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1. Agency Name

Department of Health Care Services

Division, Department, or Region (if applicable)

Director's Office

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 National Association of Medicaid Directors

601 New Jersey Avenue, NW Suite 740 Washington DC 20001

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

N A M D addresses the myriad content areas and issues that impact Medicaid Directors and their teams.

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

3.1 (a) Travel Payment
Location of Travel

Washington, DC 09/29/23 - 10/03/23

Transportation Provider

Delta Airlines; United Airlines

Transportation Expenses

870.40
Total Expenses

870.40

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

Official has a scholarship with N A M D. She was invited to collaborate on a wide variety of timely, critical topics.

3.3 Identify the officials who used the payment in Section 3.1

Last Name

Cooper
First Name

Jacey

Position/Title

State Medicaid Director
Department/Division

Director's Office

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 10/18/23 (month, day, 
year)

F P P C Form 801 (Jan/18)

advice@fppc.ca.gov
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