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FROM: 
SUBJECT: 
DATE: 

Complcted only by t 
Agenda Date: __ 
CBS Sign Off __ . 

COUNTY OF ALAMEDA 

OUT-OF.STATE TRAVEL AUTHORIZATION REQUEST 

II AUTHORIZATION NUMBER I] 

oard's Office 

Susan S. Muranishi, Cowity Adminisntor 
Agency/ Department Head- Print Colleen Chawla 

l,DocuSigned by: 

Signature L� 
Otrr -OF-STA TETRA VEL (OOST) AUfHORIZA TION REQUEST 
May 29, 2024 

5/29/2024 

I am requesting your approval of the following OOST request prior to the event talcing place. 
PLEASE TYPE' PRINT LEGIBL y •• r-- Communicable Disease Control and Prevention/

Alameda C-011111v Health /Public Health Depanment I Sexua!hTrapsmittedDis,..c ... as..,c,._15 __ _ 
·-======A;,.GEN=.C.;;.,Y;.,/=D=:EP=AR�Th!ENT=-::,;

-=-··•--=�---.,....,.='-=-=··-=· ·�-- .. .. DMSION /UNIT 
TRAVELER'S 'HAMB• 

_!>LEASE TYPE,L!'RJN')'.��,!,}: ______ _ 
JOB fflLB I CLASSIFJCATI0N or VENDOR# 

1. _________ Health Care Program Administrator W/Interim Section

L 

___ _ ___ Director/Human Immunodeficiency V�ex�lly _.J 
�smitted Diseases/Chronic Hepatitis 

j 
* NOTE: - The only eligiblepenonal services contractors are those who are reimbursed travel/events as stated in

his/her contractual a •reement with the Countv. Musts ecit\' Vendor# above. ------------------. 
DETAILS OF TRAVEL 

====-�--�=== 

DATES (DURATION): From: 6 2 2024 To: ,.L_ 5 2024 __j 
POINT OF ORIGIN (Cily/Stattj�� San Fran�. � -"'ToE�S=

TIN
=-A..:

11
=0-N=(=C=ity.=1=Sts=te-)_; _W_as_hi 

__ n_t_on 
__ DC ___ _ 

PURPOSE OF TRIP: []lcoNFERENCE m MEETING □ SEMINAR D TRAINING OoTHER 

NAME OR TJTLE OF EVENT (no acronyms please): STI Engage 

I. AUDITOR:S MAXIMUM REIMBURSEMENT: $ 2,290.38(Per person) 

TOT AL COST (Max Reimb/penon x no. of bavelcrs): $ 2,290.38 

COST PER TRANS TICKET PER 
PERSON: S 1,900 

□ COUNTY TIME-OFF ONLY __

ACCOUNTING INFORMATION/ FUNDING SOURCE 
·ausINESS ACCOUNT FUND -r=-DEPT ID PROGRAM 

I 
PR0mCT/GRANT 

__ UNIT ___ � __ N_o�·- No. No. No. . No . 
PHSVC 610211 _l_QQQQ_ 

1--: 
·�--��02'-"o�s __ , __ _.....PHe=.=!IGJl ..... 509(,......)0,...._ __ "1, 

..- - -- - � , - l �2. NAME OF FUNDING SOURCE (Please Specify): SID Management and Collaboration Project

13. AMOUNT OF FUND�G ,. $4,120...18.___ 4. C0l1N!Y COST A:M�� ,£"1oted on the_�_ard ���da) $4,J 90 38

5/28/2024 
(DATE) 

FAXNUMBP.R: --N�A-- __ 

5/29/2024 


