
[image: image5]

[image: image4]

	Southeast Wisconsin Affiliate of Susan G. Komen for the Cure®

Community Health Grant Report Form


Instructions: Please complete a report form for the reporting period and submit on or before the report due date. All sections of the report are required, unless marked otherwise.
Reporting Period

	Report
	Period Covered
	Due Date
	Check one:

	1st Quarter
	4/1/11-6/30/11
	7/31/11
	 FORMCHECKBOX 


	2nd Quarter
	4/1/11-9/30/11
	10/31/11
	 FORMCHECKBOX 


	3rd Quarter
	4/1/11-12/31/11
	1/31/12
	 FORMCHECKBOX 


	Final Report
	4/1/11-3/31/12
	5/15/12
	 FORMCHECKBOX 



Project Summary 
	Name of institution or organization 
	

	Title of project
	

	Date of report
	

	Report submitted by
	

	Email
	

	Project director 
	

	Email
	

	Please provide a short summary (up to 500 words) describing your project accomplishments to date.



Demographic Summary

Please describe the individuals served through your Komen-funded program
	Gender
	#
	Race/Ethnicity
	#
	County of Residence
	#

	Male
	
	Caucasian
	
	Milwaukee
	

	Female
	
	Hispanic/Latina
	
	Racine
	

	Transgendered
	
	African American
	
	Waukesha
	

	Age
	#
	Asian/Pacific Islander
	
	Jefferson
	

	Under 35
	
	Native American 
	
	Kenosha
	

	35-39
	
	More than one race
	
	Ozaukee
	

	40-49
	
	Other: ______________
	
	Walworth
	

	50-64
	
	Unknown
	
	Washington
	

	65+
	
	
	
	
	

	Insurance Status (if known)
	#
	Income (actual or estimates)
	#
	Sexual Orientation (if known)
	

	Insured
	
	Up to 100% of poverty 
	
	Lesbian
	

	Underinsured (cannot afford co-pay, deductible)
	
	100-249% of poverty
	
	Bisexual
	

	Uninsured
	
	250-350% of poverty
	
	Gay
	

	
	
	351-399% of poverty
	
	Heterosexual
	

	
	
	400% of poverty +
	
	
	

	Were you successful at reaching the target population you outlined in your application?  If not, how will you adjust your strategies?




Services Summary
Please describe the individuals served through your Komen-funded program
	Services
	Cumulative Total
	Total Project Goal

	Number of breast health presentations to groups (5 or more)
	
	

	Number of individuals educated in group sessions
	
	

	Number of individuals educated one-on-one 
	
	

	Total number of clinical breast exams provided
	
	

	Number of individuals referred for mammograms
	
	

	Actual number of referred individuals getting mammograms
	
	

	Number of individuals referred for diagnostic services 
	
	

	Actual number of referred individuals getting diagnostic services
	
	

	Estimated number of breast health materials distributed
	
	

	Number of breast cancers detected – list age at diagnosis for each case
	
	NA

	Other services provided (please list):
	
	


***If you received funds for patient care, please complete a Patient Services Report Form (excel) & submit along with this report.
Education/Outreach Summary 
Required for all grantees that receive funds for education/outreach. Add rows if necessary
	Date
	Location
	City 
	Number educated
	Number in need of mammogram, CBE

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Work Plan Progress Overview
Please complete the table below outlining your work plan progress to date 

	Smart Objectives:
	Percent Completed to Date
	Outcomes

	Type each objective below, as outlined in original project work plan.
	1-25%
	26-50%
	51-75%
	76-100%
	Results

(# if applicable)
	Summarize progress made

	Objective 1:


	
	
	
	
	
	

	Objective 2:


	
	
	
	
	
	

	Objective 3:


	
	
	
	
	
	

	Objective 4:


	
	
	
	
	
	


Report Narrative
Please limit narrative to two pages
	1. Describe any significant successes achieved during the reporting period.



	2. Describe any challenges or obstacles encountered during the reporting period. 



	3. What lessons have you learned?  How will you use this insight to improve your project?



	4. Describe any new collaborations/partnerships formed since the last progress report. 




	5. If applicable, describe how you have ensured that women have been able to access follow-up diagnostic breast care and/or treatment through your project? What challenges have you encountered helping women access this care? What partnerships have assisted you in this process?



	6. Please list any other sources of funding you have pursued or received for this project. Include the name of the funder, amount received/requested & award date/anticipated award date. 



	7. Please list all published or produced materials including curricula, handouts, session agendas, brochures, banners, invitations, advertisements, etc. for this project & attach copies.  



	8. Please describe how you have acknowledged Komen as a project funder. 



	9. Please provide the name and contact information of two individuals served through program. Individuals listed must be willing to be contacted by Komen & share their stories.
 


Grant Expenditures
Please insert your approved budget and provide an accounting of actual cumulative grant expenditures since April 1, 2011. 

Add rows when necessary

	Expense
	Approved Budget
	Actual Expenses To Date

	Personnel (itemized)
	
	

	
	
	

	
	
	

	Fringe Benefits
	
	

	Supplies (itemized)
	
	

	
	
	

	
	
	

	
	
	

	Equipment
	
	

	Postage
	
	

	Printing/Publications
	
	

	Transportation
	
	

	Patient care costs – screening
	
	

	Patient care costs – diagnostic care
	
	

	Patient care costs – eliminating barriers to breast cancer care
	
	

	Other expenses (itemized)
	
	

	
	
	

	
	
	

	
	
	

	Total
	
	


Report Checklist:
 FORMCHECKBOX 
 
All required sections of report completed
 FORMCHECKBOX 

Copies of all materials developed with Komen funds attached

 FORMCHECKBOX 
 
Signature of approving personnel provided

 FORMCHECKBOX 
 
Patient Services Report Form attached  - only required for grantees that receive funding for patient care
Signature and Approval
	Signature & title of approving personnel  (must be someone other than project director)
	

	Typed name & title of approving personnel
	

	Date
	


Please submit an electronic copy of your report in pdf or Word format by 5:00 pm on the due date to: stephaniemontgomeryloder@komensoutheastwi.org. Electronic signatures are permitted. The signature page can be mailed (2025 W Oklahoma Ave, Suite 116, Milwaukee, WI 53215) or faxed to 414-389-4889. If you have questions about completing this form, contact Steph Montgomery-Loder at 414-389-4885.[image: image1.jpg]
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