration 6/30/2010
Date

{mmydd/yyyy or "T")

32 Service Instaliation 7/1/2005
Date

33 Actual Rural Rate per 10987.94
Maonth

34 1f vou are & consortia member OR have muitiple carriers, please attach a Circuit Disgram to show ho
sites interconnect and which carrier{s) provide each circuil segment.

Cireait Diagram Attached? Yes

35 Are you a mobile rural health care provider? No

il'yes, see instructions and attach a list of all sites to be served,

w the

Bhovt o SHenge-biewd { urge Bibeouut Hegues

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

36 Billed Circuit Males

37 Monthly Mileage 3 h) 3
Charges {exclude

Channe! Termination

i

chey, ele)
38 Costper Mile per
Month

I Line 33 equals Line 37, please ensure that ONLY mileage-related charges ure included in Line 37,

Complete this hlock if you are seeking support for mileage (distance-based) charges only. Do not enter any

Currive A foagrpr # SRR TS Loy gt

Block 63 Comprehensive Hate Comparison Rogue

Camplete Block 6 1f you have not completed Block 5 and are requesting support for all elements of your
telecommunications service necessary for the provision of health care. The information in s block will

1 B00-229-5476 1t you need assistance.

hitp://www.rhe.universalservice.org/onlineforms/Form466rev2005/Summary460. ASP7Y ...

establish the difference between the urban and rural rates for your requested service. Pleasc call RFCD ar 1-

El

Carrier A Carries B Caryier £ Clavyier 13
39 Oue-time Urban Rate § 750 § $ 5
Charge
{in sclected farge city)
40 One-time Rural Rate 4 880 $ ) 3
Charve

10/10/2007



'Form 466 Display - ID#15847

{in city where HCP is

located)

41 Monthly Urban Rate  § 135 5 $ $
(in selected large city)

Other rate

docamentation

attached.

If your circuit inciudes charges for mileage over the Maximum Allowable Dist., (Line
19, please complete Lines 42 to 44, Otherwise, skip to Block 7 (next page),

42 Billed Circuit Miles

43 Monthly M:leage h) hY b 5
Based Charges

44 Cost per Mile per $ $ $ $
Month

Hleck 7 B Deesmontusion

45 [ you receive any bids in response to the Form 405 Request for Services posted on the RHCD web site?
If you check yes. copies of the bids MUST be mailed to RHCD.
Yes

Block 8: Certiticaiion

46 YES: i certify that the zbove 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 Service Order as the service available at the lowest cost after consideration of the features,
quality of transmission, reliability, and other factors that the health care provider deems necessary for the

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

47 YES: Pursuant to 47 C.F.R. Secs. 54.601 and 54 603, T certify that the HCP or consortium that | am
representing satisfies all of the requirements herein and will abide by all of the relevant requirements,
including all applicable FCC rules, with respect to unsversal service benefits provided under 47 U.5.C. See,
254, Tunderstand that any letter from RECD that evroncously states that funds will be made available for the
benefit of the applicant may be subject to rescission,

48 YES: [ hereby certify that the billed entity will maintain comipiete billing records for the service tor five
Years.

49 YES: I certify that I am authorized to submit this request on behalf of the above-named Billed Entity and
HCTP, and that T have examined this form and attachments and that to the best of my knowledge. information,
and belief, al! sratements of fact contained herein are tue.

50 Signature 51 Date

ECERT-3/15/2006

52 Printed name 53 Title or position
William D Pearch Cl0

54 Employer of authorized person 35 BEmpiloyet's FOC RN
Bristo! Bay Area Heaith Corp 0008977852

http://www.rhe.universalservice.org/onlineforms/Form466rev2005/Summary466. ASP?Y ...

Page 3 of 4

NOTICE TO INDIVIDUALS: Section 54.603(b)(4) of the Federal Communications Cotmmission’s rules
requures all bealth care providers requesting direct benefits from this support mechanism to file this Funding
Request and Certification Form (FCC Form 466) with the Rural Health Care Division, 47 C.F.R. § 34.603(h)
{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 will be used to ensure that
health care providers have selected the most cost-effective method of providing the requested services as set
forth in 47 C.F R. § 54.603(b)}(4).

An agency may not conduct or sponsor. and a person is aot required to respond to, a collection of infonnation

1071072007



‘Form 460 Display - ID#13847

unless it displays a currently valid OMB control number.

‘Ihe foregoing Notice is required by the Paperwork Reduction Act of 1995, Pub. 1. No. 104.13, 44 US.C., §
3501, et seq. In addition, consistent with the Communications Act of 1934, FCC regulations and orders, the
Freedom of Information Act, 5 U.S.C. § 552, or other applicable taw, information provided in or submitted
with this form or (n response to subsequent inquiries may be disclosed to the pubhe.

Public reporting burden for this collection of information is estimated to average 3.0 hours per response,
including the time for reviewing instructions, searching existing data sources, gathering and mamtaining the
data needed. completing, and reviewing the cellection of information. Send comments regarding this burden
estimate or any other aspect of this collection of information, including suggestions tor reducing the reporting
hurden to the Federat Communications Commission, Performance Evaluation and Records Management
Branch, Washington, D.C, 20554,

Persons willfully making falsc statements on this fonm may be punished by fine or forfeiture, under the
Communications Act, 47 L1.S.C. Secs. 502, 503(b), or fine or imprisonment under Title 18 of the Unned Srates
Code, 18 U.S.C. Sec. 1001,

This form should be submitted to:
Rural Health Care Division

100 South lJefferson Road
Whippany, NJ 07981

Page 4 ol 4

bittp://www.rhe.universalservice.org/onlineforms/Form466rev2005/Summary466. ASP7Y ..

Click here to return to the HCP Information Page

10/10/2007
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FCC Form Health Care Providers Universal Service

o OMI3 Approval
465 Description of Services Requested & Cerification Form 3060-0804
To be completed by Health Care Provider : Estimated Average Burden Hours Per Response: 1 hoar

Read all instyuctions thoroughly before completing form. Faflure to comply may cause detayed or denied funding

lForm 465 Application Number (assigned by RHCD): 13198

I?‘ii%sz‘n PrROCP ! soatan Endorinatiog

Information required in this block applies to the physical location of the HCP. Do not enter a PO Box” or "Rural |

Route” address.

1 HCP Number: 10992 2 Consortium Name: Bristol Bay Area |
Health Corporation ]

3 HCP Name: Kanakanak Hospital 4 HCP FCC Registration Number

(BBAHC/PHS) (FCC RN}: 0008977852

|5 Contact Name: Bill Pearch |
|6 Address Line 1: 6000 Kanakanak Rd |
]7 Address Line 2: P O Box 130 ”8 County: AK-Dillingham I

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: 337 ]

]Hiuuh TOHOP Maibing Centaot Tudeymation l

15 Is the HCP's mailing address (where correspondence should be sent) different from
its physical jocation as described in Block 17
Yes, complete Block 2.

16 Contact Name: 17 Organization:
Bill Pearch Bristol Bay Area Health Corporation
|18 Address Line 1: P O Box 130 |

[19 Address Line 2: 6000 Kanakanak |

[20 City: Dillingham |21 State: AK 22 Zip Code: 99576 |
23 Phone #: 24 Fax #. 25 E-mail: bpearch@bbahc.org
907-842-9300  907-842-9486

Ext.

- i

|1§§<)y§\. 3 Fuading e Intormation |

26 Funding Year
Year 2004 (7/1/2004 - 6/30/2005)

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

Hsteok 30 Eligibiliny B

27 Only the following types of HCPs are eligible. Indicate which category describes theE
applicant (check onty one). i

Post-secondary educational institution offering health care instruction, teaching
hospital or medical school

Community health center or health center providing health care to migrants
Local health department or agency

http://www.rhe.universalservice org/ontineforms/Form465rev2005/Summary. ASPYHCP...  10/10/2007



Form 465

Community mental health center
XXX Not-for-profit hospital
Rural health clinic
Conseortium 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 heaith care provider's telecommunications and/or
Internet service needs, so that service providers may bid to provide the services. The
description shouid describe whether video or store and forward consultations wiil be
used, whether large image files or X-rays will be transmitted, the quality of connection
needed, or other relevan{ considerations,

The desire is to connect the rural ciinic to the regional hospital in Dillingham,
and to the Alaska Native Medical Center in Anchorage. The purpose of the
netwoerk is to support voice communications, email, internet access, and
teinet access to the IHS systems in Diliingham and Anchorage. Uses:
fliCommunicate medical information, consultations, access to IHS, and

education. Villages lack telephone facilities to support reasonable internet
access,

Blnck S Keguest Yov Seeviees l

30 Is the HCP requesting reduced rates for:
Both Telecommunications & Internet Services

l?ﬂrwk : Certification |

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

|32 1 certify that the heaith care provider has followed any applicable State or loeal procurement rules.

33 [ certify that the telecommmunications services that the HCP 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 service or instruction that the HCP is legally authorized to provide under the
law of the state in which the services are provided and will not be sold, resold, or transferred in
consideration tor money or any other thing of value,

|34 1 certify that the health care provider is 2 non-profit or public entity.

35 1 eertily that the health care provider is located in a rural area. Visit the RHCD web site

(www.rhc.universalservice.org/eligibility /ruralareas.asp) or contact RHCD at 1-
800-229-5476 for a listing of the rural areas.

36 Pursuant to 47 C.F.R. Sees. 54.601 and 54.603, I certity that the HCP or consortium that I am
representing satisfies all of the requirements herein and will abide by all of the relevant requirements,
including all applicable FCC rules, with respect to funding provided under 47 U.S,C. Sec. 254,

37 Signature. E-SIGNATURE ACCEPTED 38 Dute E-SIGNATURE ON 42572005 |
39 Printed name of authorized person 40 Title or position of awthorized person T
(First name, MI, Last name) Chief Information Officer

William ID Pearch ]
41 Employer of authorized person 42 Employer's FCC RN

Bristo! Bay Arca Heath Corp 0008977852

hupsiwww rhe.universalservice.org/onlineforms/Form465rev2005/Summary. ASP?7HCP...  10/10/2007



Torm 40y Page 3 of 3

Persons willfully making faise statements on this form can be punished by fine or
forfeiture under the 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. 1001,

NOTICE: Section 54.615(c) of the Federal Cormmmunications Commission’s rules requires
all health care providers requesting benefits from this support mechanism to certify to
their eligibitity 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.5.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(¢) and 10 ensure
compliance with the competitive bidding requirements of 47 C.F.R. § 54.603. All health
care providers reguesting 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 nat required to respond to, a
collection of information uniess 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 U.5.C. § 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

Please remember:
Pp Farm 403 is the FIRST step o health care provider must take in order 1o receive the benetit of reduced rates vesulting from participation i this

universal service SUpport program.

P After the HOP submits a complete and aceurate Form 203, the RHCD will post it on the RHCD web sie for 28 days.
Jp HCPs may not enter into agreements (o purchiase eligible services lrom service providers before the 28 days expire
P Entering into any agrecment during the I8 day posting pertod 15 probihited.

P Atier the LUP seleets o carnier. the HOT must initiate the next step in the application process, the NHing of Forms 466 & 468,
FCC Torm 465
Tanuary 2005
Back to the HCP Information Page

hitp://www.rhe.universalservice.org/onlineforms/Formd65rev2005/Summary. ASP?HCP... 10/10/2007



'Form 467 Display' Page 1 of 2

FCC Farm Health Care Providers Universal Service

OMB Approval
36060-0804

To be completed by Billed Entity Estimated Average Burden Hours Per Response: .3 hour
*Read abl instructions thoroughly hefore completing form. Failure t0 compiy inay cause debaved or denied funding”

467 Connection Certification

Plock o HOP batoruntion 1

| HCP Name Kanakanak Hospital (BBAHC/PHS) 2 Consortium Name Bristol Bay Arca Health
Corporation
3IHCP Number 10992

Bloek 3 Funding Year Lforiarion

4 Funding Year - Check only one box
Year 2004 (7/1/2004 - 6/30/20053) X Year 2005 (7/1/2005 - 6/30/2006)  Year 2006 (7/ 172006 - 6:30:.2007)

Bioct 3 Awtien Talien

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

Confirming the connection of a telecommunications service for which the HCP has requested a

discount and the accuracy of all information previously filed with RHCD regarding this service;
or

Notifying RECD of the disconnection of a discounted teleconununications service.

Informing RHCT that service was not (or will not be) turned on during the funding year

GigeR R e et Dibuy o Lanrien A Larrinr i LETTE SV 38 4 Lo by

6 Funding Request Number 20995

7 Service Provider Name GCI

Communications

Corp.

& Service Provider Identification Number 143001199

(SPINY

9 Billing Account Number RH 000220002

1 Type o-f Telecommunications Service Sat/Frame Rel 1544

& Bandwidth

11 Actual Service Start Date (date service 7172005

began)

12 Iind of Service Date {date service was 6/30/2006

or will be turned of}

Wk 208 couleations ‘!

13 YES 1 certify that the service identified above has been or is being provided to the above-pamed health
care provider. 1 certily that the universal service credit will be applied 10 the teleconununications service
billing account of the HCP or the billed eatity as directed by the HCP. T certity that T am authorized to submui
this request on behalf of the above-named HCP, and that [ have examined this request and that to the best of
my kuowledge, information and belicf, all statements of fact contained hercin are true.

14 YES Pursuant to 47 C.F.R. Secs, 54.601 and 34.603, T certify that the HCP that 1 am representing
satisfies all of (he requirements herein and will abide by all of the relevant requirements, including ali
applicable FCC rules, with respect to universal service benefits provided under 47 U.5.C. Scc. 254. 1
understand that any letter from RHCD that erroneously states that funds will be made available for the benefit

http://www.rhe universalservice.org/onlineforms/form467rev2005/Summary467. ASP7YE... 10/10/2007



FOCLL 40 7 LISplay Pawe 2 of 2

of the applicant may be subject to rescission,

15 Signature 10 Date

NO SIGNATURE REQUIRED - E-S1G ACCEPTED 10/25/2086

17 Prinied name 18 Title or position
William D Pearch CIO

19 Employer of authorized person 20 Employer's FCC RN
Bristol Bay Area Health Corporation 0008977852

NOTICE TO INDIVIDUALS: Section 54.603(h)(4) of the Federal Communications Commission's rules
requites afl health care providers requesting direct benefits from this support mechanism to file this Connection
Certilication Form (FCC Form 467) with the Rural Health Care Division. 47 C.F R. § 54.603(b)(4). The
collection of information stems from the Commission's authoerity under Section 254 of the Communications
Act of 1934, as amended, 47 U.S.C. § 254. The data reported will be used to ensure that health care providers
have selected the most cost-effective method of providing the requested services as set forth in 47 CF.R. §
54.603(b)(4).

An agency may not conduct or sponsor, and a person s not required to respand to, a collection af information
unless it displays a currently valid OMB control number.

‘The foregoing Notice is required by the Privacy Act of 1974, Pub. L.. No. 93-579, December 31, 1974, 5
17.5.C. § 552, and the Paperwork Reduction Act of 1993, Pub. L. No. 104-13, 44 U.S.C. § 3501, et seq.

Public reporting burden for this collection of information is estimated to average 1.5 hours 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 Evalnation and Records Management
Branch, Washingon, D.C. 20554,

Persons witlfully making false statements on this form may be punished by fine or forfeiture, under the
Communications Act, 47 U.8.C, Secs. 502, 503(b), or fine or imprisonment under Title 18 of the United States
Code, 18 U.S.C. Sce. 1001,

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

Click here to return to the HCP Information Page

hitp://www.rhe.universalservice.org/onlineforms/formd6 7rev2005/Summary467. ASP?YE... 10/10/2007
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FCC Form Health Care Providers Universal Service

OMDB Approval
3060-0804

To be compteted by Billed Entity Estimated Average Burden Hours Per Response: .S hour
*Read all instructions thoroughly before completing form. Failure to compiy muy cause deduyed or denied funding®

467 Connection Certification

Biovk U HOP fnforomtion

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

3 HCP Number 10992

Block I Fanding %oy biformatinn

4 Funding Year - Check only one box
Year 2004 (74172004 - 6/30/2005) X Year 2005 (7/1/2005 - 6/30/2006)  Year 2006 (7/1/2006 - 6/30/2007)

Blook 3 Agtivn Toaken

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

Confirming the connection of a telecommunications service for which the HHCF has requested a
discount and the accuracy of all information previously filed with RHCD regarding this service;
or

Wotifying RFCD of the disconnection of a discounted telecommunications service,

Informing RHCD that service was not (or will not be) turned on during the tunding year J
Hieek b Cemmeedion Intermaiion Currier A Lagrier B Carries O € aerrinr {3
6 Funding Request Number 20996
7 Service Provider Name GCI
Communications

Corp.
8 Service Provider Identification Number 143001199
(SPIN}
9 Billing Account Number RH(00220002

10 Type of Telecommunications Service

& Pandwidth Sat/Frame Rel 1544

11 Actual Service Start Date (date service 112005
began)
1 12 End of Service Date (date service was 6/30/2006

or will be turned oft)

Hiack 5 Cortification

13YES [ certify that the service identified above has been or is being provided to the above-named health
care provider. 1 certify that the unaversal service credit will be applied to the teleconununications service
billing account of the HCP or the billed entity as directed by the HCP. [ certify that 1 am authorized to submit
this request on behalt of the above-named HCP, and that [ have examined this request and that to the best of
my knowledge, information and belief, all statements of tact 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 representing
satisfies all of the requirements herein and will abide by all of the relevant requirements, includmg all
applicable FCC rules, with respect to unjversal service benefits provided under 47 U.S.C, Sec. 2541
understand that any letter from RHCD that erroneously states that funds will be made avatlable for the benefil

hitp:'www rhe.universalservice.org/onlineforms/formd67rev2005/Summary467. ASP?YE... 10/10/2607
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of the applicant may be subject to rescission,

15 Stpnature 16 Date

NO SIGNATURE REQUIRED - E-SIG ACCEPTED 10/25/2006

17 Printed name 18 Titie or posttion
William D Pearch CHO

19 Employer of authorized person 20 Employer's FCC RN
Bristol Bay Avea Health Corporation 0008977852

NOTICE TO INDIVIDUALS: Section 54.603(b)(4) of the Federal Communications Comnussion’s rules
requires all health care providers requesting direct benefits from this support mechanism to file this Connection
Certification Form (FCC Form 467) with the Rural Health Care Divigion. 47 C.F.R. § 34.603(b)4). The
collection of infermation stems (rom the Commission's authority under Section 254 of the Communications
Actof 1934, as ameaded, 47 U.S.C. § 254. The data reported will be used to ensure that health care providers
have selected the most cost-effective method of providing the requested services as sef torth in 47 CFR. §
54.603(b)}(4).

An agency may not conduct or sponsor, and a person is not required to respond 1o, a collection of informanon
unless it displays a currently valid OME control number.

The toregoing Notice is required by the Privacy Act of 1974, Pub, L, No. 93-579, December 31, 1974, 5
U.S.C. § 552, and the Paperwork Reduction Actof 1995, Pub. L. No. 104-13, 44 [1.5.C. § 3501, et seq.

Public reporting burden for this collection of information is estimated to average 1.5 hiours 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
gstimate or any other aspect of this coliection ol information, including suggestions for reducing the reporting
burden to the Federal Communications Commission, Performance Evaluation and Records Management
Branch, Washington, D.C. 20554,

Persons willfully making false statements on this form may be punished by fine or forfeiture, under the
Conunumecations Act, 47 U.5.C. Secs, 502, 503(b), or fine or imprisonment under Title 18 of the United States
Code, 18 Li.8.C. Sec. 1001.

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

Click here to return to the HCP Information Page

http/'www.rhe universalscrvice.org/onlineforms/form467rev2005/Summary467.ASP?YE... 10/10/2007



