
Community Partnership Reporting/Evaluation Form 

Name of CPPC Site: ____________________________________________________

County(ies): ____________________________________________________________


	Partner (Categories)
	# of professionals involved
	# of community involved*
	*FTM  (ICA)

           (    
	*Shared Decision Making  (
	Neighborhood Networking (
	Policy and Practice Change

           (
	                              Comments



	Faith Based
	
	
	
	
	
	
	

	DHS
	
	
	
	
	
	
	

	Domestic Violence
	
	
	
	
	
	
	

	Mental Health
	
	
	
	
	
	
	

	Practice Partners*
	
	
	
	
	
	
	

	Health
	
	
	
	
	
	
	

	Education
	
	
	
	
	
	
	

	Substance Abuse
	
	
	
	
	
	
	

	Law Enforcement
	
	
	
	
	
	
	

	Legal System (Court)
	
	
	
	
	
	
	

	State/County/Local Government
	
	
	
	
	
	
	

	Empowerment
	
	
	
	
	
	
	

	Decat
	
	
	
	
	
	
	

	Business 
	
	
	
	
	
	
	

	Partner (Categories)
	# of professionals involved
	# of community involved*
	*FTM  (ICA)

           (    
	*Shared Decision Making  (
	Neighborhood Networking (
	Policy and Practice Change

           (
	                              Comments



	Neighborhood Partners/Members
	
	
	
	
	
	
	

	Prevention Councils
	
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	

	Total
	
	
	
	
	
	
	


	Total % of Professionals involved in the initiative


	
	Total % of Community Members Involved in the initiative

	


*Definitions

Number of Individuals Involved- please provide a total count of those who are involved in community partnership from a particular partner category and pick the primary representative so to avoid duplication

FTM- those who are facilitators conducting FTM defined by DHS Minimum Standards

Shared Decision Making- those who are involved on the leadership board

Practice Partners- includes all social service agencies that do not fall under another category (i.e. FaDSS's workers, Community Action Agency)

Community- those who are involved who are volunteers and not associated with an agency, could be neighbors, parents, etc.  Church members can be volunteers if they are not being paid to attend, professionals who are not serving/participating in their official capacity.
Highlighted areas should be filled out at the beginning of the year
Dark Highlighted areas should be filled out at the end of the year

	
	

	Describe your community partnership shared decision-making leadership group. Who coordinates? How it is structured? How it is linked to Decat?  Are there task teams or subcommittees?

	

	How often does this group meet?
	Monthly

	Attach meeting agendas. 


	Are meeting agenda's attached?
	Yes   (                    No   (         

	Identify Goal for engaging new members or engaging members on a different level:


	Engage a domestic violence professional to be on the shared decision making board, thru a series of meetings and personal invitations

	Was your goal met?
	Yes    FORMCHECKBOX 
               No    FORMCHECKBOX 
       

	How Much Was Invested?

(Input Measures)
	How Much Was Done or Produced?

(Output Measures)
	How Well Did We Do It?

(Quality/

Efficiency Measures)
	What Was the Change In Conditions for Those We Served? 

(Outcome Measures)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Highlighted areas should be filled out at the beginning of the year
Dark Highlighted areas should be filled out at the end of the year
	Please have each committee member on the leadership/steering committee fill out the Shared Decision Making form, compile the average response for each question, and report the average response below. 




	“1” disagree, "2" mildly disagree, "3" neutral "4"mildly agree "5" agree
	Baseline 2006
	2007
	2008

	Shared Decision Making Survey

	Common Vision

Members have a shared common vision 
	
	
	

	Understanding and Agreement on Goals

Members understand and agree on goals and proposed outcomes/objectives

Comments:
	
	
	

	

	Clear Roles and Responsibilities

Roles and responsibilities of Members are clear 
	
	
	

	Comments:



	Shared Decision Making

All members have a voice and are engaged in the decision making process


	
	
	

	Comments:



	
	Baseline 2006
	2007
	2008

	Conflict Management

We are able to successfully manage conflict


	
	
	

	Comments:

	Shared Leadership

Leadership is effective and shared when appropriate


	
	
	

	Comments:

	Well Developed Work Plans

Work Plans are well developed and followed


	
	
	

	Comments:

	Relationships/Trust

Members trust each other

Comments:
	
	
	

	

	Internal Communication

Members communicate well with each other 
	
	
	

	Comments:

	External Communication

Our external communication is open and timely within the broader community and partners
	
	
	

	Comments:

	Evaluation

We have built evaluation performance into our activities 
	
	
	

	Comments:

	Understanding of CPPC

Members have a clear understanding of the Community Partnerships four strategies
	
	
	

	Comments:

	Total 
	
	
	


Highlighted areas should be filled out at the beginning of the year
Dark Highlighted areas should be filled out at the end of the year 

	Activities*
	Description of Activity
	Purpose/ Goal of the Activity
	# of Participants

	
	
	
	

	Total # of Activities
	
	
	Total # of Participants
	



*Please list all of the neighborhood networking activities you have held for the whole year
Key:

A=Goal to engage the community , neighborhoods, and families

B= Goal to increase linkages to informal or professional supports for families in need

C= Goal to increase collaboration among, domestic violence, mental health, substance abuse, and child welfare partners.

	Activities may overlap and meet several goals, or one activity may meet only one goal.
	Goals

	Local Goal designed to engage the community and neighborhoods families:


	

	Was your goal met?
	Yes    FORMCHECKBOX 
               No    FORMCHECKBOX 
       

	How Much Was Invested?

(Input Measures)
	How Much Was Done or Produced?

(Output Measures)
	How Well Did We Do It?

(Quality/

Efficiency Measures)
	What Was the Change In Conditions for Those We Served? 

(Outcome Measures)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Local Goal to increase linkages to informal or professional supports for families in need.:
	

	Was your goal met?
	Yes    FORMCHECKBOX 
               No    FORMCHECKBOX 
       

	How Much Was Invested?

(Input Measures)
	How Much Was Done or Produced?

(Output Measures)
	How Well Did We Do It?

(Quality/

Efficiency Measures)
	What Was the Change In Conditions for Those We Served? 

(Outcome Measures)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Local Goal to increase collaboration among domestic violence, mental health, substance abuse partners, and child welfare partners:
	

	Was your goal met?
	Yes    FORMCHECKBOX 
               No    FORMCHECKBOX 
       

	How Much Was Invested?

(Input Measures)
	How Much Was Done or Produced?

(Output Measures)
	How Well Did We Do It?

(Quality/

Efficiency Measures)
	What Was the Change In Conditions for Those We Served? 

(Outcome Measures)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Highlighted areas should be filled out at the beginning of the year
Dark Highlighted areas should be filled out at the end of the year 


	
	

	Describe your FTDM/family team meeting process for both DHS and Community if they are different (who, when, how often, follow-up, linkage with DHS and Community meetings):
 
	

	# of FTM held annually for families Not involved with DHS 
	Goal (# value)
Progress toward goal (current # of FTM)

Goal Met (Y/N)



	# of FTM held annually for families involved with DHS
	Goal (# value)
Progress toward goal (current # of FTM)

Goal Met (Y/N)



	Local Goal for enhancing the implementation of family team meetings:
	

	Was your goal met?
	Yes    FORMCHECKBOX 
               No    FORMCHECKBOX 
       

	How Much Was Invested?

(Input Measures)
	How Much Was Done or Produced?

(Output Measures)
	How Well Did We Do It?

(Quality/

Efficiency Measures)
	What Was the Change In Conditions for Those We Served? 

(Outcome Measures)

	
	
	
	

	
	
	
	

	
	
	
	


Highlighted areas should be filled out at the beginning of the year
Dark Highlighted areas should be filled out at the end of the year 


	
	Goals

	Identify goal for practice/policy change:

(i.e. QSR practice change recommendation, or perceived need from evaluation form):


	

	Was your goal met?
	Yes    FORMCHECKBOX 
               No    FORMCHECKBOX 
       

	How Much Was Invested?

(Input Measures)
	How Much Was Done or Produced?

(Output Measures)
	How Well Did We Do It?

(Quality/

Efficiency Measures)
	What Was the Change In Conditions for Those We Served? 

(Outcome Measures)

	
	
	
	

	Identify training goal/and or other goal for practice change:


	List Trainings (Attended or Sponsored)/Technical Assistance

Goal Met Y/N  

Date Goal Met

Goal Met (y/n)                    Date Met



	Was your goal met?
	Yes    FORMCHECKBOX 
               No    FORMCHECKBOX 
       


Highlighted areas should be filled out at the beginning of the year
Dark Highlighted areas should be filled out at the end of the year
Name
    Title:  ______________________________

 Site_______________________  Address: __________      Phone:  _____________
 

Please return this completed form to:

Sandy Lint

DHS-ACFS

1305 E Walnut

Des Moines, Iowa 50319-0114

Email:  slint@dhs.state.ia.us
Phone:  (515)242-5319
Fax:  515.281.4597

Community / Neighborhood Networking





Shared Decision-Making 





Individualized Course of Action





Policy and Practice Changes





Community Partnership Involvement
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