Payment to Agency Report A Public Document PAYMENT TO AGENCY REPORT
Department of Health Care Services ek
Division, Department, or Region (if applicable)

Administration Division, Human Resources Branch
Street Address

P.O. Box 997411, MS 1300

Area Code/Phone Number [Email

(916) 552-8270 Conflictofinterest@dhcs.ca.gov
Date of Original Filing:

Agency Contact (name and title)
: - ) (rnonth, day, year)
Conflict of Interest Filing Officer

2. Donor Name and Address

Form
For Official Use Only

I:l Amendment (explain in comment section)

National Association of Medicaid Directors

i ther
D inigiviniual Last Name First Name & Name
444 North Capitol St.,, NW, Suite 267 Washington DC 20001
Address City State Zip Code

NAMD's sole function is to represent and support the Medicaid Director's in 50 states, territories & the District of Columbia

If "Other” is marked, describe the entity's business activity (if business) or its nature and interests.

— - | applicable, identify the name of each source and the amouni(s) received by the donor for this payment:

iy 3
Name . Amount Name Amount

3. Payment Information (Complete Sections 3.1 (a or b), 3.2, 3.3)

3.1 (a) Travel Payment Washington, DC 1171118 - 11714118
Location of Travel Dates (month, day, year)
Delta Airlines | CJRail [Ar [1Bus [JAuto [JOther ‘Vashington Hilton
Transportation Provider Check Applicable Boxas Name of Lodging Facility
62418 119.00 c;688-05 15.00 3 1,446.43
; Lodging Expenses Meal Expenses Transporation Expenses Other Expenses Total Expenses
3.1 (b) Payment(s) not related to travel: $
Dates (month, day, year) Total Expenses

3.2. Payment Description. Provide a specific description of thé payment and its agency purpose and use.

To attend the 2018 Fall NAMD Meeting in Washington, DC

3.3. Ildentify the officials who used the payment in Section 3.1 (See instructions)

Cantwell Mari Chief Deputy Director Health Care Programs
Last Name First Name Position/Tille Department/Division
Last Name First Name Position/Title Department/Division

4. Verificati

e reported payment(s) as in compliance with FPPC regulations.

Erika Sperbeck Chief Deputy Director f {4 /7
Print Name Title {(month, ddy, year)
Comment;
Use thi or an attach t for any additional inf ti
(Use this space ment for any ional information} FPPC Form 801 (Jan/14)

advice@fppc.ca.gov



mailto:advice@fppc.ca.gov
mailto:advice@fppc.ca.gov

PAYMENT TO AGENCY REPORT
 California
~_Form

Payment to Agency Report A Public Document

1. Agency Name

Department of Health Care Services

Division, Department, or Region (if applicablz)

Administration Division, Human Resources Branch
Street Address

P.O. Box 997411, MS 1300

Area CodelPhone Number  [Email

(916) 552-8270 Conflictofinterest@dhcs.ca.gov
Agency Contact (name and title)
Conflict of Interest Filing Officer

2. Donor Name and Address

Date Stamp

801

For Official Use Only

m Amendment (explain in comment section)

Date of Original Filing:

{month, day. year)

National Association of Medicaid Directors

[] Individual Other

Last Name First Name Name
444 North Capitol St., NW, Suite 267 Washington DC 20001
Address City State Zip Code

NAMD's sole function is to represent and support the Medicaid Director's in 50 states, territories & the District of Columbia

If"Other” is marked, describe the entity’s business activity (if business) or its nature and interests.

e | 2pplicable, identify the name of each source and the amount(s) received by the donor for this payment:

3 $
Name Amount Name Amount
3. Payment Information (Complete Sections 3.1 (a or b), 3.2, 3.3)

3.1 (a) Travel Payment Washington, DC 11/11/2018 - 11/14/2018
Location of Travel Dates {month, day, year)

Delta Airlines [ Rail Air  [JBus [JAuto []Other Washington Hilton
Transportation Provider Check Applicable Boxes Name of Lodging Facility

624.18 cE11€l}.{}0 ¢;655.85 47.00 1.437.03.
T Meal Expenses Transportation Expenses Other Expenses Total Expenses

Lodging Expenses

3.1 {b) Payment(s) not related to travel: $

Dates (month, day, year) Total Expenses

3.2. Payment Description. Provide a specific description of the payment and its agency purpose and use.

To attend the 2018 Fall NAMD Meeting in Washington, DC

3.3. Identify the officials who used the payment in Section 3.1 (See instructions)
Health Care Delivery Sys.

Brooks Sarah Deputy Director
Last Name First Name Pasition/Title Department/Division
Last Name First Name Paosition/Title Department/Division

4. Verification

the reported payment(s) as in compliance with FPPC regulations.
Erika Sperbeck Chief Deputy Director

Print Name Title

1419

{month, day, year)

Comment:

FPPC Form 801 (Jan/14)

{Use this space or an attachment for any additional information)
advice@fppc.ca.gov



mailto:advice@fppc.ca.gov
http:1,437.03
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Payment fo Agency Report A Public Document PAYMENT TO AGENCY REPORT

1. Agency Name Date Stamp California 801
Department of Health Care Services :° p——
or Official Use Only

Division, Department, or Region (if applicable)

Administration Division, Human Resources Branch
Street Address

P.O. Box 897411, MS 1300

Area Code/Phone Number [Email

(916) 552-8270 Conflictoflnterest@dhcs.ca.gov
Date of Original Filing:

Agency Contact (name and title) A e

Conflict of Interest Filing Officer
2. Donor Name and Address

{:E Amendment (explain in comment section)

California Association of Health Plans

. it
[ Individual e e Other Name
1415 L St #850 Sacramento Ca 95814
Address City State Zip Code

The California Association of Health Plans advocates on behalf of our member health plans before the State Legistature.

If "Other” is marked, describe the entity’s businass activity (if business) or its nature and interests.

e |f Applicable, identify the name of each source and the amount(s) received by the donor for this payment;

$ $
Name Amount Name Amount
3. Payment Information (Complete Sections 3.1 (a or b), 3.2, 3.3)
3.1 (a) Travel Payment San Diego, CA 10/22/2018 - 10/23/2018
Location of Travel Dates (month, day, year)
Southwest Airlines COJRail  []Air Bus [JAuto []Other Manchester Grand Hyatt
Transportation Provider Check Applicable Boxes Name of Lodging Facility
325.78 $23.00 g 182.62 ¢ 5.00 $536'40
Ladging Expenses ¥ Meal Expenses franspcriation Expenses ’ Other Expenses  Total Expenses
3.1 {b) Payment(s) not related to travel: $
Dates (month, day. year) Total Expenses

3.2. Payment Description. Provide a specific description of the payment and its agency purpose and use.

Travel was to attend The CAHP annual conference and speak on "Medi-Cal Care Coordination
Initiative".

3.3. Identify the officials who used the payment in Section 3.1 (see instructions)

Cooper Jacey Assistant Deputy Director Health Care Delivery Sys.
Last Name First Name Position/Title Department/Division
Last Name First Name Position/Title Department/Division

4. Verification
reported payment(s) as in compliance with FPPC regulations.

Erika Sperbeck Chief Deputy Director [.14.] 9
Print Name Title {month, day. year)
Comment:
(Use this space or an attachment for any additional information) FPPC Form 801 (Jan/14)

advice@fppc.ca.gov



mailto:advice@fppc.ca.gov
mailto:advice@fppc.ca.gov

Payment to Agency Report A Public Document PAYMENT TO AGENCY REPORT

1. Agency Name b Stoe Qa_lifqrnia 801
Department of Health Care Services : For L 1
For Official Use Only

Division, Department, or Region (if applicable)
Administration Division, Human Resources Branch

Street Address
P.O. Box 997411, MS 1300
Area Code/Phone Number  [Email
m Amendment (sxplain in comment section)
(916) 552-8270 Conflictoflnterest@dhcs.ca.gov
Date of Original Filing:

Agency Contact (mame and title) T

Conflict of Interest Filing Officer
2. Donor Name and Address

National Association of Medicaid Directors

Other

[ Individual ;
Last Name First Name Name

444 North Capitol St., NW, Suite 267 Washington DC

Address City State Zip Code

NAMD's sole function is to represent and support the Medicaid Director's in 50 states, territories & the District of Columbia

If"Other” is marked, describe the entity’s business activity (if business) ar its nature and interests.

et |f @pplicable, identify the name of each source and the amount(s) received by the donor for this payment:
$ $

Name Amount Name Amount

3. Payment Information (Complete Sections 3.1 (a or b), 3.2, 3.3)
Washington, D.C.

Location of Travel

11/11/2018 - 11/14/2018

Dates (month, day. year)

3.1 {a) Travel Payment

Washington Hilton

Higha Aldies [JRail [FAr [JBus [JAuto []Other
Transportation Provider Check Applicable Boxes Name of Lodging Facility
62418 ¢ 110.00 4 657.14 ¢ 15.00 g 1:406.32
Lodging Expenses Meal Expenses T"rranspnrtaiion Expenses Other Expenses "~ lotal Expenses
3.1 (b) Payment(s) not related to travel: $
Dates (month, day, year) ' Total Expenses

3.2, Payment Description. Provide a specific description of the payment and its agency purpose and use.

To attend the 2018 Fall NAMD Meeting in Washington, DC

3.3. Identify the officials who used the payment in Section 3.1 (see instructions)
Assistant Deputy Director Health Care Delivery Sys.

Cooper Jacey
Last Name First Name Paosition/Title Department/Division
Last Name First Name Position/Title Department/Division

4. Verification

he reported payment(s) as in compliance with FPPC regulations.

Erika Sperbeck Chief Deputy Director 1. 14. 19
Print Name Title {month, day, year}
Comment:
Use thi 7 e - d
(Use this space or an attachment for any additional information) FPPC Form 801 (Jan/4)

advice@fppc.ca.gov



mailto:advice@fppc.ca.gov
http:1,406.32
mailto:advice@fppc.ca.gov
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Payment to Agency Report A Public Document PAYMENT TO AGENCY REPORT

1. Agency Name Date Stdmp Ca!if_o_rnia 801
Department of Health Care Services ' S — '

Division, Department, or Region (if applicable)

Administration Division, Human Resources Branch
Street Address

P.O. Box 997411, MS 1300

Area Code/Phone Number [Email
(916) 552-8270 Conflictofinterest@dhcs.ca.gov
Date of Original Filing:

Agency Contact (name and title) 3 5
: o ) ) {month, day, year)
Conflict of Interest Filing Officer

2. Donor Name and Address

i::] Amendment (explain in comment section)

California School Nurses Organizations

[7] Individual : Other

Last Name . First Name Name
3511 Del Paso Rd #160 Sacramento CA 95835
Address City State Zip Code

CSNO's mission is to ensure that school nurses optimize student health and enhance learning.

if “Other” is marked, describe the entity’s business activily (if business) or its nature and interests,

e | @pplicable, identify the name of each source and the amounti(s) received by the donor for this payment:

$ 5
Name Amount Name Amount
3. Payment Information (Complete Sections 3.1 (a or b), 3.2, 3.3)
3.1 (a) Travel Payment Baltimore, Maryland 10/13/18 -10/17/18
Location of Travel Dates {(month, day, year)
Southwest [ Rail Air  [JBus [] Auio [] Other Renaissance Harbor Place Hote
Transportation Provider Check Applicable Boxes Name of Lodging Facility
§73.20 116.00 $492,48 $615‘OO $2,096.68
Lodging Expenses Meal Expanses Transportation Expenses Other Expenses Total Expenses
3.1 (b) Payment(s) not related to travel: g 0.00
Dates (month, day, year) Total Expenses

3.2. Payment Description. Provide a specific description of the payment and its agency purpose and use.

To attend the National Alliance for Medicaid in Education Annual Conference on October 14-17,
2018 in Baltimore, Maryland. The conference provides an opportunity for professional development
with the latest information in research, experience, and best practices for Medicaid in Education.

3.3. Identify the officials who used the payment in Section 3.1 (see instructions)

Lai Betty " Medi-Cal Claims and Servi  DHCS/SNFD
Last Name First Name Position/Title Department/Division
Last Name First Name Position/Title Department/Division

4. Verification
e reported payment(s) as in compliance with FPPC regulations.

Erika Sperbeck Chief Deputy Director . |4 17
Print Name Title (month, day, year)
Comment:
se thi tach f itional informati
(Use this space or an attachment for any additional information) FPPC Form 801 (Jan/14)

advice@fppc.ca.gov



mailto:advice@fppc.ca.gov
http:2,096.68
mailto:advice@fppc.ca.gov
http:2,096.68

Payment to Agency Report A Public Document PAYMENT TO AGENCY REPORT

1. Agency Name Date Stamp Callfornia 801
Department of Health Care Services Form = =
For Official Use Only

Division, Department, or Region (i applicable)

Administration Division, Human Resources Branch
Street Address

P.O. Box 997411, MS 1300
"Aréa CodelPhone Number  |Emall

(916) 552-8270 Conflictofinterest@dhcs.ca.gov
Date of Original Filing:

Agency Contact (name and title) s e

Conflict of Interest Filing Officer
2. Donor Name and Address

[T Amendment (explain in comment section)

California School Nurses Organizations

Indivi th
D ndividual Last Name First Name R Name
3511 Del Paso Rd #160 Sacramento CA 95835
Address City State Zip Code

CSNO's mission is to ensure that school nurses optimize student health and enhance learning.

If “Other” is marked, describe the entity’s business activity (if business) or its nature and interests,

mm——e- |f applicable, identify the name of each source and the amount(s) received by the donor for this payment:
g $

Name N Amount Name Amount

3. Payment Information (Complete Sections 3.1 (a or b), 3.2, 3.3)

3.1 (a) Travel Payment Baltimore, Maryland 10/13/18 - 10/17/18
Location of Travel Dates (month, day, year)
Scuthwest [ Rail Air  [JBus [JAuto []Other Renaissance Halrbor Place Hote
Transportation Provider Check Applicable Boxes Name of Ladging Facility
873.20 & 116.00 c‘;543,57 @ 565.00 $2.097.?7
Lodging Expenses WMeal Expenses Transportation Expenses T Other Expenses © Total Expenses
3.1 (b} Payment(s) not related to travel: $ 0.00

Dates (month, day, year) Total Expenses
3.2. Payment Description. Provide a specific description of the payment and its agency purpose and use.

To attend the National Alliance for Medicaid in Education Annual Conference on October 14-17.
2018 in Baltimore, Maryland. The conference provides an opportunity for professional development
with the latest information in research, experience, and best practices for Medicaid in Education.

3.3. Identify the officials who used the payment in Section 3.1 (Sec instructions)

Garcia Jose Disproportionate Share Ho:  DHCS/SNFD
Last Name First Name Position/Title Department/Division
Last Name First Name Position/Title Department/Division

reported payment(s) as in compliance with FPPC regulations.

Erika Sperbeck Chief Deputy Director [ {4 {q
Print Name Title (month, day, year)
Comment:
i an attach itional i i
(Use this space or-an attachment for any additional information) FPPC Form 801 (Jan/14)

advice@fppc.ca.gov



mailto:advice@fppc.ca.gov
http:2,097.77

Payment to Agency Report A Public Document PAYMENT TO AGENCY REPORT

1. Agency Name Date Stamp California 801
Department of Health Care Services . ‘ = St

Division, Department, or Region (if applicable)
Administration Division, Human Resources Branch

Street Address
P.O. Box 997411, MS 1300
Area Code/Phone Number [Email
[::] Amendment (explain in comment section)
(916) 552-8270 Conflictofinterest@dhcs.ca.gov R
Agency Contact (name and tite) Barsiat Uriginal Fillng: ., :
(month, day. year)

Conflict of Interest Filing Officer
2. Donor Name and Address

Center for Health Care Strategies

Individ th
E] e Last Name First Name O er Name
200 American Metro Blvd, Suite 119 Hamilton NJ 08619
Address City State Zip Code

To promote innovations in publicly financed health care, especially for individuals with complex, high-cost needs

If "Other” is marked, describe the entity's business activity (if business) or its nature and interests,

m——- |f applicable, identify the name of each source and the amount(s) received by the donor for this payment:
s

$
Name Amount Name Amount

3. Payment Information (Complete Sections 3.1 (a or b), 3.2, 3.3)
10/07/18 - 10/09/18

3.1 (a) Travel Payment Atlanta, GA
Location of Travel Dates (month, day, year)
United Airlines . :
ted D Rail Air D Bus [:E Auto D Other Courtyal’d Atlanta Decatur
Transportation Provider Check Applicable Boxes Name of Lodging Facility
391.80 ¢ q;498.66 ¢ $ 890.40
Lodging Expenses "7 Meal Expenses Transportation Expenses Other Expenses Total Expenses
3.1 (b) Payment(s) not related to travel: $
Dates (month, day. year) Total Expenses

3.2. Payment Description. Provide a specific description of the payment and its agency purpose and use.

To attend an in-person meeting as a requirement for a technical assistance opportunity for the
Centers for Disease Control and Prevention 6|18 initiative.

3.3. Identify the officials who used the payment in Section 3.1 (see instructions)

Patel Devki Medical Consultant DHCS/MCQMD
Last Name First Name Fosition/Title Department/Division
Last Name First Name Position/Title Department/Division

tion
e reported payment(s) as in compliance with FPPC regulations.
Erika Sperbeck Chief Deputy Director 1. 14. f”’
Print Name Title {month, day. year)
Comment:
(Use this space or an attachment for any additional information) FPPC Form 801 (Jan/14)

advice@fppc.ca.gov



mailto:advice@fppc.ca.gov

Payment to Agency Report A Public Document PAYMENT TO AGENCY REPORT
1. Agency Name Bae. Staer California 801

Department of Health Care Services __Form
R A N N Far Official Use Only
Division, Department, or Region (if applicable)

Administration Division, Human Resources Branch

otreet Address
P.O. Box 997411, MS 1300
Area Code/Phone Number [Email
m Amendment (explain in comment section)
(916) 552-8270 Conflictoflnterest@dhcs.ca.gov o
Agency Contact name and title) Date ot Qriginat Fillng: . : _
(month, day, year)

Conflict of Interest Filing Officer
2. Donor Name and Address

Center for Health Care Strategies

D Individual Last Name First Name iR Name
200 American Metro Blvd, Suite 119 Hamilton NJ 08619
Address City State Zip Code

To promote innovations in publicly financed health care, especially for individuals with complex, high-cost needs

If “Other” is marked, describe the entity's business activity (if business) or its nature and interests.

—ge |{ applicable, identify the name of each source and the amount(s) received by the donor for this payment:

$ $
Name Amount Name Amotint
3. Payment Information (Complete Sections 3.1 (a or b), 3.2, 3.3)
3.1 (a) Travel Payment Atlanta, GA 10/07/18 - 10/09/18
Dates {month, day, year)

Location of Travel

Courtyard Atlanta Decatur

AL AR OJRail [Arr [JBus [JAuto [JOther
Transportation Provider Check Applicable Boxes Name of Lodging Facility
391.80 ¢ $498,60 $89(}40
W " Meal Expenses Transportation Expenses N Other Expenses Total Expenses
3.1 (b) Payment(s) not related to travel: $
Dates (month, day. year) Total Expenses

3.2. Payment Description. Provide a specific description of the payment and its agency purpose and use.

To attend an in-person meeting as a requirement for a technical assistance opportunity for the
Centers for Disease Control and Prevention 6|18 initiative.

3.3. Identify the officials who used the payment in Section 3.1 (see instructions)
Health Program Specialist ~ DHCS/Benefits

Armendariz Sydney
Last Name First Name Position/Title Department/Division
Last Name First Name Paosition/Title Department/Division

4. Verification

reported payment(s) as in compliance with FPPC regulations.
Erika Sperbeck Chief Deputy Director ( . {6 {7

Print Name Title (month, day year)

Comment:

(Use this space or an attachment for any additional information) FPPC Form 801 (Jan/14)
advice@fippc.ca.gov



mailto:advice@fppc.ca.gov
http:Eiilii\.tl

Payment to Agency Report A Public Document PAYMENT TO AGENGY REPORT

1. Agency Name Date Stamp California 801
Department of Health Care Services ‘ : = Fonn. W
For Official Use Only

Division, Department, or Region (if applicable)
Administration Division, Human Resources Branch

Street Address
P.O. Box 997411, MS 1300
Area Code/Phone Number  [Email
Amendment (explain in comment section)
(916) 552-8270 Conflictofinterest@dhcs.ca.gov. Do of Oriainat Fiing: 01/22/19
Agency Contact (name and title) AR gLEng G
{month, day, year)

Conflict of Interest Filing Officer
2. Donor Name and Address

CA Endowment & CA Health Care Foundatior

[] Individual Other

Last Name First Name Name
1414 K St, Ste 5000 Sacramento CA 95814
Address City State Zip Code

Promotes staff capacity in prevention, public health, the uninsured, health care delivery, access and related policy areas

If "*Other” is marked, describe the entity’s business activity (if business) or its nature and interests.

—e | applicable, identify the name of each source and the amount(s) received by the donor for this payment;

Name N Amount Name $ Amount
3. Payment Information (Complete Sections 3.1 (a or b), 3.2, 3.3)
3.1 (a) Travel Payment San Diego, CA 11/10/18-11/14/18
Dates {month, day, year)

Location of Travel

Hilton, San Diego

SOUEWES] CJRail [Ar [IBus [JAuto []Other
Transportation Provider Check Applicable Boxes Name of Lodging Facility
1,181.40 188.72 ¢ 269.66 ¢ 859.84 5 2499.62
Lodging Expenses Meal Expenses franspmtaiio.n Expenses Other Expenses Total Expenses
3.1 (b) Payment(s) not related to travel: $
Dates (month, day, year) Total Expenses

3.2. Payment Description. Provide a specific description of the payment and its agency purpose and use.
To attend and participate at the American Public Health Association's 2018 Meeting and Conference

in San Diego, CA.

3.3. ldentify the officials who used the payment in Section 3.1 (See instructions)
Patricia Research Scientist, 1l Office of the Medical Directo

Lee
Department/Division

Last Name First Name Position/Title

Last Name First Name Position/Title Department/Division

4 ification

reported payment(s) as in compliance with FPPC regulations.

Erika Sperbeck Chief Deputy Director 2 {4{ q
Title (month, da\y, year)

Print Name

Comment: Amended to reflect correct amount of fotal expenses.

(Use this space or an attachment for any additional information) FPPC Form 801 (Jan/14)
advice@fppc.ca.gov
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