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          Project Reporting Evaluation Form

1. Contact Information:
Project name:
___________________________________________

Contact person:       ___________________________________________

Agency:

___________________________________________

Phone:

___________________________________________

Fax:


___________________________________________

Email:


___________________________________________

2. Priority Areas:
Which priority area(s) of wellness did your initiative address?

______Healthy Eating
______Active Living

______Injury prevention (Age Group:  _______)
______Chronic Disease (Please identify: ____________________)

______Mental Health (topic(s): ______________________)

______Tobacco control     _____ vaping
3. Target Population (Please indicate approximate number in attendance)

General Public:
_________ Children/Youth (0-12)




_________ Teens (13-19)




_________ Adults




_________ Older Adults (55+)
Individual:

_________ Home/Family




_________ School




_________ Workplace

Other (Please specify):  ________________________________________

___________________________________________________________

4.
Scope of Project:

_____________ Community






_____________ Regional

5.
Please provide a brief description of activities conducted during this project.

___________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________


6.  
Please list key partners in this project (lead person/agency/group):

___________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________

7.
Please share any stories or incidents associated with this project 

           which illustrate participants’ experiences if any.

___________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________

8.       What, if anything, would you have done differently if planning this project again?


___________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________

9.
Overall comments about your experience with the Community Grants 
program.


___________________________________________________________
___________________________________________________________
___________________________________________________________

Submitted By:  _______________________
Date: _____________________
Submit to email info@centralwellness.com or
Jill Wheaton  – Co Chair

125 Trans Canada Highway,

James Paton Memorial Regional Health Centre

Central Health
Gander, NL, A1V 1P6
