
 

 

 

 

 

 

 

 

 

Welcome to Selah Academy Online or BPL!  We are excited to work with you and help you along your 

educational journey so that you can reach your goal of graduation.  If you are willing to work hard in order to 

succeed, we are willing to partner with you as a school of choice in your pathway to a high school diploma. 

 

Below you will see the steps you need to take to become eligible to start classes at Selah Academy Online or 

BPL.  Please call our office, email us, or drop by if you have any questions about the process.  

 

Full-Time On-Campus Students (BPL):  We will consider application 2-3 times per year.  Once you’ve 

contacted the SA Secretary with your interest and filled out an application.  You’ll be scheduled for a meeting 

with the SA BPL staff and if accepted, fill out the necessary UA Testing Agreement and other necessary forms.  

Full-time on-campus BPL will begin on the date provided by the BPL staff team. 

 

Selah Academy Online Students (On-Campus):  Contact the Selah Academy Online Secretary/Registrar at 

698-8062.   Meet with the SA Principal and take home the necessary registration forms/UA Testing Agreement, 

and the Selah Academy Student Handbook.  Read and completely fill out (take note of the attendance policy, 

paced learning system requirements, bring your own device, and random UA agreement*), ensuring that your 

parent/guardian reads/completes their sections as well.  Bring the fully completed/ signed/dated packet back to 

the Selah Academy Registrar/Secretary ASAP.   

 

Step 2:   Once all paperwork is complete, you are now eligible to begin your class(es) at Selah Academy.  

Please pick up your printed schedule in the Selah Academy Office.   

 

*All Selah academy enrollees during periods 1-6, whether full or part-time, including those seeking credit 

retrieval, will be required to submit to entry and/or random urinalyses (UA) during the school year (paid 

for by the Selah School district).  A positive test will require a drug/alcohol assessment (costs covered by 

parent/guardian/student health insurance), with the student expected to follow all post-assessment 

recommendation as part of their continued enrollment/participation with Selah Academy.   

 

 

 

 

 

 

 

 

 

 

 

 

Selah Academy 

 
308 W. Naches Ave 

Selah, WA  98942 

Bus: (509) 698-8060   Fax: (509) 698-8061 

Joe Coscarart, Asst. Principal 

Tracy Ratliff, Secretary/Registrar 

 



 

NOTICE OF PRIVACY PRACTICES 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW 
YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY. 

 We collect and create personal information about you and your health.  State and federal law protects your privacy by limiting me in 
how we may use and disclose such information.  Protected health information (“PHI”) is information about you, including demographic 
information, that may identify you or be used to identify you, and that relates to your past, present or future physical or mental health or 
condition, the provision of health care services, or the past, present or future payment for the provision of health care. 

Your Rights Regarding Your PHI.  The following are rights you have regarding PHI that we maintain about you:  

Right of Access to Inspect and Copy.  You have the right, which may be restricted only in certain limited circumstances, to inspect 

and receive a copy of the PHI that we maintain.  We may charge a reasonable, cost-based fee for the copying process.  As to your PHI 
that we  maintain in electronic form and format, you may request a copy to which you are otherwise entitled in that electronic form and 
format if it is readily producible, but if not, then in any readable form and format as we may agree (e.g., PDF).  Your copy request may 
also include transmittal directions to a third party.  

Right to Amend.  If you feel the PHI we have about you is incorrect or incomplete, you may ask us in writing to amend the information 

although we are not required to agree to the amendment.  You may write a statement of disagreement if your request is denied.  The 
statement will be maintained as part of your PHI and will be included with any disclosure.  

Right to Request an Accounting of Disclosures.  We are required to create and maintain a prescribed accounting of certain 
disclosures we may have made of your PHI.  You have the right to request a copy of such an accounting.  

Right to Request Restrictions.  You have the right to request in writing a restriction or limitation on the use or disclosure of your PHI 
for treatment, payment, or health care operations.  We are generally not required to agree to such a request.  If we have been paid in 

full for all of the services covered by such a request, then we will honor a request to restrict disclosure to your insurance. 

Right to Request Confidential Communication.  You have the right to request that we communicate with you in a certain way or at a 
certain location.  We will accommodate reasonable requests and will not ask why you are making the request.  

Right to Request a Copy of this Notice.  You have the right to obtain a paper copy of this notice upon request.  

Right to Complain.  You have the right to file a complaint in writing with us or with the Secretary of Health and Human Services if you 
believe we have violated your privacy rights.  We will not retaliate against you for filing a complaint. 

Our Uses and Disclosures of PHI for Treatment, Payment and Health Care Operations 

Treatment.  We may use your PHI for the purpose of providing you with health care treatment.  To coordinate and manage your care, 
but with your authorization, we may disclose your PHI to other health care providers who become involved in your care. 

 Payment.  We may use your PHI in connection with billing statements we send you and in connection with tracking charges and 

credits to your account.  In addition, but with your authorization, we may disclose your PHI to third party payers to obtain information 
concerning benefit eligibility, coverage, and remaining availability, as well as to submit claims for payment and for medical necessity 
and utilization reviews. 

Health Care Operations.   We may use and disclose your PHI for the health care operations of our program in support of the functions 

of treatment and payment.  Such disclosures would be to facilitate receipt of services for the program and its patients for data 
processing, bill collecting, dosage preparation, laboratory analyses, or legal, medical, accounting, or other professional services. 

Other Uses and Disclosures That Do Not Require Your Authorization or Opportunity to Object 

 Required by Law.  We may use or disclose your PHI to the extent that the use or disclosure is required by law, made in compliance 

with the law, and limited to the relevant requirements of the law.  Examples are public health reports, abuse and neglect reports, law 
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enforcement reports, and reports to coroners and medical examiners in connection with investigation of deaths.  We also must make 
disclosures to the Secretary of the Department of Health and Human Services for the purpose of investigating or determining my 
compliance with the requirements of the Privacy Rule. 

 Health Oversight.  We may disclose your PHI to a health oversight agency for activities authorized by law, such as our agency 

licensure.  Oversight agencies also include government agencies and organizations that audit their provision of financial assistance to 
me (such as third-party payers). 

 Threat to Health or Safety.  We may disclose your PHI when necessary to minimize an imminent danger to the health or safety of you 
or any other individual. 

Business Associates.  We may disclose your PHI to the extent minimally necessary to Business Associates that are contracted by us 
to perform health care operations or payment activities on our behalf which may involve receipt, use or disclosure of your PHI. 

 Compulsory Process.  We will disclose your PHI if a court issues an appropriate order. 

Uses and Disclosures Requiring Your Opportunity to Agree or Object 

Prior Providers.  We may disclose your PHI to your prior health care providers, unless we have given you the opportunity to agree or 
object, and you have objected in writing. 

Close Personal Relationships.  In accordance with good professional practice, we may disclose your PHI to your person(s) who are 

close to you that are involved with your care, unless we have given you the opportunity to agree or object, and you have 
objected.  When you are not present or in situations of your incapacity or in an emergency, and where disclosure, in our clinical 
judgment would be in your best interests, we will disclose your PHI as minimally necessary. 

Disaster Relief Purposes.  In situations of your absence, incapacity or emergency and in accordance with good professional practice, 

we may disclose your PHI to a public or private entity authorized by law or by its charter to assist in disaster relief efforts, which are 
directly relevant to your identification and care. 

Uses and Disclosures of PHI with Your Written Authorization 

We may make other uses and disclosures of your PHI but only with your written authorization.  Unless we have taken a substantial 
action in reliance on the authorization such as providing you with health care services for which we must submit subsequent claim(s) for 
payment, you may revoke an authorization in writing at any time.  We will honor verbal revocations upon authenticating your identity. 

Certain Uses and Disclosures of PHI that We Do Not Make 

 We do not engage in academic or commercial research involving client PHI.  We do not engage in marketing activities using client 

PHI.  We do not engage in the sale of client PHI.  We do no fundraising using client PHI.  We do not maintain directory information for 
public disclosure.  We do not receive compensation for recommending any health care product or service. 

This Notice 

 This Notice of Privacy Practices informs you how we may use and disclose your PHI and your rights regarding your PHI. We are 
required by law to maintain the privacy of your PHI and to provide you with notice of my legal duties and privacy practices with respect 
to your PHI, and to notify you following a breach of unsecured PHI related to you.  We are required to abide by the terms of this Notice 
of Privacy Practices.  We reserve the right to change the terms of this Notice of Privacy Practices at any time.  Any new Notice of 
Privacy Practices will be effective for PHI that we maintain at that time. We will make available a revised Notice of Privacy Practices by 
providing you a copy upon your request or by providing you a copy at your next appointment. 

 Complaints 

If you have any questions about this Notice of Privacy Practices or complaints about how your PHI has been utilized, please contact 
us.  Our contact information is: 

PO BOX 217 
Selah, WA 98942 
1-800-326-7444 
privacyofficer@sundown.org 

We will not retaliate against you for filing a complaint.  You may also file a complaint with the Secretary of the Department of Health and 
Human Services.   The effective date of this Notice is September 16, 2013. 
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Urinalysis Test Consent  

&  

Notice of Privacy Practices  

Form 

 

I voluntarily give my consent for Sundown M Ranch to conduct urinalysis test(s) and I 

have been provided a copy of the “Notice of Privacy Practices”. 

________________________________________  

Student Name (Print) 

________________________________________  

Parent Name (Print) 

________________________________________  _________________________ 

Student Signature      Date 

________________________________________  _________________________ 

Parent Signature       Date 

 

 

 

 

08/17/15 
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AUTHORIZATION TO DISCLOSE HEALTH CARE INFORMATION 

 
The undersigned patient authorizes SUNDOWN M RANCH to disclose/receive copies of the specified records as he/she has 

directed. 
 

1. RECORDS: The following records are included in this request: (Requires Patient/Student Initials) 
 

Student Initials 
 

Identity, dates, diagnosis, prognosis, recommendations, treatment rendered, assessment, 
location, progress, treatment status, dialogue with recipient, treatment summary and 
treatment coordination. 

Student Initials 
 

Other (specify)       
 

 
 
2. DISCLOSE / RECEIVE specified records to/from the following: 

Organization: Selah Academy 
 Name/Title and/or individual: Selah Academy Principal and/or Secretary 
 Mailing Address:308 W. Naches 
Ave  
   
 City Selah State WA Zip 98942 Telephone:  509-698-8060 
 509-698-8061 (fax) 
3. PURPOSE:   At Student’s/Patient’s Request: 
  

  Status Report: Counseling/Therapeutic Value: Court/Litigation Related:      

  Other (Specify):       
       
 

I understand that my alcohol and/or drug treatment records are protected under the federal regulations governing Confidentiality of 
Alcohol and Drug Abuse Patient Records, 42 C.F.R. Part 2, and the Health Insurance Portability and Accountability Act of 1996 
("HIPAA"), 45 C.F.R Pts. 160 & 164 and cannot be disclosed without my written consent unless otherwise provided for in the regulations.  
This Disclosure Authorization is specifically intended to include any references to diagnosis, testing, and/or treatments for communicable 
diseases, including sexually transmitted diseases (e.g., Tuberculosis, HIV/AIDS- AID - related illness), mental health services, drug 
and/or alcohol services.  I also understand that I may revoke this consent at any time except to the extent that action has been taken in 
reliance on it, including provision of health care services requiring subsequent disclosure to effect payment.  Unauthorized re-disclosure 
by recipient is prohibited, but may be a potential risk.  I understand that I do not have to sign this authorization in order to receive health 
care benefits (treatment, payment, enrollment, or eligibility for benefits) except for health care services necessary to create any 
assessment or report for disclosure to the recipient identified in this authorization.  In any event this authorization expires automatically 
as follows:  1 (one) year from date of signature. I understand that, upon my request, SUNDOWN M RANCH will provide me with a copy 
of this Authorization as signed by me. 

 

 

SIGNATURES:                                                                                                              DELIVERY INSTRUCTIONS: 
 
               Mail/Courier:  
 (Printed Name/ Nombre Impreso)                     (Date of Birth/Fecha de nacimiento)        

                                                                                                                                
           Telephone/Fax to:  

(Signature/Firma)        (Today’s Date/Fecha)          

                                                                                                                               
I am the patient's parent or legal representative for healthcare decisions.         Other:  
                     

(Printed Name/Nombre Impreso)          (Relationship to Student/                             
                                                                        Relación con el Estudiante) 

                                                                                 
      

(Signature/Firma)           (Today’s Date/Fecha) 
 

 



 

 
 

 

Date: _________________   
 

Student Full Name: _________________________________________________________ 

                               
 

All students who attend Selah Academy Online (on-campus) or Big Picture Learning are required to submit to a 

chemical assessment/urinalysis at entry and/or by random draw and/or when requested by the Selah Academy 

Student Care Team.  The assessment/urinalysis will be conducted by Sundown M Ranch staff who work with 

the Selah School District on a daily basis, taking place at Selah Academy or the Selah T-IV Center at Peace 

Lutheran Church.  

 
(PLEASE CHECK ONE OR BOTH) 

 
     ASSESSMENT  _______URINALYSIS 

 
We ask that the results of the urinalysis be released and mailed to the Building Student Assistance Team (SAT). 

 

Billing for this assessment and/or urine test should be forwarded to: 

 
Selah School District C & I Director 

               District D & A Coordinator 

         316 W. Naches Ave. 

         Selah, WA  98942 
 
 

 

Sincerely, 

 

 
 

Selah Academy Principal  

 

Consent is hereby given for the release of information/results from this assessment and/or urinalysis to the Building SAT 

Team: (Should the results prove positive; an assessment will be scheduled with our student support professional(s). 

 

 

Student Signature: ____________________________________________ Date:    

 

Parent/Guardian Signature: ______________________________________ Date:    
 

Selah Academy 

 
308 W. Naches Ave 

Selah, WA  98942 

Bus: (509) 698-8060   Fax: (509) 698-8061 

Joe Coscarart, Asst. Principal 

Tammra Sandall, Student Assistance Professional 

TBD, Student Assistance Professional 


