Health Program Analyst III, 24731D, Supplemental Questionnaire, continued.

COUNTY OF LOS ANGELES – DEPARTMENT OF MENTAL HEALTH

HUMAN RESOURCES BUREAU - EXAMINATIONS UNIT

SUPPLEMENTAL QUESTIONNAIRE
EXAM TITLE:  HEALTH PROGRAM ANALYST III
EXAM NUMBER:  24731D
APPLICANT NAME:                                     LAST FOUR DIGITS OF SSN:      
General Information

Before completing this form, carefully read the job summary and selection requirements as stated in the official County job bulletin.  Submit an application only if you meet the selection requirements. 

Instructions for Completion

Complete the Supplemental Questionnaire by responding to each question listed below.  Each response should be no longer than one page (8.5”x11”) per question.  Attach this completed written Supplemental Application Form responses to the official online County of Los Angeles Employment application.  Applications submitted without the Supplemental Application Form will be considered incomplete and will not be accepted.  Furthermore, resumes and other unsolicited materials will not be accepted in lieu of these two documents. 
   
	EXPERIENCE

	1. Describe in detail your experience managing or assisting in the development, planning and implementation of quality assurance projects, including training, consultation, and/or technical assistance to providers of Medi-Cal Specialty Mental Health Services. 
    Provide the following: (Credit will not be given if response is incomplete)
    Employer or County Department/Unit:      
    Payroll Title:                                              
    Dates of this experience: From:        To:            Number of hours worked per week:         
The percentage of time spent performing these duties in comparison to the other duties of your job within   the stated dates of experience:      
     Name and contact number(s) of Direct Supervisor(s) that can verify your work:      
 Full description of duties:       

	2. Describe in detail your experience in the development and administration of contracts with County mental health and public mental health program service providers; monitoring and evaluation of agencies to ensure compliance to contract requirements and services.
Provide the following: (Credit will not be given if response is incomplete)

    Employer or County Department/Unit:      
    Payroll Title:                                             
    Dates of this experience: From:        To:            Number of hours worked per week:         

     Name and contact number(s) of Direct Supervisor(s) that can verify your work:      
The percentage of time spent performing these duties in comparison to the other duties of your job within    the stated dates of experience:      
     Full description of duties:       

	3. Describe in detail your experience in preparing County or non-County organization budgets and monitoring program related expenditures.
Provide the following: (Credit will not be given if response is incomplete)

    Employer or County Department/Unit:      
    Payroll Title:                                              
    Dates of this experience: From:        To:            Number of hours worked per week:         

Name and contact number(s) of Direct Supervisor(s) that can verify your work:      
The percentage of time spent performing these duties in comparison to the other duties of your job within the stated dates of experience:      
     Full description of duties:       
     4. Describe in detail your experience assisting in the development, planning and implementation of outcome data collection and the requirements for testing, research and training to ensure compliance with established protocols and Federal, State, or County mandates. 
 Provide the following: (Credit will not be given if response is incomplete)

    Employer or County Department/Unit:      
    Payroll Title:                                              
    Dates of this experience: From:        To:            Number of hours worked per week:         

Name and contact number(s) of Direct Supervisor(s) that can verify your work:      
The percentage of time spent performing these duties in comparison to the other duties of your job within the stated dates of experience:      
     Full description of duties:       
Attach Additional Pages as Necessary


CERTIFICATION OF APPLICANT:  By completing this form, I hereby attest that all information I have provided in this Supplemental Questionnaire is true and complete to the best of my knowledge.  I acknowledge that Human Resources staff may contact my employers to verify the information that I have provided.  I understand that any willful misrepresentation, falsifications, omission of material facts violates Civil Service Rules and may subject me to actions including removal from this examination and dismissal during any period of County employment.

APPLICANT NAME: 
     

LAST FOUR DIGITS OF SSN:      
DATE:      
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