
DATE: I 

SPONSOR 

PURPOSE/SUMMARY: 
We need part time employees to assist with the current and future workload at the Medical Examiner's Office. 

APPROPRIATION : Total Amount follows: 

(Name of Fund as it will appear in title of legislation) 

Name of Federal Amount:$ 

Name of State 

Name of 

Name of In-Kind Contribution Source:---------- Amount: ~-------

Name of Bond Acct ---------------~ Amount: "'--·-------

IMPACT· FINANCIAL/OTHER: 

ACTION ITEMS: 
Emergency? 

Federal or State Mandates Yes 

Fiscal Year Carryover? Yes 

CIP Amendment? Yes 

Contract/ Agreement (C/ A) Approval Yes 

C/ A negotiations Yes 

Oversight Department Yes 

Related RC?/BT? Yes 

Waiver of Code? Yes 

Code Yes 

Continuation Grant? Yes 
Property Certification? Yes 

Related Enacted Ordinances? Yes 

to CounciliCouncil 

Chall. 

Hall 

No 

No 

No 

No 

No 

(Attach CIP form) 

(Attach a copy only) 

No Name of Dept ________ _ 

No a 

(Identify Code Provision ---~-J 

(Identify Code Provision ____ ; 

a 
Ord. # of Previous 

Suite 325 



COUNCIL MEMBER I INDEPENDENT AGENCY I CONSTITUTIONAL OFFICER TRANSMITTAL 

To: 

From: 
Department) 

Phone: _______ _ E-mail:------~ 

Contact person: 
Job Title, Department) 

Phone:________ Fax: _______ _ E-mail:------~ 

Legislation from Independent Agencies requires a resolution from the Independent Agency Board approving the legislation. 

FACT SHEET IS REQUIRED BEFORE LEGISLATION IS INTRODUCED 

2 2 


