
 

 

 

 

 

780 S Snodgrass Drive 
Palmer, AK 99645 

Phone: 907-671-6871 
Fax: 907-746-0864 

BWCReferrals@kniktribe.org 

 

Welcome to Benteh Wellness Center (BWC) 

We look forward to working with you. Please take a few minutes to read the following 
information and sign and date where necessary indicating you understand and agree with the 
terms. If you have any questions or need assistance, please call our office at 907-671-6871 or 
email BWCReferrals@kniktribe.org 

 

Please ensure the following documents have been reviewed and signed:  

☐  AKAIMS 

☐  Informed Consent to Treat 

☐  Notice of Privacy Practices 

☐  Financial Agreement 

☐  Sliding Fee Scale Application  

Other Documents Needed: 

☐  Copy of the minor’s birth certificate (we can accept a photo of certificate emailed) 

☐  Copy of Legal Custody Agreement/Divorce Decree if applicable 

 This can also serve at proof of guardianship instead of birth certificate 

☐ Release of Information (ROI) 

 Primary Care Physician/Medication Provider 

 Foster Parents and Guardians Ad Litem **REQUIRED IF OCS CASE** 

Forms can be emailed to BWCReferrals@kniktribe.org or returned to our office. 



Alaska Automated Information Management System (AKAIMS) 

Knik Tribe is required to collect this information on behalf of the  

State of Alaska due to a funding agreement to provide more services. 

PARTICIPANT INFORMATION 

First Name: Last Name: Maiden Name: 

Sex:  Female           Male                  Other: Date of Birth: 

Ethnicity (Check One): 

Not Spanish/Hispanic/Latino/Mexican  Hispanic– specific origin not specified  Other: 

Race (Check as many as apply): 

Aleut American Indian  Asian  Athabascan Black/African American  Caucasian  Haida  Inupiat 

Native Hawaiian  Tlingit  Tsimshian  Yupik Other Alaska Native:  
 

 

Veteran Status (Check one):           Never in Military                 Other: 

Current Village/Town/City: 

Source of Referral:           Self    OCS         Medical Professional   Other: 

Is the Participant pregnant?              Yes      No   Expected Due Date:____________________ 

Is the participant using injectable drugs?    Yes    No 

Highest Education Status (Check one): 

_______  Grade                                  High School Diploma    GED   Vocational School    ______ Year(s) College 

School Attendance Status (Check One): 

Not Applicable  Attending School      Not Attending School    Other: 

Employment Status (Check One): 

Student          Employed Full Time Employed Part Time   Not Seeking Work   Other: 

Source of Income (Check One): 

Parent’s Income  Employment None  Other: 

Annual Household Income (Check One): 

$0-$9999             $10,000-$19,999                  $20,000-$29,999    $30,000-$39,999    $40,000-$49,999    $50,000+    

Primary Payment Source (Check One): 

Medicaid                   Self-Pay  Health Insurance:   Other:   

Living Situation (Check One): 

Private Residence  Foster Care         Other: 

Marital Status (Check One): 

Never Married/Single Married  Divorced  Other:  

Number of Children Living with Participant (Not Counting Participant): 

Number of Arrests in the Last 30 Days: 

Revised 08/09/2023
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This document contains summary information about the Health Insurance Portability and 
Accountability Act (HIPAA) and patient rights with regard to the use and disclosure of your Protected 
Health Information (PHI) used for the purpose of treatment, payment and health care operations. 
HIPAA requires that we provide you with a Notice of Privacy Practices and explain HIPAA and its 
application to your personal health information in greater detail. The law requires that we obtain your 
signature acknowledging that we have provided you with this information.  

Therapy Services 

• Therapy has both benefits and risks. Risks sometimes include experiencing uncomfortable
feelings such as sadness, anger, guilt, and helplessness. Therapy often requires discussing
unpleasant aspects of your life. Therapy has also been shown to have benefits for people who
actively participate.

• Your first few sessions will consist of a discussion between you and the provider to evaluate
your needs and discuss diagnoses.  After evaluation, we will discuss what our work may include
and create an initial treatment plan. We will need ongoing feedback from you for your needs to
establish the most successful treatment plan.

• Most sessions are scheduled for 50 minutes, usually weekly.  Sessions are sometimes scheduled
more or less freqently based on your needs.

• Repeated cancellations or no-show appointments may indicate that this isn’t the right time for
services.  Three missed appointments without participant contact may result in program
discharge.

• If you do not notice improvement from therapy within a couple of months, please talk to your
provider right away.

• Any questions you may have regarding any procedures can be addressed as they arise.

Telehealth Services 

Telehealth services may be used when mental health providers cannot be physically present 
with you or your child during evaluations and therapy services.   

• HIPAA compliant video platforms are used to communicate between you and your provider.
The video communication software includes measures to safeguard data and protect against
corruption.

• Privacy for you or your child at home should be considered so that all feel comfortable that the
participant can continue to share what they need to with their provider.

Benteh Wellness Center 
Informed Consent to Treat 
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• There are risks with the transmission of personal health information over technology that
include but are not limited to:  breaches of confidentiality (digitally or by being overheard),
theft of personal information, and disruption of services due to technical difficulties.

• No recording of the session occurs or is stored without prior notice and signed participant
consent.

Psychiatric Evaluation and Medication Management 

• Psychiatric evaluation and medication management are performed by a psychiatrist or an ANP.
BWC does not currently offer this level of care.

Availability 

• Providers are not available 24 hours a day. BWC’s standard office hours are Monday through
Friday, 8am-5pm. If you cannot reach our staff and feel you or your child are in crisis, you may
call your family physician, the Crisis Line at 1-907-376-2411, the Alaska Careline at 1-877-266-
4357 or go to the emergency department at the nearest hospital.

Professional Records 

• The laws and standards of our profession require that we keep Protected Health Information
about you in your clinical record. If you provide our office with an appropriate written request,
you are legally entitled to receive a copy of the records. Records may also be available on your
patient portal.

Privacy of Minor Participants 

• HIPAA states that minors have a right to privacy even though a parent can legally attain their
records.  Natural parents who have not had their parental rights terminated are able, by law, to
access the child’s medical records unless it can be proven that this would not be in the child’s
best interest. Our office asks parents and legal guardians to respect their child’s privacy and not
access their treatment records.

• If your child is a danger to his or herself or others, your provider will discuss this with you
immediately.

Confidentiality 

The law protects the communication between participants and provider, and our office can only 
release information about our work with others if you sign a written authorization form that meets 
certain legal requirements imposed by HIPAA. We may disclose confidential information in the 
following circumstances: 

1. Information shared in individual sessions or circumstances by a minor participant will be shared
with the parents if the therapist finds it to be beneficial to the therapeutic process. High- risk
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behaviors may or may not be reported to parents – sexual activity and drug use disclosures are 
protected at a more stringent standard as stated in Alaska statutes. 

2. We may occasionally find it helpful to consult with other mental health professionals about a
case. We regularly staff participants in supervision. During a consultation, we make every effort
to avoid revealing the identity of the participant. The other professionals are also legally bound
to keep the information confidential. If you do not object, your provider may not always tell you
about these consultations unless it is important to your work together. Your provider will note
all consultations in your clinical record.

3. Disclosures required by health insurers in order to receive payment will be required. Depending
on your insurance provider this may include a clinical diagnosis, treatment plan, and other
relevant information in order to extend benefits. Though all insurance companies claim to keep
information about you confidential, it will become part of their files and your provider has no
control over what they do with it once it is in their hands.

4. There are some situations where we are permitted or required to disclose information without
either your consent or authorization. If such a situation arises, your provider will make every
effort to discuss it with you before taking any action and your provider will try to limit any
disclosure to what is necessary. When reporting child abuse, it may be deemed that it is not in
the child’s best interest to discuss the situation with you.

5. The law requires the reporting of child physical and sexual abuse, both past, unreported events
as well as current. This would include domestic violence witnessed by children, in addition to
substance use that impacts parenting and child neglect.

6. An attorney may subpoena your provider’s records to court. It is office policy to protect
participant confidentiality to the best of our ability. Alternatives, such as treatment summaries,
will be discussed should this arise. If ordered by the court, however, your provider is obligated
to disclose any information requested.

7. If your provider believes that a participant is threatening serious bodily harm to self or another,
we are required to take protective actions, which may include notifying the potential victim,
and/or notifying the police. In the case of suicidal preoccupation or intent, hospitalization for
the participant or contact with family members or others who can help provide protection may
be sought.

8. If a government agency is requesting the information for health oversight activities, your
provider is required to provide it for them.

9. If a participant files a complaint or lawsuit against our office or your provider, we may disclose
relevant information regarding that participant in order to defend ourselves.
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Participant Rights & Responsibilities 

Participant Rights – Treatment 
1. You and your family have the right to be informed of these rights in a language and method you

understand.
2. You have the right to designate a surrogate decision maker if you become incapable of

understanding a proposed treatment/procedure or are unable to communicate your wishes.
3. You have the right to ask about the educational and professional background of providers as

well as licensing information.
4. You have the right to reasonable access to care which respects your dignity, values and beliefs

regardless of your race, religion, gender, sexual orientation, ethnicity, age or disability.
5. You have the right to receive information about your treatment, alternative treatments and to

seek a second opinion. Like other medical treatments, behavioral health treatment has benefits
and risks and there are no guarantees with respect to outcome.

Participant Rights - Confidentiality 
1. Once you sign an official release of information form and this information is released to another

agency, we can no longer guarantee the confidentiality of this information.
2. Providers may be required to disclose information without your authorization to protect your

safety or the safety of others including:
• If you are in clear danger of hurting or killing yourself or are unable to care for yourself.
• If you are in clear danger of hurting or killing someone else or have clearly threatened to

hurt someone else.
• If you tell a provider about neglect or abuse of a child, an elder or an individual who is

unable to care for him/herself.
• If a child is witnessing domestic violence within the home.
• When records are subpoenaed or ordered to be released by a court of law.
• For purposes of program accreditation, certification or state agency reviews and audits.

Participant Responsibilities 
1. You have the responsibility to provide information about your present concern, past illnesses

and medication to your provider.  Parents/Guardians are responsible for providing the provider
with timely and accurate updates and concerns for minor children.

2. You have the responsibility to ask questions about anything you do not understand during your
assessment or treatment.

3. You have the responsibility to actively participate in treatment including keeping scheduled
appointments.

4. You have the responsibility to follow the recommended treatment plan after adequate
instructions have been provided. If you disagree with the recommended treatment plan, it is
your responsibility to discuss these areas of disagreement with your provider.
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5. You have the responsibility to accept the consequences of not following the recommended
treatment plan.

6. You are responsible for seeking emergent mental health care when indicated. You may call your
family physician, the Crisis Line at 1-907-376-2411, the Alaska Careline at 1-877-266-4357 or go
to the emergency department at the nearest hospital.

7. You have the responsibility to fulfill financial obligations, if applicable.

Resolution of Concerns 
• Participants and their families are encouraged to express any concerns or problems

encountered during their course of treatment in a timely manner. Communication of concerns
and problems are viewed as an opportunity to improve your treatment and services.

• Report concerns directly to your provider. If you think doing so is inappropriate, concerns can
also be reported to a BWC manager.

• You may also report concerns to the BWC Compliance Department at 1-907-671-7390.
• Anyone, including visitors or employees, who believes possible participant discrimination or

abuse has occurred, should immediately contact any BWC staff member.
• If you have serious concerns or complaints about a behavioral health practitioner, you can also

contact the Division of Occupational Licensing, 3601 C Street, Suite #722, Anchorage, Alaska
99503-5986. Telephone number: (907) 269-8160.
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Informed Consent to Treat 

_____ I authorize Benteh Wellness Center to provide Therapy Services and/or Telebehavioralhealth 
Services for myself or child. I have read, understand, and agree to the risks of such services.   

_____I understand that BWC does not offer any psychiatric evaluation and/or medication 
management and BWC staff may only be available during business hours. 

_____I have read, understood, and agree to the professional records, privacy of minor participants and 
confidentiality sections. 

_____I have read, understood, and agree to the participant’s rights, responsibilities and 
resolution of concerns sections. 

By signing this document, it indicates that you have read the information in this consent to 
treat and agree to abide by its terms during our professional relationship.  

_____________________________________    _______________________________________ 
Participant Name (Print)           Participant Signature (If over 16) 

   _______________________________________ ____________________________________
Guardian Name (Print)          Guardian Signature        

_____________________________________    _______________________________________ 
Relationship to Participant  Date 

Last Revised 08/09/2023 



                                                             

This notice applies to services that are provided by Knik Tribal Council and the related records. For 
services provided at the Benteh Wellness Center (BWC), BWC respects your privacy and understands 
that your personal health information is a private and sensitive matter. We make a record of the care 
and services you receive at BWC that is called protected health information (PHI). This information is 
needed to give you quality health care and comply with the law. For example, this information includes 
your symptoms, test results, diagnosis, treatment, health information from other health care providers, 
and billing and payment information related to those services. We will not disclose your information to 
others unless you authorize us to do so, or unless the law authorizes or requires us to do so. 

This privacy notice will tell you about: 

1. The way that we may use and disclose health information about you.
2. Your privacy rights.
3. Special rules for patients of BWC’s alcohol and drug prevention and treatment programs; and
4. BWC’s responsibilities in using and disclosing your health information.

HOW BWC MAY USE & DISCLOSE YOUR HEALTH INFORMATION: 

The following is an explanation and example of some of the ways your health information may be used 
and disclosed:   

Treatment: We may use your protected health information for treatment purposes. Information 
obtained by our health care staff will be recorded in your health record and used to help decide 
appropriate care. We may also provide information to others providing your care.  For example, 
medication information could be shared with nurses, pharmacists, or other providers to avoid treatment 
that might cause a negative reaction. 

Payment: We may use your protected health information for payment purposes. “Payment” includes 
the activities of BWC to obtain payment or be reimbursed for the services we provide to you. For 
example, insurance companies may need information about services you received at an BWC program 
to authorize payment. In addition, if someone else is responsible for your health care costs, we may 
disclose information to that person when we seek payment. 

Health Care Operations:   We may use your protected health information for health care operations. 
“Health care operations” are certain administrative, financial, legal, and quality improvement activities 
necessary to run BWC programs and make sure all customer-owners receive quality care. For example, 
we may use health information about you to evaluate the performance of our staff, or to evaluate 
services provided at BWC. 

Electronic Health Information Systems:  We utilize electronic health information systems, including an 
integrated multi-facility electronic health information system with a patient service communications 

Benteh Wellness Center 
 Notice of Privacy Practice 



network that permits providers involved in your care at other tribal health care facilities, and the Indian 
Health Service, to access health information accumulated about you at our facilities. Once information is 
entered into many of these systems, it can be amended, but it cannot be removed. Once a user is 
authorized to have access to your information contained in some of these systems, the user will 
continue to have such access until determined otherwise. We may make your protected health 
information available electronically through an electronic health information exchange to other health 
care providers and health plans that request your information for their treatment and payment 
purposes. Participation in an electronic health information exchange also lets us see their information 
about you for our treatment and payment and healthcare operation purposes. You are permitted to 
request and review documentation regarding who has accessed your information through the electronic 
health information exchange.  Your provider will have information on how to make this request, or you 
may find the information on our website once we begin participating in the exchange. 

Appointment Reminders: We may use and disclose health care information to contact you as a 
reminder that you have an appointment for treatment or health care at BWC. You may be contacted by 
staff to remind you that you have an appointment. We may use and disclose health care information 
during the reminder call, but the information disclosed will be kept to what is necessary to remind you 
of the appointment.  

Interpreters: To provide you proper care and services, we may use the services of an interpreter. This 
may require the use or disclosures of your personal health information to the interpreter. 

Other Treatments and/or Health Products: We may use and disclose health care information to tell you 
about or recommend possible treatment options or alternatives that may be of interest to you, or about 
health-related products or services that may be of interest to you. 

Research: Under certain circumstances, we may use and disclose health care information about you for 
research purposes, but only if the research has been reviewed and approved by an Institutional Review 
Board (IRB). BWC may also share information with researchers preparing to conduct a research project. 
We will almost always ask for your specific permission if the researcher will have access to your name, 
address or other information that reveals who you are, or will be involved in your care at BWC. In some 
cases, your health information might be used or disclosed for research without your consent. For 
example, a researcher might review your health record to determine if we have enough patients to 
conduct a diabetes research study; or to include your information in a research database. In these cases, 
the IRB makes sure that using your information without your consent is justified and that steps are 
taken to limit the use of your information. In all other cases, we must obtain your authorization to use 
or disclose your information for a research project. We may also share or disclose your information for 
research purposes with researchers at other institutions. 

Funeral Directors/Coroners/State Medical Examiner: We will disclose health care information about 
you to funeral directors, coroners, and the state medical examiner, consistent with applicable law to 
allow them to carry out their duties.  

Public Health Risks: We may disclose health care information about you for public health activities that 
can include the following:   

• Prevention or control of disease, injury, or disability.



• Reports of births and deaths.
• Reports of abuse or neglect of children, elders, and dependent adults.
• Reports of reactions or problems with medications or health products.
• Notifying people of product recalls related to their health care.
• Notifying a person that they may have been exposed to a disease or may be at risk for

contracting or spreading a disease or condition.
• Notifying a government authority if we believe a patient has been the victim of abuse, neglect,

or domestic violence. We will only make this disclosure if you agree or when required or
authorized by law. Laws: We will disclose health care information when required by state law
and/or when you have made a workers’ compensation claim that provides benefits for work-
related injuries or illness.

Correctional Institutions: If you are in jail or prison, we may disclose health care information to the 
Department of Corrections for your health and the health and safety of others. 

Law Enforcement: We may disclose health care information about you when legally required such as 
when we receive a subpoena, court order or other legal process, or when you are the victim of a crime. 

Tissue Donation, Organ Procurement and Transplant: We may disclose health care information to 
organizations that handle organ procurement or tissue transplantation or to an organ donation bank, to 
help with organ or tissue donation and transplant if you or your family members agree. 

Health and Safety Oversight: We will disclose health care information to a health oversight agency 
when required by law. These oversight activities include audits, investigations, and medical licensure. 

Disaster Relief Purposes: We may disclose health care information to disaster relief agencies to assist in 
notification of your condition to family or others. 

Military and Veterans: If you are a member of the armed forces, BWC may release health care 
information about you as required by military command authorities. 

Court Orders, Lawsuits and Disputes:  If you are involved in a lawsuit or a dispute, we may disclose 
health care information about you in response to a court or administrative order in accordance with 
applicable law. We may also disclose health care information about you in response to a subpoena, 
discovery request, or other lawful process by someone else involved in the dispute. 

National Security and Intelligence Activities: We may release health care information about you to 
authorized federal officials for intelligence, counterintelligence and other national security activities 
authorized by law. 

Business Associate Agreements: We may use your health care information and disclose it to individuals 
and organizations that assist BWC with treatment, health care operations or payment purposes or with 
complying with legal obligations. For example, BWC may disclose information to consultants or 
attorneys who assist us in our business activities. These business associates must agree to protect the 
confidentiality of the protected health information. 

Other Uses and Disclosures: We may also use and disclose your information to enhance health care 
services, to protect patient safety, to safeguard public health, to ensure that our facilities and 



practitioners comply with government and accreditation standards and when otherwise allowed by law. 
For example:  

• We may use certain information about the care you received at BWC to fundraise for the benefit
of BWC. If we engage in fundraising, you have the right to opt out of receiving such
communications.

• We provide information regarding FDA regulated drugs and devices to the U.S. Food and Drug
Administration.

• We provide government oversight agencies with data for health oversight activities such as
auditing or licensure.

• We provide notices to appropriate individuals when we believe it necessary to avoid a serious
threat to health or safety or to prevent serious harm to an individual; and

• We disclose information when otherwise required by law, such as to the Secretary of the United
States Department of Health and Human Services for purposes of determining our compliance
with our obligations to protect the privacy of your health information.

Notification of Family and Others: Unless you object, we may release health information about you to a 
friend or family member who is involved in your health care while you are receiving services. We may 
also give information to someone who helps pay for your care. We may tell your family or friends your 
condition and that you are in a residential BWC facility. If you would like to restrict the information 
provided to family or friends, please contact the appropriate number at the end of this notice. 

If you want a family member or friend to be able to access information about you or assist in arranging 
your health care, such as scheduling or checking on appointment times, please make sure that an 
authorization is on file for that person to access your records.  This will be required for individuals to 
assist you in this manner. 

Uses and Disclosures That Require Your Authorization:  Other than the uses and disclosures described 
above, information will be used or disclosed only as allowed or required by law, or with your written 
authorization. Uses and disclosures such as the release of psychotherapy notes, uses for marketing and 
the sale of protected health information require your prior written authorization. If you provide us with 
written authorization, you have the right to revoke that authorization at any time unless the disclosure 
is required by law or in circumstances where we have otherwise relied on the authorization or the law 
prohibits revocation. 

SPECIAL RULES FOR ALCOHOL AND DRUG PREVENTION AND TREATMENT RECORDS 

If you receive alcohol and/or drug prevention and treatment services, your medical records that identify 
you as receiving those services are protected not only by HIPAA, but also by the 42 CFR Part 2 
confidentiality law. This law provides additional safeguards to protect the privacy of these records.   

BWC must obtain your written consent before disclosing information identifying you as a patient of an 
alcohol or substance abuse treatment program, including before releasing information for payment 
purposes. BWC may condition treatment on receiving your consent for payment purposes. Federal law 
does, however, permit BWC to release records identifying you as a patient of an alcohol and/or drug 
prevention or treatment program in certain circumstances without your written authorization. These 
are disclosures: 



• Pursuant to an agreement with a qualified service organization or business associate.
• For research, audit, or evaluation purposes:
• To report a crime against BWC personnel or on BWC property.
• To medical personnel in a medical emergency.
• To report suspected child abuse or neglect to appropriate authorities; and
• Pursuant to a court order.

BWC, for example, may disclose your records identifying you as a patient receiving alcohol and/or drug 
prevention or treatment services without your consent if a judge issues a Court Order that requires BWC 
to provide the records for a court hearing or active lawsuit. To the extent anything in this Notice 
conflicts with the protections described in this special section regarding substance abuse treatment, the 
portion of the Notice providing you with greater protection will apply. 

YOUR INDIVIDUAL RIGHTS REGARDING YOUR HEALTH INFORMATION 

You have specific individual rights as to the uses and disclosures of your protected health information. 
The health and billing records we make, and store belong to BWC. The protected health information in 
it, however, generally belongs to you. You have the following rights: 

• Questions - You have the right to ask questions about any information contained in this notice.
• Notice - You have the right to receive a copy of this Notice of Privacy Practices.
• Right to Request Restricted Use – You have the right to ask BWC to limit certain uses and

disclosures. If you want to limit use and disclosure, you must give us a written request. We are
not required to grant the request except under special circumstances, such as a restriction on
information provided to an insurer for services paid for out-of-pocket. If we grant your request,
we will comply with it unless the information is needed to provide emergency services

• Right to Confidential Communications - You may request that your health information be given
or sent to you by another means or at another location. These requests must be made in writing
and we have a form available for this type of request. BWC will accommodate reasonable
requests.

• Right to Request an Inspection and Receive Copy– You may request to see and get a copy of
your health record. If your health record is in electronic format, you may request that your copy
also be in electronic format and BWC will comply if the requested electronic format is
reasonably available.

• Right to Request an Amendment to Your Record - You have the right to give us a written request
to change your health information. We may accept your request and if we do, we will add an
amendment to your record. If we deny your request, you may write a statement of
disagreement that will be stored in your health record. Please note that we may add our own
statement disagreeing with your proposed changes. All statements regarding changes in your
health record would be included with any release of your records.

• Revoke or Cancel Prior Authorizations - If you provided us authorization to use or disclose your
health information, you may revoke your authorization in writing at any time. Once you revoke
your authorization, we will no longer use or disclose your health information for the reasons
covered by your written permission. However, we are unable to take back any disclosures we
have already made with your permission, and if the authorization was obtained as a condition of



obtaining insurance coverage, other law provides the insurer with the right to contest a claim 
under the policy or the policy itself.  

• Right to Know About Disclosures - You have the right to request a copy of the list of certain
disclosures made of your health information outside of treatment, payment, and operations.
This list will not include disclosures to third party payers. You may request an accounting at any
time. BWC is only required by law to provide one accounting without charge during any 12-
month period. We will notify you of the cost involved if you request this information more than
once in a 12-month period. In some cases, we may be delayed in providing you a list of certain
disclosures if required by law to not disclose. The list of disclosures will go back prior to the date
requested for a period of six years for paper records and for electronic health records to six
years prior or the date the electronic health record came into existence, whichever is later.

WHO WILL FOLLOW THIS NOTICE 

• Any individuals authorized by BWC to enter information into your health record.
• All BWC departments and programs.
• Any member of a volunteer group we allow to help you while you are receiving services at BWC;

and
• All individuals who are considered members of BWC’s workforce.

BWC’s RESPONSIBILITIES 

We are required by law to: 

• Keep your protected health information private.
• Provide notice of our legal duties and privacy practices with respect to protected health

information.
• Notify affected individuals following a breach of unsecured protected health information.
• Give you this Notice of Privacy Practices; and
• Follow the terms of the Notice of Privacy Practices currently in effect.

We have the right to change our practices regarding the protected health information we maintain. If 
we make changes, we will update this Notice. You may receive the most recent copy of this Notice by 
calling or visiting any of our BWC programs and asking for it or by visiting our website 
www.kniktribe.org.  

TO ASK FOR HELP, EXPRESS A CONCERN OR COMPLAINT 

If you have questions, want more information, or want to report a problem about the handling of your 
health information, you may contact: 

• Benteh Wellness Compliance Department: 907-671-6863

If you believe your privacy rights were violated, you may file a written complaint to: 

• Compliance Officer c/o Benteh Wellness Center 2521 E. Mountain Village Drive, Ste B PMB 797,
Wasilla, AK 99654 or to:

• Office for Civil Rights U.S. Department of Health and Human Services 200 Independence Avenue.
S.W. Room 509F, HHH Building, Washington, D.C. 20201



There will be no retaliation for filing a complaint. 

NOTICE OF PRIVACY PRACTICES Acknowledgement 

Effective Date April 14, 2003 

Benteh Wellness Center (BWC) Notice of Privacy Practices provides information about how BWC may 
use and disclose protected health information about you.  You have the right to review the notice 
before signing this acknowledgement.  As stated in the notice, the terms of the notice may change.  If 
the notice is changed, you may obtain a revised copy by contacting the Compliance Department or 
asking any BWC clinical desk staff. 

You have the right to request that we restrict how protected health information about you is used or 
disclosed for treatment, payment or health care operations.  We are not required to agree to this 
restriction except in special circumstances, but if we do, we are bound by our agreement.   

You have the right to request a list of certain disclosures we have made of your protected health 
information.  

By signing this form, you acknowledge receipt of BWC’s Notice of Privacy Practices. 

________________________________________        ____________________________________  
Participant Name (Print)            Participant Signature (If applicable) 

_____________________________________ ______________________________________    _
Guardian Name (Please Print)           Guardian Signature       

_____________________________________ ______________________________________    _
Relationship to Participant  Date 



• I authorize Knik Tribe and/or Benteh Wellness Center to release any information necessary concern-
ing my or my child’s diagnosis and treatment to insurance carriers and/or their agents for the pur-
pose of securing payment on this account.

• I authorize my or my child’s insurance benefits to be paid directly from the insurance carriers to Knik
Tribe and/or Benteh Wellness Center.

• I understand that should any insurance payment be made to me or my child for a balance due on
this account, I will immediately bring in and sign these checks over to Knik Tribe.  (This is common
with the Blue Cross Federal Employee Program).  I understand that an "out of network" insurance
carrier may limit payments for any or all services provided by Knik Tribe and/or Benteh Wellness
Center.

• I understand that Knik Tribe and/or Benteh Wellness Center staff cannot guarantee insurance eligi-
bility and coverage.  It is my responsibility to check my or my child’s behavioral health benefits prior
to my appointment.  A list of current fees and my estimated costs will be presented as part of the
intake process.

• I assume responsibility for any deductible, copay and coinsurance, as well as any other balance not
covered by the insurance carrier, and that these fees are due at time of service.  All Participants who
present without valid insurance information are considered to be self-pay accounts.

• I understand that arrangements can be made if I am unable to meet my financial obligations.  I will
need to contact the Knik Tribe/Benteh Wellness Center billing department to review the payment
options. Unpaid accounts may be considered for 3rd Party Collections.

• I understand that Knik Tribe and/or Benteh Wellness Center offers a sliding fee discount pro-
gram.  To take advantage of this discount program, I must provide proof of income on at least an
annual basis or sooner if my income changes.  If I fail to provide proof of income in a timely manner,
I will be responsible for full fees.

I have read the statements above and understand my financial responsibility. If I have additional  

questions, I will speak to a staff member before my appointment. 

_____________________________________  _____________________________________ 

Revised 8/8/2023 

 Signature  Date   Relationship to Participant 

Financial Policy Agreement 

_____________________________________   ________________    ______________________ 

Participant Name (Print)        Parent or Legal Guardian Name (Print) 



Sliding Fee Scale Application 

Name: ____________________________________ DOB: _______________ 

I understand that the information I provided on this form is subject to verification by BWC/Knik Tribe.  I authorize this clinic to 
disclose this information to qualify me/my child for reduced fees.  I certify that the above information is true and correct to the 
best of my knowledge.  Any changes in income will be reported immediately so I can update income documentation. 

Name (Printed) 

Signature 

Date 

Please attach Proof of Income. 

See full list of services and associated fees on reverse. 

Family Size $0 Co-Pay (100% FPG) $5 Co-Pay (200% FPG) $10 Co-Pay (300% FPG) $20 Co-Pay (400% FPG) 

1 $0- $1,567 $1,568 - $3,134 $3,135 - $4,702 $4,703 + 

2 $0- $2,127 $2,128 - $4,256 $4,257 - $6,384 $6,385 + 

3 $0- $2,688 $2,689 - $5,377 $5,378 - $8,067 $8,068 + 

4 $0- $3,249 $3,250 - $6,499 $6,500 - $9,749 $9,750 + 

5 $0- $3,810 $3,811 - $7,621 $7,622 - $11,432 $11,433 + 

6 $0- $4,371 $4,372 - $8,742 $8,743 - $13,114 $13,115 + 

Each Additional +$561 +$1,122 +$1,683 +$2,244 

Adult Child Monthly Income: $_________ 

Name: ____________________________________ DOB: _______________ Adult Child Monthly Income: $_________ 

Name: ____________________________________ DOB: _______________ Adult Child Monthly Income: $_________ 

Name: ____________________________________ DOB: _______________ Adult Child Monthly Income: $_________ 

Name: ____________________________________ DOB: _______________ Adult Child Monthly Income: $_________ 

Name: ____________________________________ DOB: _______________ Adult Child Monthly Income: $_________ 

*Please ask for assistance for families larger than 6 members*

Reason for Applying: 

I was offered this form but chose not to fill it out.  I will be responsible for full fees. **Skip to Signature section.** 

The participant has medical/mental health insurance with a deductible over $1000/year. 

Is your grand total monthly income greater than the largest number on the line with your household size? Yes No 

Alimony 

Child Support 

Disability 

PFDs (Dividends) 

Public Assistance 

Rental Income 

Retirement 

Social Security 

Unemployment 

Veteran Benefits 

Workers’ Comp 

Other __________________________ 

Other Income NOT Included Above:

Verified By: ___________     Date: _______________    Verified with:  Pay Stubs      Tax Forms   Other __________________ 

 Verification Needed: _________________________   Qualified?        YES         NO   Level:     L1   L2 

Qualification Period: __________________________    Requalification Date: _______________________

    L3       L4     NONE  

STAFF USE ONLY 

Total Other Income (Monthly): _______________________  Grand Total Monthly Income: _________________________ 

The participant has NO medical/mental health insurance or no coverage for out of network providers. 

Total Monthly Income: $__________________________ 

The participant has active Medicaid coverage making this form informational only.  **Skip to Signature section.** 

Revised 06/06/2024



 

 

 

Approved Documentation to show Proof of Income: 

• Most recent W2 tax form(s) 

• Most recent completed tax return 

• Three most recent paystubs 

• Document(s) from Public Assistance, Unemployment, Social Security, etc. stating income 

Contact Information: 

Public Assistance 
855 W Commercial Dr 
Wasilla AK 99654 

Phone: 907-376-3903 
Toll Free: 800-478-7778 
hss.dpa.offices@alaska.gov 

Internal Revenue Service 
949 E 36th Avenue 
Anchorage AK 99508 

Phone: 907-271-6391 

 

Social Security Administration 
222 W 8th Avenue, Room A11 
Anchorage AK 99513 

Phone: 907-271-4455 

Toll Free: 866-772-3081 

Unemployment Toll Free: 888-252-2557 

Service  Price Unit 
Mental Health Intake Assessment $300.00 Per Assessment 

Psychotherapy, Individual 16-37 mins $100.00 Per Session 

Psychotherapy, Individual 38-52 mins $135.00 Per Session 

Psychotherapy, Individual 53-60 mins $170.00 Per Session 

Psychotherapy, Family 30 mins $100.00 Per Session 

Psychotherapy, Family  60 mins $170.00 Per Session 

Psychotherapy, Multi-family Group 30 mins $50.00 Per Session 

Psychotherapy, Multi-family Group 60 mins $100.00 Per Session 

Psychotherapy, Group 30 mins $50.00 Per Session 

Psychotherapy, Group 60 mins $100.00 Per Session 

Case Management $50.00 Per 15 Mins 

Peer Based Crisis Services $50.00 Per 15 Mins 

Home Based Family Treatment  $50.00 Per 15 Mins 

Community Recovery Support (individual) $50.00 Per 15 Mins 

Community Recovery Support (group) $50.00 Per 15 Mins 

Treatment Plan Development/ Review $150.00 Per Review 



Benteh Wellness Center  
780 S. Snodgrass Drive · Palmer Alaska 99645 · Phone 907-671-6871· Fax 907-746-0864 

Authorization to Release Health Information (ROI) 

   

All sections with *asterisks* are REQUIRED.  Incomplete ROIs will not be processed. 

*Name of Participant whose information is to be released:* *Participant Date of Birth:*  Participant Social Security Number: 

  

Name of Parent of Legal Guardian, if applicable (*required for minors*) *Participant Phone# and/or E-Mail (or legal representative, if applicable):* 

*I authorize Benteh Wellness Center to: *              Release Information To            and/or                              Obtain Information From 
  

*Organization/Person:* _______________________________________________________________________________________ 

*Address:* _________________________________________________________________________________________________ 

*City/State/Zip Code:* ________________________________________________________________________________________ 

*Phone Number/Fax Number:* _________________________________________________________________________________ 

 

*Description of Specific Information to be Disclosed: (Please check all that apply) *              

 Complete Record (includes ALL items listed below)     

 Assessments  Pharmacological Management Notes  Discharge Summaries 

 Education Records  Medication Lists (if available)  Transfer Summaries 

 Group Notes  Therapy Notes  Other: 

 Treatment Plans/Treatment Plan Reviews  Written and/or Verbal Communication   

Or From Service Date : _____________      To Service Date:  _____________   

*Specific Purpose of This Release of Information: (please check the best description):* 

Coordination of Care        Personal Use Legal Use      Emergency Contact                     Other: _____________________                                               

I understand that authorizing the disclosure of the above information is voluntary and I understand that the information in my health record may include records relating to sexually trans-

mitted diseases, drug and/or alcohol abuse treatment, psychiatric and mental health care, or other sensitive information.  I understand that if I am seeking behavioral health services, that 

the entity seeking this authorization will not condition treatment, payment, enrollment, or eligibility for benefits on whether I sign the authorization. I also understand that if I am seeking 

Drug and Alcohol Services subject to 42 C.F.R Part 2, that the entity seeking this authorization is not permitted to condition treatment, payment, enrollment or eligibility for benefits on the 

provision of a 42 C.F.R Part 2 compliant release for treatment purposes.  I understand that I may request a copy of this authorization. I understand that a photocopy/fax of this authoriza-

tion is as valid as the original. I understand that there may be a fee for copying associated with this request. I understand that I have the right to revoke this authorization at any time 

except to the extent that information has already been released.  Authorizations for the release of alcohol and drug abuse records protected by 42 C.F.R. Part 2 can be revoked verbal-

ly.  Authorizations covering all other health information must be revoked in writing. I hereby authorize the use or disclosure of the health information as described above.  

Prohibition On Redisclosure: I understand that information only covered by HIPAA (45 C.F.R. Parts 160 & 164) is subject to re-disclosure by the recipient and may no longer be protected 

by the HIPAA Privacy Act. I understand that health information covered by federal law 42 C.F.R. Part 2 (Alcohol & drug abuse records prohibits any further disclosure of information that 

identifies a patient as having or having had a substance use disorder either directly, by reference to publicly available information, or through verification of such identification by another 

person unless further disclosure is expressly permitted by the written consent of the individual whose information is being disclosed or as otherwise permitted by 42 C.F.R. Part 2. A general 

authorization for the release of medical or other information is NOT sufficient for this purpose (see §2.31). The federal rules restrict any use of the information to investigate or prosecute 

with regard to a crime any patient with a substance use disorder, except as provided at §§ 2.12(c)(5) and 2.65. 42 C.F.R. Part 2 prohibits unauthorized disclosure of these records.   

Expiration Date or Event: ________________________ (Unless otherwise specified, this authorization will expire one year from signature date) 

___________________________________________________________________  ___________________________ 

Signature of Participant *Required for Participants over 18 years old* Signature Date 

___________________________________________________________________  ___________________________ 

Signature of Parent/Legal Representative (if applicable) *Required for minors* Signature Date 

REVOCATION SECTION: DO NOT complete this section when the authorization is initially signed.  Only complete if the Participant wishes to revoke this authorization.                                   

I hereby request that this authorization to release information be revoked, effective on the date of my signature below. 

___________________________________________________________________  ___________________________ 

Signature of Participant/Parent/Legal Representative Signature Date 

If Participant revokes verbally, Employee will enter their name and job title followed by the date the Employee received the revocations instructions. 

BWC Employee Use Only:  Received on Date: ____________ By Employee:  __________________________________________                         Revised 04/25/24 

                      *From Intake Date to Discharge Date*                                      
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