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Portfolio Sample Disclosure
This document is an illustrative example created by Aspire Research & Consulting to demonstrate technical documentation and program reporting capabilities. Community Wellness Initiative (CWI), the Community Health Outreach Program, and all associated data, statistics, and narratives in this report are fictional and created for demonstration purposes only. No real program has been evaluated, and no real organizational data has been used. Any resemblance to a real program or organization is coincidental.
This report is the fourth of five flagship portfolio pieces prepared by Aspire Research & Consulting. Where Sample 3 demonstrated Aspire's capability to synthesize external research evidence, this report demonstrates a different capability: turning an organization's own program data and activities into clear, professional, funder- and board-ready documentation. It reflects CWI's existing Community Health Outreach Program referenced in the organizational background of Aspire's companion grant proposal, reported here for an illustrative 2026 program year.
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Executive Summary
This report documents the implementation and results of Community Wellness Initiative's (CWI) Community Health Outreach Program for the January–December 2026 reporting period. The program combines community health liaison outreach, recurring wellness education workshops, and referral coordination with two partner federally qualified health centers (FQHCs) to connect Ashford County residents with primary care and preventive health resources.
During the reporting period, the program's four community health liaisons made 742 individual resident contacts, delivered 46 wellness education workshops across four neighborhoods, and completed 318 warm referrals to partner health centers and other community providers. Post-workshop surveys indicate that 81% of participants reported increased understanding of available health resources, and 74% of referred residents completed their first scheduled appointment, exceeding the program's year-start target of 65%.
This report presents the program's objectives, implementation activities, beneficiary reach, outputs, and outcomes for the year, along with an honest account of implementation challenges, lessons learned, and recommendations for the 2027 program year.
1. Program Overview
The Community Health Outreach Program is CWI's longest-running initiative, operating continuously since the organization's founding in 2019. The program's purpose is to serve as a trusted, community-based bridge between Ashford County residents and the formal health care system, particularly for residents who are uninsured, underinsured, or unfamiliar with navigating local health services.
The program operates through three integrated components: a community health liaison outreach team, a recurring wellness education workshop series, and a referral coordination function connecting residents to CWI's two FQHC partners and other county health and social service providers.
1.1 Program Setting
The program operates across four Ashford County neighborhoods previously identified through CWI's community health needs assessment as having limited existing health infrastructure and higher-than-average rates of unmet preventive care need.
2. Program Objectives
For the 2026 reporting period, the Community Health Outreach Program was guided by the following objectives:
1. Maintain or expand the volume of direct community contacts made through the liaison outreach team relative to the prior program year.
1. Deliver a consistent schedule of wellness education workshops across all four target neighborhoods.
1. Achieve a referral completion rate (first scheduled appointment attended) of at least 65% among residents referred to partner health centers.
1. Maintain participant satisfaction with wellness workshops at 80% or above on post-session surveys.
3. Implementation Activities
The program's activities were delivered on a rolling basis throughout the 2026 calendar year, with staffing and scheduling adjusted seasonally to reflect community attendance patterns observed in prior years.
3.1 Community Health Liaison Outreach
Four community health liaisons conducted direct outreach through door-to-door contact, tabling at community events, and follow-up visits with previously engaged residents. Liaisons conducted brief needs screenings and connected residents to either the wellness workshop series or directly to referral coordination, depending on identified need.
3.2 Wellness Education Workshops
The program delivered a recurring workshop series covering topics including preventive care basics, chronic disease management, nutrition, and navigating health insurance and county assistance programs. Workshops were held on a rotating schedule across the four target neighborhoods in partnership with local libraries and community centers.
3.3 Referral Coordination
CWI's referral coordination function tracked resident referrals from initial contact through appointment scheduling and, where residents consented to follow-up, appointment completion. Referrals were made to CWI's two FQHC partners as well as to county behavioral health, dental, and social service providers as appropriate.
4. Beneficiaries Reached
The program reached 742 unique residents across its four target neighborhoods during the 2026 reporting period, a 9% increase over the prior program year. Table 1 presents the neighborhood-level breakdown of residents reached, workshops held, and referrals made.
Table 1. Beneficiaries Reached by Neighborhood, 2026
	Neighborhood
	Unique Residents Reached
	Workshops Held
	Referrals Made

	Fairhaven
	214
	13
	89

	Elm Ridge
	178
	11
	74

	South Meridian
	196
	12
	85

	Oakview
	154
	10
	70

	Total
	742
	46
	318



4.1 Demographic Summary
1. 58% of residents reached identified as women; 42% identified as men.
1. 34% of residents reached were adults age 60 or older.
1. Approximately 40% of residents reached identified Spanish as their preferred language.
1. An estimated 61% of residents reached were uninsured or underinsured at the time of first contact.
5. Outputs
Table 2 presents the program's core quantitative outputs by quarter, illustrating both overall volume and the seasonal patterns typical of community outreach programming, including a modest dip in Q3 associated with summer scheduling constraints.
Table 2. Quarterly Program Outputs, 2026
	Output
	Q1
	Q2
	Q3
	Q4

	Resident contacts made
	165
	198
	172
	207

	Workshops held
	10
	13
	9
	14

	Referrals made
	71
	84
	76
	87

	Referrals completed (appointment attended)
	48
	62
	58
	67



6. Outcomes
Beyond output volume, the program tracked outcome indicators tied directly to its year-start objectives.
1. Referral completion rate: 74% of referred residents attended their first scheduled appointment, exceeding the 65% year-start target.
1. Workshop satisfaction: 84% of workshop participants rated sessions as satisfactory or highly satisfactory, exceeding the 80% target.
1. Health resource awareness: 81% of workshop participants reported increased understanding of available health resources on post-session surveys.
1. Repeat engagement: 28% of residents reached had at least one prior contact with the program in a previous program year, indicating sustained community relationships.
These outcomes indicate that the program not only maintained its operational scale from the prior year but improved on its two primary performance targets: referral completion and workshop satisfaction.
7. Implementation Challenges
Several implementation challenges affected program delivery during the 2026 reporting period and are documented here for transparency and future planning purposes.
7.1 Seasonal Attendance Fluctuation
Workshop attendance and liaison contact volume both declined modestly during Q3, consistent with patterns observed in prior years and generally attributed to summer scheduling conflicts and reduced availability of community venue partners.
7.2 Staffing Transition
One of the program's four community health liaison positions experienced a two-month vacancy during Q2 due to staff turnover, temporarily reducing outreach capacity in the Oakview neighborhood until the position was filled.
7.3 Referral Follow-Up Data Gaps
Referral completion data relies on voluntary resident follow-up consent; an estimated 15% of referrals made during the year could not be confirmed as completed or not completed due to residents declining or not responding to follow-up contact, meaning the reported 74% completion rate is based on the subset of referrals with confirmed outcomes.
8. Lessons Learned
1. Cross-training liaisons across neighborhoods reduced the operational impact of the Q2 staffing vacancy and should be formalized as standard practice going forward.
1. Workshops held in partnership with existing community events consistently drew higher attendance than standalone sessions, suggesting continued value in event co-location.
1. Improving referral follow-up consent rates would meaningfully strengthen the program's ability to report a fully confirmed completion rate rather than a partial one.
1. Repeat engagement data suggests the program is building durable community relationships, reinforcing the value of continuity in liaison staffing and neighborhood assignment.
9. Recommendations
Based on the 2026 program year, Aspire recommends the following actions for the 2027 program year:
1. Formalize cross-neighborhood liaison training to reduce vulnerability to future staffing transitions.
1. Expand event co-location partnerships to capture the attendance benefits observed in 2026.
1. Revise the referral follow-up protocol to improve resident consent and completion-tracking rates, targeting a reduction in unconfirmed referral outcomes from 15% to under 10%.
1. Set a 2027 referral completion target of 75%, building on 2026 performance, while maintaining the workshop satisfaction target at 80% or above.
10. Next Steps
CWI will use this report to inform 2027 program planning, staffing decisions, and the referral protocol revisions recommended in Section 9. This report will also be shared with CWI's board of directors and referenced in upcoming funder reporting, including for the Community Mental Health Access Initiative described in Aspire's companion grant proposal, which builds directly on this program's outreach and referral infrastructure.
Appendices
Appendix A: Data Collection Instruments
Program data referenced in this report was collected through liaison contact logs, post-workshop participant surveys, and referral tracking records maintained by CWI's Data and Evaluation Coordinator. [Illustrative]
Appendix B: Reporting Period Definitions
“Unique residents reached” refers to individuals with at least one documented liaison contact, workshop attendance, or referral during the reporting period, counted once regardless of the number of touchpoints. “Referral completion” refers to a documented first attended appointment following a referral, among referrals with confirmed follow-up data.
Appendix C: Program Staffing Summary
1. 4 Community Health Liaisons (1 position vacant for approximately 2 months during Q2)
1. 1 Data and Evaluation Coordinator (part-time allocation to this program)
1. 1 Programs Director (oversight and community partner coordination)
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