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1a. Project Objectives & Accomplishments:  
        List each objective outlined in the original grant application.  

     
1b. What Percentage of Objectives Were Met

	Specific Aims:
	Percent Completed:

	
	1-25%
	26-50%
	51-75%
	76-100%
	Actual Results
(Numbers if applicable)

	Objective 1
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Objective 2
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Objective 3
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Objective 4
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Objective 5
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


Please add additional lines if necessary

     
2.  Project Summary:  In this section, please provide a short summary (in 1200 characters or less) in lay language describing the outcomes and accomplishments of this project.  (Note: This summary will be submitted to the National Komen Foundation as part of the Chicagoland Area Affiliate’s reporting requirements. Please adhere to the character restrictions established by Komen National)
     
3. Type of Service Provided: 
 FORMCHECKBOX 
     Clinical Trials Support                   FORMCHECKBOX 
     Screening Mammography


 FORMCHECKBOX 
     Treatment Assistance                       FORMCHECKBOX 
     Education                   

 FORMCHECKBOX 
     Diagnostic Services                            FORMCHECKBOX 
     Clinical Breast Exams


 FORMCHECKBOX 
     Complementary/Alternative       FORMCHECKBOX 
     Psychosocial

 FORMCHECKBOX 
     Other      
4. Types & Numbers of Services provided funded by this grant:
	


	Service Name

	Number of People Served


	Breast Cancer Education 

	* Integer only 


	Breast Cancers Detected 

	0        * Integer only 


	Clinical Breast Exams 

	0        * Integer only

	Clinical Trials Education 

	0        * Integer only

	Clinical Trials Enrollment 

	0        * Integer only

	Complementary/Alternative Medicine 

	0        * Integer only

	Diagnostic Services Provided 

	0        * Integer only

	Educational Materials Provided 

	0        * Integer only

	Mammograms Performed 

	0        * Integer only

	Psychosocial Support 

	0        * Integer only

	Referred for Diagnostic Services 

	0        * Integer only

	Referred for Mammograms 

	0        * Integer only

	Treatment Assistance 

	0        * Integer only

	Other:       
	0        * Integer only


	


	[image: image1.png]





5. Please Attach a List of program Specific data as appropriate:
a.  If your project received funding for Mammography Van/Breast Center Screening, please include a list of mammogram Screening sites by Date, Location, County,  Number of women screened per Screening Event and Number of Komen Funded mammogams per event.
b.  If your project received Funds for Educational & outreach Programs, Please Include a list of the Sites for Each Program Offered by Date, Location, County and # of Program Participants per event.
c.  If your Project received Funding for treatment assistance, please Include a list of women served by age, date and services provided.
d.  If your project received funding for specific support services, please include a list of women served by age, date and support services provided.
6. Challenges and/or Obstacles:  Please describe any challenges or obstacles encountered that prevented or obstructed achieving the program’s objectives
     
7.  Opportunities:  Please describe any new collaboration or other opportunities that occurred during this past grant year that resulted in extending the reach of your breast cancer program into a larger section of the Chicagoland community/Komen Chicago service area.

     
8. Other Sources of Support: Please list any notice or receipt of other sources of support for this project received since April 1, 2009.  Please include the name of the organization/source of support and the amount received/awarded.

     
9. Project Materials:  In this section, please list all published or produced materials, pictures, etc. for this grant project.  Please include copies of materials for Affiliate files.

     
10.  Komen Acknowledgement:  Describe the manner in which Komen Chicago has been credited as a funding source in connection with this program.

     
11. Success Story:  In this section, please provide a story how your organization was able to make an impact in the community with the funding that this grant.  These stories will be used to highlight your organization in upcoming affiliate communications with our database, donors, etc.
     
12. Accounting of Grant Funds:  Please use the attached form to provide a final accounting of grant funds for the entire term of the grant period.  Please keep the budget on one face page in the event extra lines are added for any sections above.
     
13. Due Date:  The final report for the FY April 1, 2009 – March 31, 2010 is due no later than 
May 15, 2010.  If any funds are due in refund to the Chicagoland Area Affiliate of Susan G. Komen for the Cure®, they are also due on or before July 15, 2010.   Please do not hesitate to contact Leticia Kees at (773) 444-0061, if you have any questions or problems completing this report.

budget report  

April 1, 2009 – March 31, 2010                                       
Project Title:

	
	
	
	

	Accounting of Grant Funds from 

     
to


Month/Day/Year

Month/Day/Year

Grant Award

Direct Expenses to Date

Personnel

Name

Role on Project

     
     
$0.00
$0.00
     
     
$0.00
$0.00
     
     
$0.00
$0.00
     
     
$0.00
$0.00
Subtotal

$0.00
$0.00
Supplies (Specify items)
     
$0.00
$0.00
     
$0.00
$0.00
     
$0.00
$0.00
Subtotal
$0.00
$0.00
     
$0.00
$0.00
Travel (specify items)

     
$0.00
$0.00
     
$0.00
$0.00
     
$0.00
$0.00
Subtotal
$0.00
$0.00
equipment (not to exceed 30% of direct cost)

     
$0.00
$0.00
     
$0.00
$0.00
     
$0.00
$0.00
Subtotal
$0.00
$0.00
PATIENT CARE COSTS
inpatient

$0.00
$0.00
Outpatient

$0.00
$0.00
subtotal (direct cost)

$0.00
$0.00
indirect cost (not to exceed 10% of direct cost)
$0.00
$0.00
TOTAL GRANT FUNDS EXPENDITURES

$0.00
$0.00

	
	
	


I certify that the information contained in this report is accurate to the best of my knowledge.

Signature of Project Director                                      Date
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