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Due Date:  May 15, 2012
Exhibit C
Grant Final Report to the

Greater Kansas City Affiliate of Susan G. Komen for the Cure®
	Project Title:
	     

	Organization:
	     

	Project Director:
	     

	Email:
	     

	Phone:
	     
	Fax:
	     

	Street Address:
	     

	City:
	     
	State:
	     
	Zip (include +4):
	     -       

	Grant Period
	From:
	
	To:
	


(All sections in the report refer to the entire grant period unless otherwise stated.)
1. PROJECT SUMMARY: In this section please provide a short summary (up to 1200 characters) describing the outcomes and accomplishments of this project.
	Specific Aims:

(insert objectives from application)
	Percent Completed:

	
	1-25%
	26-50%
	51-75%
	76-100%
	N/A

	Objective 1:      
	
	
	
	
	

	Objective 2:      
	
	
	
	
	

	Objective 3:      
	
	
	
	
	

	Objective 4:      
	
	
	
	
	

	Objective 5:      
	
	
	
	
	


2. PROJECT FINAL REPORT:  In this section, describe the progress toward meeting the objectives and timeline as outlined in the grant application, including number of people served and outcomes achieved. If you have not met your objectives, please provide an explanation why below.  (1 page)
3. GRANT CHANGES:  In this section, list all changes which have been submitted and approved by Komen Affiliate including type of change (project design, project personnel and/or project budget) and date approved.  (1 page)
4. OTHER SOURCES OF SUPPORT:  In this section, please list any notice or receipt of other sources of support for this project received in the last six months of the grant (from when the progress report was submitted). (1 page)

5. PROJECT MATERIALS:  In this section, please list and attach all published or produced materials, pictures, etc. in the last six months of the grant (from when the progress report was submitted). (1 page plus attachments)
6.  ACCOUNTING OF GRANT FUNDS:  Please attach a final accounting of grant funds using the attached Budget Report form.  If you were unable to spend 100% of your funds, please describe why and refer to the contract for the return of these funds to the Affiliate. (1 page)
7. MAMMOGRAPHY SERVICES PROVIDED: In this section, provide an accurate account of mammography services performed through this grant, as well as those referred out for screening and diagnostic mammograms and/or ultrasounds.

	a. Total screening mammograms performed: 
	


	b. Number of clients referred out for mammograms: 
	

	(Not paid by this grant)
	


	c. Total number of clients referred for further diagnosis: 
	

	Diagnostic Mammogram
	

	Diagnostic Ultrasound
	

	Physician Referral
	

	If referred externally, state where client was referred:

	


	d. Number of breast cancers detected: 
	


8. ACCOUNT OF PEOPLE SERVED: In this section, list the number of people served by type of service, demographics, target populations and counties.  
	Type of Service

	
	Breast Cancer Education
	
	Mammogram Performed

	
	Breast Cancers Detected
	
	Psychosocial Support

	
	Clinical Breast Exams
	
	Referred for Diagnostic Services

	
	Complementary/Alternative Medicine
	
	Referred for Mammogram

	
	Diagnostic Services Provided
	
	Treatment Assistance

	
	Education Materials Provided
	
	Other (please explain):


*In addition, you must complete the Program Demographics Sheet for each service provided (i.e. Education, Screening, Treatment).*

(FOR MAMMOGRAM SCREENING GRANTS ONLY) PATIENT SATISFACTION SURVEY DATA: In this section, report your Komen Patient Satisfaction Survey information.

	
	Average Score/Response

	Ease of Making your appointment.
	

	Convenience of the location and parking/bus.
	

	Friendliness and courtesy of persons working with you.
	

	Did the provider explain the mammogram process to you?
	

	Did you receive any new breast health information?
	

	Would you recommend this unit/mammograms to your family/friends?
	


     Response rate: __________

Summarize the most common responses received on the following questions: 

	What did you like most about your mammogram experience?

	

	What did you like least about your mammogram experience?

	

	Additional Comments:

	


	Describe what, if any changes you will make as a result the feedback you received from the patient satisfaction survey.

	


	Signature of Project Director
	Date


BUDGET FINAL REPORT
	
	Original Budget
	Final Expenses

	Salaries
	
	

	Supplies
	
	

	Travel
	
	

	Patient Care Costs:
	
	

	
	Clinical Breast Exam
	Total #
	
	

	
	Screening Mammogram
	Total #
	
	

	 
	Diagnostic Mammogram
	Total #
	
	

	 
	Diagnostic Ultrasound
	Total #
	
	

	 
	Physician/Specialist Consult
	Total #
	
	

	Administrative Costs (itemize below)
	
	

	 
	
	
	 

	 
	
	
	 

	Other Direct Expenses (itemize below)
	
	

	 
	
	
	 

	 
	
	
	 

	 
	
	
	 

	 
	
	
	 

	Equipment
	
	

	Subtotal - Direct Costs
	
	

	Indirect Costs
	
	

	Grand Total
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