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Agency Contact (name and title) Conflict of Interest Filing Officer.

2. Donor Name and Address. California Association of Public Hospital and Health System. 70 Washington 
Street, suite 215, Oakland California 94607. If "other" is marked, describe the entity's 
business activity (if business) or its nature and interests. C A P H is a nonprofit 5 0 1 ( c 
) ( 6 ) organization that represents California's 21 public health care systems.

3. Payment Information (Complete Sections 3.1 (a or b), 3.2, 3.3). 3.1 (a) Travel 
Payment. Location of Travel Oakland California. Dates. 10/03/2024. Transportation 
Provider CharterUP. Transportation Expenses $213.52. Total Expenses 
$213.52.

3.2. Payment Description. Provide a specific description of the payment and its agency purpose and use. The Officials 
were invited to attend an educational site visit with the Department of Health Care Services' Department of 
Finance partners. Donor paid for transportation.

3.3. Identify the officials who used the payment in Section 3.1. Last Name Harrington. First Name 
Lindy. Position/Title Assistant State Medicaid Director. Department/Division Director's Office. 
Last Name Barrios. First Name Brett. Position/Title Staff Services Manager 1. Department/Division 
Financial Management Division.

4. Verification. I authorized the acceptance of the reported payment(s) as in compliance with F P P C regulations.Erika Sperbeck 
Print Name. Chief Deputy Director Title.10/28/24 (month, day, year).
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