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1. Agency Name
Department of Health Care Services
Division, Department, or Region (if applicable)

Administration, Human Resources Division

P.O. Box 997411, MS 1300, Sacramento, CA 95899-7411

(916) 552-8270 Conflictofinterestinquiry@dhcs.ca.gov

Agency Contact (name and title)

Conflict of Interest Filing Officer

2. Donor Name and Address
Benefits Trust Data

Centre Square, West 1500 Market St #2800 Philadelphia PA 19102

If �Other� is marked, describe the entity�s business activity (If business) or its nature and Interests.

Benefits Trust Data partners with government agencies to provide technical assistance and adopt policy solutions.

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

3.1 (a) Travel Payment
Location of Travel

Philadelphia, PA 11/06/2023 - 11/09/2023

Transportation Provider

Delta/American Airlines

Name of Lodging Facility

Element Philadelphia Downtown

Lodging Expenses

700.59

Meal Expenses

100.00

Transportation Expenses

575.40
Total Expenses

1,375.99

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

Donor paid for airfare, lodging, ground transportation and meals. Official presented implementation of the Continuous 
Coverage Unwinding policies and operational strategies, and identified additional opportunities/best practices 
to reduce discontinuance of Medi-Cal members.
3.3. Identify the officials who used the payment in Section 3.1

Last Name

Huang
First Name

Yingjia
Position/Title

Assistant Deputy Director, H C B E

Department/Division

Health Care Benefits Eligibility

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 01/19/24  (month, day, 
year)

F P P C Form 801 (Jan/18)
advice@fppc.ca.gov
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