Agency Report of:

Ceremonial Role Events and Ticket/Pass Distributions

A Public Document

1. Agency Name
Salinas Valley Memorial Healthcare System

Date Stamp Cahforma

' 802

Form .
For Cfficial Use Only

Division, Department, or Region (if Applicable)

Designated Agency Contact (Name, Title)

Lisa Paulo, Clinical Review Specialist

[C] Amendment (Must provide explanation in Part 3.}

Area CodefPhone Number | E-mail
831-759-1968 Ipaulo@svmh.corm

Date of Original Filing:

(Month, Day, Year}

2. Function or Event information
Does the agency have a ticket policy? Yes No [ Face Value of Each Ticket/Pass $ 150
Event Description Scramble Date(s) S /. 1y 16 9 /. 12 / 16
Provide Title/Explanation
Ticket{s)/Pass(es) provided by agency? Yes{] No If no: Hospice Giving Foundation
Name of Source
Was ticket distribution made at the behest  No[X] Yes[] If yes:
of agency official? Official’s Name {Last, Firsi)
3. Recipients
+ Use Section A to identify the agency 3 dapartment or unit, » Use Section B to identify an individual.  Use Saction € to [dentify an outside organlzation
Number of I
A. Nameof Agency, Depar_@me_ﬂt or Unit Tlilg;(e:(rs; } Descnbe Ehe public purpose made pnrsuant to, the agency s pollcy Do
. . . - R ‘ Passies) Lo . .
Administration o Per IV.C.2 a/blc of Gift, Ticket & Honoraria Policy
' B tdval Number of . T e IR
B. “ame(gifgfsg’m“_al S Ticket{s)t - Identify one of the following:
‘Pass(es) o TR
Ceremonial Role D Qther Income D
Peterson, Chris PA ) 1 checking "Ceremental Rola™ or *Other” descabe beiow:
Per IV.C.2 d/e of Gift, Ticket & Honoratia Policy
Ceremonial Role I:l Other Income [:]
Ramos, David MD 2 I checking “Ceremonial Role” or "Other” describe below:
Per IV.C.2 d/e of Gift, Ticket & Honoraria Policy
C | Name of Outside Organization P!rlf:;l(gfrsﬁf : bes;:ri'iﬁé .lh.e &biic ur. osemade ursuant .t.o.tﬁe.'agency,s poﬁc i
. {include address and description) Piass(és)} B seriue b pulblie purpose | P S TR oY
4, Verification

FRRC Regutatrons 18944, 1 and 18942, | have verif

Lisa Paulo

ed that the distribution set forth above, is in accordance wilh the requirements.

Clinical Review Specialist 9/25/16

Slgnafure ongency Head or Des:gnee Prinf Name

Comment:

Title (Month, Day, Year

FPPC Form 802 {4/12)
FPPC Toll-Free Helplino: 866/ASK-FPPC (866/275-7772)



Agency Report of:

Ceremonial Role Events and Ticket/Pass Distributions

A Public Document

1. Agency Name
Salinas Valley Memorial Healihcare System

Date Stamp

Calif '
__._“‘.:L,_?,’,i_‘"" 802

For Cfficiai Use Cnly

Division, Department, or Region (/f Applicable)

Designated Agency Contact (Name, Title)

Lisa Paulo, Clinical Review Specialist

] Amendment (Must provide explanation in Part 3.}

Area Code/Phone Number  |E-mail
831-759-1958 pavlo@svmh.com

Date of Criginal Filing:
(Month, Day, Year)

2. Function or Event Information
Dees the agency have a ticket policy?

Yes No []

Event Description Scramble

Provide TitlefExplanation

Yes(d No[X
No & Yes[]

Ticket(s)/Pass(es) provided by agency?

Was ticket distribution made at the behest
of agency official?

Face Value of Each Ticket/Pass $ 350
pate(s) 2+ 11 4 16 9 , 12 , 16
If no: Hospice Giving Foundation

Name of Source
If yes:

Official’s Name {Last, Firsi)

3. Recipients
+ Ise Section A to identify the agency’s department or unit, » Use SectionB to :denhfy an individual. » Use Section € to identify an outside organizatlon
i 0] Numberof -
A. Name of Agency, Department or Unit - | ‘Ticket{sy Describe Ehe publlc purpose made pursuantto the agency s pohcy
i ' ' Pass{es) : :
Administration 4 " Per IV.C.2 alblc of Gift, Ticket & Honoraria Policy
S B . Number of s TR
B, _ _Name:;:gﬂ)vidual . Ticket{s)f Identify one of the following:
' Pass(es}) :
Ceremonial Role D Other D Income D
# checking “Ceramonial Role” or “Olher” descibe belov:
Ceremonial Role EI Other [:i lncome D
Hchecldng "Ceremonial Rofe” or “Clher” describe below:
" Name of Ouiside Organization Humber of Lo R RPN
C.. Sl 9 . . Ticketis)/ Describe the public purpose made pursuant to the agency’s policy
. {include address and description) Pass{es) e : R ; BERET O S

4, Verification

I have read 3, /1d undersfand P C\Regulations 18944.1 and 18942, | have verfied that the distribution set forth above, is in accordance with the requirements.

sk

Lisa Paulo

Clinical Review Spacialist 9725186

Signature of Agency Head or Designee Prinl Name

Comment:

Title {&onlf, Day, Year)

FPPC Form 802 {4/12)
FPPGC Toll-Free Heipline: 886/ASK-FPPC (866/275-7772)



