
 
 
 

Jeffrey Modell Canadian Immunodeficiency Network 
Grant Report 

1 Apr 10        Page 1 of 1 

SITE INFORMATION
 
Institution:  Date:  

   DD/MM/YYYY 
 

Lead Physician:  

Physicians Involved:   
 

PROJECT SUMMARY 

Project Name:  

Date of Completion:  # of Participants/Targets:  
 DD/MM/YYYY   
Project Objectives: 

Geographic Scope:  

 
PROJECT EVALUATION 

What were the results? 

What was the feedback from participants/targets? 

What was the one most effective activity? 

How would you improve the project? 

How would you build on these activities? 

 
SIGNATURE

Signature:  

Name (Please print):  Date:  
 

Email completed Grant Application to network@cisociety.com. 
Note: Grant reports must be completed for each project before subsequent applications will be considered. 
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