GRANT EVALUATION

FINAL REPORT

Partnership for Better Health
I.  PROCESS and OUTCOMES

Part 1:  Grant Summary –  
State your organization and project name.  Briefly describe your program in one or two paragraphs.
Part 2:  Outcome Report –  Use attached Outcome Achievement form.   List all of your outcomes for the funded program.  For each outcome, provide the following:

· Total number of people served

· Total number achieving the intended outcome

· Percentage of people served achieving the intended outcome

· Influencing factors that impacted your outcome results

Part 3:  Results – A narrative description of the Outcome report.  No more than 
                               two (2) pages.
· What have you learned about your grant-funded program?

· What have you learned about your outcome measurement process?

· What changes are you considering – either to measurement methods or program – as a result of this learning?

Part 4:  Recommendations for the future – No more than one (1) page
· In what ways did your process excel?  How did it fail to meet expectations?

· Are there any recommendations you would make to those involved in health care systems or policy makers that would improve the development of your program?

· What general lessons has your agency learned for future consideration?
Part 5:  Attachments

Please attach any copies of public recognition, awards, press releases, professional articles, presentations, products, etc., pertinent to this project.
II.  FISCAL COMPLIANCE

Part 1:  Amount Approved Versus Amount Expended and Balance – Use attached Project Budget form. 
· Receipts are not necessary, unless specifically required in the contract.
· Partnership for Better Health reserves the right to request any or all financial documentation regarding this grant.

Part 2:  Fiscal Narrative – Provide an explanation for line-item budget variances of more than 10%, unless the variance is $100 or less.   No more than one (1) page.

Part 3:  Reconciliation of Funds – Please submit remaining funds to Partnership for Better Health unless other arrangements have been approved prior to this report.

Part 4:  Audit – For Level II grants, please provide the routine annual audit and management letter that reflect this grant when it is available.
· Grants over $50,000 should provide a supplemental schedule detailing revenues and expenses for this grant as part of the annual audit.

III.  DATA COLLECTION

Refer to attached Supplemental Forms for Beneficiary Statistics.

Outcome Achievement Report

	Agency Name:                                        

	Program:  

	Outcome To Be Measured


	INDICATORS
	NUMBERS
	PERCENTAGES

	EXAMPLE 1

· Students’ academic performance increases

EXAMPLE 2

· Participants learn effective quit smoking techniques.


	# of students, or  %  students participating in the after school program will show improved report card.

#/% of participants who quit smoking.
	(Keep in mind that outputs quantify activities)

49 students participated in after school tutoring 3 nights per week over a 30 week period.
15 adults participated in 10-session Smoking Cessation class.


	 (Level of success achieved for an outcome, using the proposed indicators as the measurement)

26 of 49, or 53% of students in after school program showed improved grades on their report card.

5 of 15, or 33% of participants in smoking cessation class,  quit smoking by end of 10th session.




Please list any influencing factors that impacted your outcome results (include both positive and negative):




Outcome Achievement Report

	Agency Name:  

	Program:  

	Outcome To Be Measured


	INDICATORS
	NUMBERS
	PERCENTAGES

	 
	
	
	


Please list any influencing factors that impacted your outcome results (include both positive and negative):




GRANT FINANCIAL REPORT     Grant Dates From  _____________  To  _____________
	
	CAHWF Budgeted
	CAHWF 

Actual
	Other
Budgeted
	Other

Actual
	Total

Budgeted
	Total

Actual

	EXPENSES
	
	
	
	
	
	

	Personnel
	
	
	
	
	
	

	Salaries
	
	
	
	
	
	

	Payroll Taxes
	
	
	
	
	
	

	Health Benefits
	
	
	
	
	
	

	Pension
	
	
	
	
	
	

	Contract Workers
	
	
	
	
	
	

	Other (Specify)
	
	
	
	
	
	

	Subtotal Personnel
	
	
	
	
	
	

	
	
	
	
	
	
	

	Operations
	
	
	
	
	
	

	Rent/Mortgage
	
	
	
	
	
	

	Utilities
	
	
	
	
	
	

	Telephone/Fax
	
	
	
	
	
	

	Insurance
	
	
	
	
	
	

	Office Supplies
	
	
	
	
	
	

	Program Supplies
	
	
	
	
	
	

	Maintenance Supplies
	
	
	
	
	
	

	Postage & Delivery
	
	
	
	
	
	

	Professional Service Fees
	
	
	
	
	
	

	Training & Development
	
	
	
	
	
	

	Consultant Fees
	
	
	
	
	
	

	Evaluation
	
	
	
	
	
	

	Travel
	
	
	
	
	
	

	Printing & Copying
	
	
	
	
	
	

	Repairs & Maintenance
	
	
	
	
	
	

	Equipment
	
	
	
	
	
	

	Indirect Costs
	
	
	
	
	
	

	Depreciation
	
	
	
	
	
	

	Other (Specify)
	
	
	
	
	
	

	Subtotal Operations
	
	
	
	
	
	

	TOTAL EXPENSES
	
	
	
	
	
	

	
	
	
	
	
	
	

	INCOME
	
	
	

	Sources
	Describe major variances from budget
	Budgeted
	Actual

	CAHWF
	
	$
	$

	
	
	$
	$

	
	
	$
	$

	TOTAL INCOME
	
	$
	$

	Unexpended funds due  $_____________________ (note shaded areas)      OR
Describe previously approved use of unexpended funds:




These funds were used in accordance with the grant contract.

BY:  ____________________________________



______________________________

           Signature of Authorized Representative





Date

        ____________________________________
              Type or print name and title
Partnership for Better Health
TOTAL UNDUPLICATED CLIENTS SERVED
Beneficiary Statistics:  Client Characteristics
	Agency:
	
	Program:
	


USE NUMBERS FOR THE POPULATION SERVED BY THE GRANT, NOT PERCENTAGES.          DO NOT ADD OR CHANGE ANY GROUP.
	
	FY ___/___

	AGE GROUP
	

	0-6 YEARS
	

	7-11 YEARS
	

	12-17 YEARS
	

	18-64 YEARS
	

	65+
	

	Unknown
	

	Subtotal
	

	
	

	GENDER
	

	Male
	

	Female
	

	Unknown
	

	Subtotal
	

	
	

	RACE/ETHNICITY
	

	Asian
	

	Black
	

	Hispanic
	

	Native American
	

	White
	

	Unknown
	

	Subtotal
	

	
	

	HOUSEHOLD INCOME
	

	Less than $5,000
	

	$5,000-$14,999
	

	$15,000-$24,999
	

	$25,000-$34,999
	

	$35,000-$49,999
	

	$50,000-$74,999
	

	$75,000+
	

	Unknown
	

	Subtotal
	


Partnership for Better Health
TOTAL UNDUPLICATED CLIENTS SERVED

	Agency:
	
	Program:
	


USE NUMBERS FOR THE POPULATION SERVED BY THE GRANT, NOT PERCENTAGES.          DO NOT ADD OR CHANGE ANY ZIP CODES.



              Central Cumberland Cluster


                Western Perry Cluster
	Zip Codes
	FY____/____

	17007
	

	17013
	

	17015
	

	17065
	

	17081
	

	Unknown
	

	Total
	


	Zip Code
	FY____/____

	17006
	

	17024
	

	17037
	

	17040
	

	17047
	

	17068
	

	17071
	

	17090
	

	Unknown
	

	Total
	


	Zip Codes
	FY ____/____

	17304
	

	17306
	

	17324
	

	17337
	

	17372
	

	Unknown
	

	Total
	


             Western Cumberland Cluster       

                              Upper Adams Cluster         



	Zip Codes
	FY____/____

	17240
	

	17241
	

	17257 
	

	17266
	

	Unknown
	

	Total
	


�








