ACCOUNTING SYSTEMS TECHNICIAN (EXAM# 2-0665-C)
Supplemental Questionnaire, continued.


COUNTY OF LOS ANGELES – DEPARTMENT OF MENTAL HEALTH

HUMAN RESOURCES BUREAU - EXAMINATIONS UNIT

SUPPLEMENTAL QUESTIONNAIRE
EXAM TITLE:  ACCOUNTING SYSTEMS TECHNICIAN 
EXAM NUMBER:  2-0665-C
APPLICANT NAME:                                      LAST FOUR DIGITS OF SSN:      
                
GENERAL INFORMATION AND INSTRUCTIONS: This Supplemental Questionnaire is a required part of the application process for the ACCOUNTING SYSTEMS TECHNICIAN (Exam# 2-0665-C) examination. Please review the job bulletin carefully and complete the online Standard County Employment application AND this Supplemental Questionnaire thoroughly. Your responses should be type-written or legibly printed.  If you need additional space(s), you may attach an additional sheet of paper to further describe your experience, but you must indicate the section where the information is referring to.  Applications submitted without the completed Supplemental Questionnaire will be deemed incomplete and will not be accepted.  Furthermore, resumes and any other unsolicited materials, and/or any referrals to it will not be accepted in lieu of these two documents.
	EXPERIENCE

	1. Describe your experience researching, gathering, documenting, identifying or extracting expenditures and data using accounting invoices, payment records and eCAPS Financial reports to prepare cost analysis and prepare claims to bill other County Departments via eCAPS intrafund transfer billing or direct billing
Provide the following: (Points will not be given if response is incomplete)
Name of program:      
Agency name:      
Position Title:      
Provide specific dates of this experience: From:       To:      
Number of hours worked per week:       
Full description of duties:       


	2. Describe your experience interpreting and analyzing Contracts, Memorandums of Understanding or Board Letters to perform cost analysis and summarize expenditure/cost information and ensure accuracy and compliance with contract terms and provisions.
Provide the following: (Points will not be given if response is incomplete)
Name of program:      
Agency name:      
Position Title:      
Provide specific dates of this experience: From:       To:      
Number of hours worked per week:       

Full description of duties:       


	3. Describe your experience analyzing and processing Salary & Employee Benefits cost data.
Provide the following: (Points will not be given if response is incomplete)
Name of program:      
Agency name:      
Position Title:      
Provide specific dates of this experience: From:       To:      
Number of hours worked per week:       

Full description of duties:       



Attach Additional Pages as Necessary
CERTIFICATION OF APPLICANT:  I certify that all information provided in this form and in any documents submitted by me are true and accurate and are subject to verification.  I understand that any false statements or omissions of material facts may subject me to cancellation of any terms, conditions, or privileges of employment. 
APPLICANT NAME:                                 LAST FOUR DIGITS OF SSN:            DATE:      
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