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Lakewood Health System’s
COMMUNITY BENEFIT GRANT PROGRAM FINAL REPORT
Report Instructions:
· Download a copy of the report and save to your computer. 
· Complete the report and attach proof of funds used:
· Receipts or purchase orders,
· Photos
· Submit to this email: gretchenbestland@lakewoodhealthsystem.com, OR print and mail to this address: Attention: Gretchen Bestland Lakewood Health System, 49725 County 83, Staples, MN 56479.
Should you have any questions about the Community Benefit Grant Program or the report form, please email gretchenbestland@lakewoodhealthsystem.com.


Section I: Grant Information 
Report Date: Click or tap to enter a date.
Name of Organization: Click or tap here to enter text.
Project Title: Click or tap here to enter text.
Amount Funded: $Click or tap here to enter text.

Section II: Report Narrative
Project Overview and Outcomes: Briefly explain project successes and outcomes achieved. 





Community Benefit: Indicate which CHNA priority area(s) best aligned with the project.   
☐ Promoting Access to Resources and Care
☐ Improving Quality of Life
☐ Enhancing the Built Environments
Project Impact: Indicate the number of people impacted by the project.  
☐ Less than 20 people			☐ 51 – 100 people
☐ 21 – 50 people			☐ More than 100 people


Target Population: Indicate the population(s) served or reached by the project. 
☐ Youth (aged 0-18 years old)
☐ Adults (aged 19 – 64 years old)
☐ Older Adults (aged 65 years and older) 
☐ Underserved and marginalized populations (e.g., racial, ethnic, gender, sexual orientation, economic, cultural, and/or linguistic)
☐ Other, please explain: Click or tap here to enter text.
Comments: Please add any additional comments about the project. (Optional)



Celebration: If time and resources allow, can Lakewood Health System follow up with you and share a success story?
☐ Yes
☐ No

Section III: Financial Report
Project Budget: Complete the table below.
	Proposal Expenses: Provide an itemized list of expenses incurred.
	Amount 

	Click or tap here to enter text.	$ Click or tap here to enter text.

	Click or tap here to enter text.	$ Click or tap here to enter text.

	Click or tap here to enter text.	$ Click or tap here to enter text.

	Click or tap here to enter text.	$ Click or tap here to enter text.

	Total Project Budget
	$ Click or tap here to enter text.



Section IV: Certification
I certify that the information provided in this final report and related attachments are true, complete and accurate to the best of my knowledge. I also certify that I have the authority to submit the final report to Lakewood Health System’s Community Benefit Grant Program. 

Authorized Signature: 
Printed Name:  	Click or tap here to enter text.		Title:  Click or tap here to enter text.		 
Telephone Number: Click or tap here to enter text.	Email: Click or tap here to enter text.
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