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CEO/BOARD CHAIR MESSAGE

What lies at the root of all we do?

The true value of the Community Health Centre (CHC) model of

careis in its deep and lasting impact on the diverse and dynamic

people we serve, on the communities where our programs and
services come to life, and within the broader healthcare system
we help strengthen and sustain every day.

Rooted in community and health equity, we deliver
compassionate and connected healthcare in East Toronto,
serving individuals from equity deserving populations and those
with complex healthcare needs. Team-based primary care is the
foundation of who we are and what we do. We take a holistic,
whole-person approach to improving health and supporting
physical, mental, spiritual, and social well- being within a
healthcare system that continues to perpetuate systemic racism
and discrimination.

Working alongside our many partners, we connect people with
a range of services to reduce barriers to care and address the
social determinants of health, including allied health services,
social work, health promotion and education, mental health
and support groups, and recreational and fitness programming.
Through our strategic partnerships with organizations within the
Ontario Health Teams (OHTs) and other CHCs across Downtown
and East Toronto, we broaden our reach and contribute to
meaningful systems transformation, providing supports and
services when and where they are needed most.

Whether at one of our six locations, at our partner sites or out in
the community, people not only receive the primary healthcare
they need, they also build lasting social relationships - and
some become active advocates for and volunteers supporting
vulnerable populations.

It’s this vision for a caring and
inclusive future where everyone
feels welcome, seen, and heard that
continues to inspire us. Each day
our dedicated staff turn insights
into action: through research,
innovation, and knowledge-sharing,
our goal is to ensure our work
resonates meaningfully across the
healthcare system and within the
lives of people we’re here to serve.

In this report, we’re proud to share highlights from our most
forward-thinking programs and services that best reflect our
impact and commitment to meeting people where they are and
growing a healthier and happier community, together.

Thank you for taking partin the journey.
Sincerely,

Shannon and Emily



Welcome from New CEO Shannon Wiens

After 24 years of working at South Riverdale CHC, starting as a
health promoter and growing from there, | was honoured to accept
the role of Chief Executive Officer (CEO) in November 2024.

It's in my new role that I'm excited to share SRCHC’s 2024-25
Annual Report.

It's been a year of significant changes. We’ve taken bold steps
forward, celebrating the launch of several new innovative
programs, such as the Early Pregnancy Clinic at Michael Garron
Hospital. But we’ve also faced some tough moments.

On March 21, 2025, we permanently closed keepSIX, the
Consumption and Treatment Service (CTS) site we've operated
since 2019, following a government directive. This vital service
saved hundreds of lives and connected people who use drugs
to essential wrap-around care. keepSIXis irreplaceable and its
absence is deeply felt. SRCHC will continue to find ways to serve
clients who used keepSIX as valued members of our community.

Our commitment to providing equitable access to healthcare
remains strong and we’re encouraged by the government’s
promised $1.8 billion investment to expand access to primary
healthcare for everyone—a step in the right direction. This year, we
launched Primary CONNECT, a partnership project with Parkdale
Queen West CHC and the Centre for Addiction and Mental Health
(CAMH) that’s connecting underserved individuals to primary care.

As a community-based primary care organization, we see this
transformation (which is led by Dr. Jane Philpott and the province’s
Primary Care Action Team) as a game-changer. Their goal is to
ensure that everyone in the province has access to a “health
home” that includes a team of health professionals and links to
social supports and community services.

At South Riverdale CHC, we embody this vision of a health home.
Like many CHCs, we provide low-barrier, connected healthcare
rooted in community to every person we serve, including
newcomers, people living with chronic conditions, and individuals
facing mental health and substance use challenges. The
government’s new direction reinforces the work we’re proud to do
in East Toronto.

Please keep reading to find out how
we make it happen — just as we have
for almost 50 years.



31%

since last
fiscal year

46%

over last
fiscal year

75%

over last
fiscal year
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At SRCHC, health equity data is
extremely important because it
drives our decisions on how best

to deliver high-quality, team-based
care; inspiring us to always improve
our approaches to the overall client
experience and plan for equitable,
community-based programming that
engages and ensures positive health
outcomes for the people we serve.

82%

of clients completed
our annual health
equity questionnaire

63%

of clients are racialized

57%

of clients are low income,
with less than $40,000
household income

72%
of clients report having a

very strong or somewhat strong
sense of community belonging

SRCHC operates six sites in East Toronto

The main team-based primary care clinic at 955 Queen Street East

The chronic disease management hub at 1245 Danforth Avenue

The Seniors’ Active Living Centre & Harmony Community Food Centre at 2 Gower Street
The Seniors’ Active Living Centre in Crescent Town at 2-14 Market Place

Moss Park Consumption and Treatment Service at 134 Sherbourne Street

The HART Hub at 1156 Danforth Avenue, 2™ Floor



Celebrating
Cultures and

CONNECTING
COMMUNITIES

Every year, SRCHC brings seniors together to celebrate diversity, enjoy
cultural events, and share meals, fostering stronger, more inclusive
communities and an unprecedented sense of belonging. These
connections are meaningful and vital, with research showing they
improve mental health, build resilience and can even increase life
expectancy.

Many of the communities we serve also include newcomers who face
higher than average rates of poverty and unemployment. Working
alongside supportive partners, such as Community Food Centres
Canada, SRCHC is tackling an urgent need — better access to healthy,
affordable food for vulnerable groups like seniors living alone,
newcomers, and people living with disabilities.



“Thank you so much
for organizing
a wonderful
Tamil New Year
celebration. It was
a truly memorable
and enjoyable
event for everyone,  Christmas |
such a positive
and uplifting
experience.”

Cultural Celebrations and Congregate

~ Sheila Meals Knit Communities Together,
Reducing Isolation and Improving
Food Security

Harmony Community Food Centre and the Seniors Active Living Centre (SALC) are
powerful and welcoming spaces where food serves as a bridge that connects people.

Our cultural celebrations bring community to life. From lunches to commemorate
Chinese New Year and Tamil New Year to Pongal (Tamil Heritage Month) and the
Dragon Boat Festival, these events are vibrant expressions of connection and care.
They highlight the power of community celebrations and food to bring people from
diverse backgrounds together to share healthy prepared meals, listen to music, and
dance. More than a place to host celebrations, with the integration of the Harmony

Community Food Centre, we're working together, giving hope for a future where
everyone can access good food and gain a true sense of belonging.

Chinese New Year

St. Patrick’s Day



Community meals at Harmony CFC
& Harmony Hall SALC

DID YOU
KNOW?

The Seniors’ Active Living Centre
(SALC) at Harmony Hall and Crescent
Town offers wellness programs,
educational workshops, community
engagement activities, cultural
events, outings and more. Our SALC
facilitators lead a wide variety of
programs and services that help
seniors keep active, engaged, and
independent.

The SALC staff team are multi-lingual,
with 1:1 services and group based
programs offered in languages other
than English (Cantonese, Mandarin,
Tamil, and Bengali).




“Health promotion
is a team-based
approach that enables
and empowers people
to increase control
over their own
well-being. When
people are supported
to increase control
over their own health
and well-being, they
improve their health

outcomes.”

- Shirley Cheng-Kerr
SRCHC Health Promoter

Health Promotion and Social Prescribing
Improve Outcomes for Seniors

Staff work with clients to develop their personal skills and connect with communities
to help create healthy environments. They also take an equity focus to help individuals
and communities deepen community action. Collaborating with community members,

partners and healthcare providers, health promoters use a determinants of health lens

that considers the clients’ entire physical, mental, emotional, and spiritual well-being.

This team-based, people-centred approach to primary care empowers clients to improve
their health, well-being, and social connections. One way health promoters play an
important role is through social prescribing - this means that a primary care provider
refers someone to a seniors’ community health program for example, instead of orin
addition to prescribing them medication.

Social prescriptions connect people to community health programs, such as Tai Chi,
seniors’ ukulele groups, and other recreational activities that promote well-being. Social
prescribing also bridges gaps between the broader healthcare system and other sectors.
For example, through group sessions that help seniors access unclaimed benefits or
communal meals that improve food security.

While the reasons for referral may be different, the goal is the same: to provide equitable
access to group-based community health programs that reduce social isolation and build
community connections.



CLIENT STORY
Mother’s Day

A 90-year-old mother is referred to a Tai-Chi class by her primary care
provider to help her maintain good mental and physical health - it also
becomes an activity she can do with her son. Participating together,
the duo inspires other seniors in the group and across their community
to keep moving and do exercises that continuously improve balance,
fitness, and mobility.



The Benefits of

Mindful
Gardening

SRCHC has been a pioneer in promoting the health benefits of
gardening activities for more than two decades. In the early 2000s
at our 955 Queen Street East site, the rooftop was converted into a
stunning community garden. In 2016, we applied for and received

a grant to renovate our secret garden into a paradise. The space
was re-designed with large raised garden boxes to make the space
more accessible with pathways that allowed for mindful walking and
gardening at the same time.



The most notable impact of the gardening programs, according to participants, are the
positive effects on mental health and well-being, along with access to healthy, fresh
food. Through gardening together, people build new friendships rooted in shared interest
and a sense of accomplishment. By working and learning together, we reduce social
isolation and loneliness. Our focus on mindful gardening, harvesting and eating together
also supports people to feel more grounded, calm, and relaxed. It can be remarkably
transformative.

“I have a sense of fulfillment when I step onto
the rooftop garden, seeing the seedlings grow
well, turning the space green and bushy.”

— Angie Seto

DID YOU
KNOW?

Last year SRCHC

hosted 32 sessions
across four gardening
programs which served
almost 300 participants.

Gardening programs build skills
and improve access to fresh fruits
and vegetables grown organically,
supporting a simple way for people
to eat healthier and save money.

By learning new skills, gardening
group participants have started
growing food on their windowsills,
balconies or in their own gardens.




“I’ve never had

raspberries before
and I like it!”

FROM THE KIDS CAN COOK KITCHEN

Mango Lassi

INGREDIENTS:

* 1 cup chopped very ripe mango,
frozen mango, or canned mango pulp

* 1 cup plain yogurt

e 1/2 cup milk

* 4 tsp honey or other sweetener to taste

e 1/2cupice

 Dash of cardamom (optional)

Serving Up Indepehdence
for Kids and Youth

At SRCHC we believe that everyone deserves the chance to learn and thrive. That's

why our Harmony Community Food Centre is more than a place to eat: it'’s a hub where
barriers come down and hope takes root. By bringing community members from all walks
of life together to grow, cook, and share food in a welcoming, inclusive space, Harmony
Community Food Centre strengthens food security, while nurturing connection and
belonging for everyone. With nearly 12,000 meals served each year, an affordable fresh
produce market, and activities for families, youth, and seniors, we offer hands-on learning
that nourishes both body and spirit.

At our Harmony Community Food Centre, SRCHC runs a number of programs for children
and youth - including Kids Can Cook and Mind Your Food - that serve up large helpings of
independence and contribute to food security.

STEPS:
1. Mix everything and blend in a blender.

There are so many variations of lassi you
can try: plain lassi without fruit, bananas,
berries, mint, and even savoury flavours with
spices. Experiment and enjoy!



Kids Can Cook is a four-week program that runs in July and August every year. Children
and their parents or caregivers gather to learn about food-related topics and prepare
simple, budget-friendly recipes. Through experiential learning, families gain hands-

on cooking skills and learn about proper nutrition, healthy eating habits, and the
importance of social connection.

The Mind Your Food program engages youth aged 13-19 and helps them develop
cooking and baking skills, and learn more about food traditions. It also enhances cultural
pride, community action, and land-based knowledge sharing. Each session includes
shared meals, plenty of snacks, and often food to take home. At its heart, the program

is about building community and creating space for youth to form meaningful social
connections and a sense of belonging.

As youth participants become more confident, they begin to share their own recipes and
food traditions with the rest of the group. This past winter, they developed and prepared
a number of recipes, including Chicken Biryani and Mango Lassi, Chocolate Chip Cookies
and Apple Fritters, and a nutrient-packed version of Trifle.

Nothing compares to the unique joy and sense of hope that
fills the room when children and youth come together in the
kitchen. As they explore the food system and learn about
food security, they’re also building friendships and gaining
confidence and independence.

These programs are about
more than food — they’re
about learning, growing, and
thriving, one recipe at a time.

The program has grown

in its popularity with much
interest from families

in the community.

at home for my mom

FROM THE MIND YOUR FOOD KITCHEN

One-Bowl Chocolate Chip Cookies

INGREDIENTS STEPS:
« 1/2 cup butter 1. Preheatthe ovento 350 F.
* 1/2 cup granulated sugar 2. Microwave the butter for about 40

seconds. Butter should be completely
melted but shouldn’t be hot.

* 1/4 cup brown sugar packed
¢ 2 teaspoons vanilla extract

* llarge egg 3. Inalarge bowl, mix butter with the
* 1% cups all-purpose flour sugars until well-combined.
* 1/2 teaspoon baking soda

4. Stirinvanilla and egg until
incorporated.

5. Add the flour, baking soda, and salt.

e 1/2 teaspoon kosher salt
¢ 1 cup semisweet chocolate chips

“I’m going to make this

Mix dough until just combined. Dough
should be soft and a little sticky but
not overly sticky.

Stirin chocolate chips.

Scoop out 1.5 tablespoons of dough
(medium cookie scoop) and place 2
inches apart on baking sheet.

Bake for 7-10 minutes, or until cookies
are set. They will be puffy and still look
a little underbaked in the middle.



DID YOU
KNOW?

SRCHC programs and

services are designed
to help individuals
who face significant
challenges accessing
healthcare services?

Inspiring
Innovation
and Increasing

Access to
TEAM-BASED
PRIMARY CARE

Serving approximately 15,000 people with complex health needs

each year, SRCHC is a leader in providing high-quality, inclusive,

and accessible team-based primary healthcare in East Toronto.

Our services include midwifery, primary care, chronic disease
management, allied health and mental health supports, and much
more. We focus on empowering and improving the lives of diverse
communities, including newcomers, people who are uninsured

and people who use drugs. By treating the whole person, we work
collaboratively to address physical, mental, spiritual, and social needs.



This year at SRCHC, the MATCH program provided care to
535 unique clients.

68% of our clients were uninsured, 25% were underhoused or homeless,
25% were single parents, and 61% were experiencing food insecurity, which we
attempted to mitigate with grocery cards at visits and providing snacks in clinic.

The MATCH Program Inspires Collaborative Perinatal Care

SRCHC’s Midwifery and Toronto Community Health (MATCH)
Program is committed to facilitating very low barrier access to
sexual and reproductive healthcare for people who often face
systemic barriers. Our goal is to provide a seamless system of
care without discharges where our clients are supported to move
from the community to a hospital setting and back, without falling
through the cracks.

Our strong and positive
collaborative relationships with

our obstetric, midwifery, internal
medicine, endocrinology, nursing,
and paediatric colleagues at Michael
Garron Hospital (MGH) means
people are accessing primary and
specialist care that’s well connected
and continuous.

In the past year, the MATCH Program provided comprehensive
perinatal care, including prenatal, labour, birth, postpartum,
abortion, and neonatal care services. The team also offered
testing and treatment for sexually transmitted infections (STIs),
Pap tests, access to vaccinations during pregnancy, and managed
first-trimester complications through MGH’s Outpatient Early
Pregnancy Clinic.

This year marked the MATCH Program’s second full year staffing
the Early Pregnancy Clinic at MGH, providing 938 unique visits.
The midwifery-led clinic provides follow-up care for anyone
experiencing first-trimester pregnancy complications, whether
referred from the emergency department or their primary care
provider. In response to growing demand, we have expanded the
clinic from two to three days per week, adding a seven-day-a-
week phone line; revamped the website and referral forms; and
developed standardized clinical protocols in collaboration with our
obstetric colleagues.

For the upcoming year, plans are underway to add a fourth clinic
day. To our knowledge, this is the first midwifery-led outpatient
early pregnancy clinic in Canada and colleagues in Ottawa and
London have reached out to learn how they mightimplement a
similar model of care in their cities.



DECNET collaboratively
engages people and
communities impacted by
or at risk of type 2 diabetes
to optimize their well-being
through accessible,
equitable, and evidence
informed education,
self-management support
and care.

DECNET Increases Access to Primary
Care and Reduces Health Inequities

SRCHC is also known as a leader for its innovative Chronic Disease Program that
provides a range of services to clients living in East Toronto.

Diabetes Education Community Network of East Toronto (DECNET) breaks down barriers
and reduces health inequities for people living with type 2 diabetes or prediabetes. Our
multidisciplinary team of nurses, dietitians, social workers, and health promoters work
together to provide evidence-based diabetes education to 2,062 unique clients annually.
Last year, we received nearly 400 referrals from nurse practitioners and physicans from
across East Toronto.

DECNET is committed to providing accessible care to those who need it most. Services are
provided at multiple locations and we’re integrated into a number of primary care settings
within CHCs and family practices. For people facing barriers to attend in-person visits, we
offer transportation support, phone appointments, and occasional home visits. For clients
who are uninsured or not connected to a primary care provider, DECNET bridges gaps by
coordinating care and assisting clients in navigating the healthcare system.

Living with diabetes affects more than physical
health. About 50% of people living with diabetes
also experience anxiety from the constant
demands of managing the chronic condition.

SRCHC is one of the only diabetes programs in Toronto that has a social worker integrated
into the team. This connected approach allows us to offer clients short-term mental health

counselling and case management for concerns related to income, housing, immigration,
food security and more, addressing the full scope of health and well-being.




Diabetes Eye Screening:
The First Home Visit

In September 2024, SRCHC celebrated another innovative milestone —
our Diabetes Eye Screening Program [DESP] provided its first home visit.

A woman in her 60s who uses a wheelchair was scheduled for an eye screening at
our 1245 Danforth Avenue site. At intake, she and her referring physician raised
concerns about her mobility and let us know that transportation would be a barrier
that could prevent her from accessing our services. Thanks to new research by the
University Health Network (UHN) and with the support of Al-based tools, including a
state-of-the-art handheld camera, our team was able to bring the eye screening to
her home.

We used a Snellen chart to check her vision, administrating dilating drops and
capturing detailed images of her eyes using the portable camera. Within a week, a
specialist reviewed her results and recommended follow-up care.

By meeting people where they are, we're doing more than screening eyes for issues
- we're protecting against diabetes-related vision loss and improving access to
sight-saving healthcare.

DESP is currently the top-performing Diabetes
tele-ophthalmology program in E e
Ontario and has screened

approximately 4,600 people Sc ree nin g

since its inception in 2017. Program

According to Diabetes Action Canada, 31% of Ontarians live with diabetes or
prediabetes. Diabetes is the leading cause of blindness in Ontario. For more
than ten years, SRCHC has partnered with UHN to provide eye screening to
low-income and marginalized people living with diabetes.


https://diabetesaction.ca/a-data-informed-approach-to-improving-access-to-eye-screening/

“They stuck with me through
thick and thin ...I’ve known
people who have died
because friends and family
rejected them. This place is
family and they are behind
me all the way.”

With a near-death experience
triggering a desire to change,

Tony Williams told the Toronto Star
in March 2025 that it was trust and
lack of judgement from SRCHC staff
that has kept him going.

Breaking Down
Barriers and

We're committed to building stronger, healthier communities grounded
in respect, equity, and hope. For more than 25 years, SRCHC has been
delivering safe, evidence-based, trauma-informed harm reduction
services. Our approach is rooted in compassion, supporting—without
judgement—people who use substances as they navigate their
physical, mental, spiritual, and social well-being. We offer low-barrier
programs that foster social connection, creative expression, and
community building, alongside access to wrap-around services,

like primary healthcare, Hep C testing and treatment, mental health
counselling, housing referrals, and social prescribing.



The East Toronto Outreach Project (ETOP) is breaking down barriers to
healthcare by meeting people exactly where they are—whether on the
streets, in encampments, or at community events. Focused on supporting
people who use drugs who are at risk of sexually transmitted and blood-
borne infections (STBBI) across East Toronto, ETOP workers provide
trauma-informed harm reduction-based care that is rooted in dignity and
compassion, without judgment.

Since 2022, ETOP has become a lifeline for many. Over the past year
alone, the ETOP has connected with 241 people through 781 outreach
encounters, offering essential services, safer use supplies, and support
with everything from health education to navigating the healthcare system.

ETOP’s impact goes beyond STBBI prevention. Staff are leading community
education efforts on safe sharps disposal and ramping up community
clean-ups to reduce harm reduction litter in the surrounding community.
This work is making a visible difference:

This year, ETOP staff surpassed last year’s
sharps container distribution and saw a

reflecting strong community engagement.

Harm reduction is also about relationships, healing, and hope. That’'s why
we also work in partnership with many organizations to support people in
holistic ways. One of our most unique collaborations is with the Toronto
Humane Society which helps service users access veterinary care for their
beloved pets. ETOP workers know that for many, their pets are family and
supporting their pet’s health often opens the door to care for themselves.
This kind of compassionate, barrier-free support is at the heart of the
ETOP’s work to not only reduce harm, but to also build hope.

“This partnership has actively saved the
life of numerous clients I have worked with,
whether that be from reversing overdoses
to providing safe supplies or building
community in the face of stigmatization.”

- ETOP Partner




“Harm reduction is not
about using drugs... it’s
about unconditional love
and about being there
on your own terms.”

- Mi’kmagq Elder, Wanda Whitebird
in Northern Feathers: Love, Culture, Harm Reduction.

A passionate harm reduction
advocate, Wanda sadly passed away
in November 2024. She taught us

that there are major gaps within our
healthcare system causing systemic
harm to Indigenous peoples, making
the need for culturally-relevant
programs that address the health and
well-being of Indigenous communities
both obvious and urgent.

While we recognize that lasting and profound change to
decolonize healthcare requires policy-level action, we’re working
at a programmatic level to address issues that intersect with
substance use for our Indigenous clients through community-
based, Indigenous-led, culturally safe programming, like our
Northern Feathers and Moccasin-making workshops that ran
from November 2024 to March 2025.



Primary CONNECT (Collaborative Navigation Network for
Connected Treatment) is a new Interprofessional Primary Care
Team (IPCT) created through a partnership between SRCHC,
Parkdale Queen West Community Health Centre (PQWCHC), and
the Centre for Addiction and Mental Health (CAMH).

The Primary CONNECT program is part of a historic and
transformative province-wide investment towards fostering more
accessible and equitable healthcare for everyone. The team works
across multiple sites and includes a doctor, nurse practitioner,
registered nurse, community health worker, case manager, service
navigators, psychiatrists, and Indigenous healers. Together, they
enhance support for people experiencing mental health and
substance use challenges, prioritizing those who are marginalized,
racialized, Indigenous, or living on low incomes. Their goal is to
break down barriers to ensure compassionate, culturally safe care
to those who need it most.

“I'm proud to be part of this new team. Our collective goal

is to improve health outcomes for people who are generally
underserved and don’t have direct access to comprehensive care
and mental health supports,” says registered nurse Max Ering,
who joined the team last fall.

“By working as one connected primary
care team across three sites, we intend
to make sure no one we serve, no matter
how complex and challenging their
needs, falls through the cracks.”

- Max Ering

Passionate about delivering high-quality care to everyone who
needs it, Max strives to help clients manage chronic conditions,
improve theirindependence, and enhance overall quality of life.
“Primary CONNECT is all about breaking down barriers to care
and meeting people where they’re at in their readiness journey,
he explains. “When people are ready for their next step, we are
too - we work together to leverage each other’s experience and
expertise to provide the best possible care.”

”

By working as one team with a support system to efficiently
integrate people into pre-existing services across multiple sites,
Primary CONNECT is leading the way toward a new future of
connected healthcare. Together, SRCHC and our partners are
creating transformative, positive change to achieve equitable care
for marginalized people with complex health needs.

In the first six months of operation,
staff working in the Primary CONNECT

program provided team-based care
to and

have attached
primary care services.

to



Transforming

Primary Care:
LOOKING
FORWARD

Creating a Connected Healthcare Neighbourhood
Across Many Diverse Communities

At SRCHC, as our annual report celebrates, we work with multiple
partners and our community to create programs and primary care
services that focus on providing low-barrier access to clients who
are newcomers, living with chronic conditions, or facing substance
use and mental health challenges. To improve access for clients,
we provide care at multiple locations in our community, including
atlocal shelters and in people’s homes. As the province provides
additional funding to increase access to team-based primary

care services, we'll continue to expand this vital work with our
community partners.

By working as a team, we can collectively improve health
outcomes for people who face barriers to care. About 30% of our
clients are living with 10 or more medical conditions, yet despite
this clinical complexity, we're keeping people out of the emergency
department. We're proud to share that only 4% of emergency
hospital visits are classified as best managed in the community
(compared to 11% for CHCs across the province). We manage to
keep our emergency department rates low with the support of a
triage system managed by our clinic nurses. We offer same-day
and drop-in appointments six days a week, deliver evening and
weekend clinics, and provide on-call services for patients who
have urgent health problems after hours.

Once someone becomes a registered
primary care CHC client, they

can access a full range of
interprofessional care, including
services like social work, chiropody,
and physiotherapy — all at no

cost. These supports, which often
come with a fee in other parts of
the healthcare system, are fully
integrated into our team-based
approach to community care.



Looking Forward

As we look ahead to the coming year, we're energized by the
opportunity to help shape the future of connected and community-
based healthcare in Toronto. We're excited to work with our

CHC partners, Ontario Health Teams, Primary Care networks,
community members, our partners and funders, as well as other
stakeholders to bring this shared vision to life.

One important first step to expand our reach is the launch of

our new mobile health clinic that will deliver primary healthcare,
health prevention, screening, and vaccines directly to people in
high-needs communities. We‘ll also continue building pathways to
care for our important health promotion work, community-based
and chronic disease programming, and strengthening support

for mental health and substance use services — all while working
alongside our community partners to remove barriers so people
can access the compassionate, equitable, team-based care they
need and deserve.

Year over year, our purpose remains rooted in what has always
guided us: our community. The vision and the stories we’ve shared
throughout this report are about more than delivering primary
healthcare services — they’re about building trust, deepening
connections, and creating a more inclusive health system guided
by equity, compassion, and community.

The road ahead is

full of possibilities and
we hope you’ll join us on
next year’s journey too.




REVENUE

Ontario Health

Ministry of Health

City of Toronto

United Way of Greater Toronto
Ministry for Seniors and Accessibility
Community Food Centres of Canada
Public Health Agency of Canada
Health Canada

Other

Interest & rent

Period ended March 31, 2025

2024-2025 2023-2024
$23,269,542 $22,633,386
$15,130,917 65.0% $13,156,070
3,913,886 16.8% 4,079,553
294,677 1.3% 431,728
166,121 0.7% 166,121
153,411 0.7% 145,576
129,759 0.6% 253,368
170,000 0.7% 195,018
2,106,372 9.0% 2,876,589
1,004,748 4.3% 1,031,506
199,651 0.9% 297,857

Salaries and employee benefits

Medical supplies, program supplies
& sundry expenses

Buildings and equipment expenses

Contracted out services

$14,584,664 62.7%
3,121,217 13.4%

$14,478,680
4,118,984

1,911,784 8.2%
3,651,877 15.7%

1,622,116
2,413,606

SPECIAL PURPOSE FUND

This year South Riverdale Community Health Centre funded three grants from the

Healthy Community Program.

Ralph Thornton Community Centre ...
Grant Creativity InC. ...ccooevvvvirieennnnn
No More Silence .......ccvevvvveeeecnennens

........................................................... $1,500
........................................................... $1,500

These summarized statements have been extracted from the South Riverdale Community Health Centre’s
audited financial statements for the year ended March 31, 2025.
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YOUR SUPPORT

We accept credit card or debit donations online through

Just follow these steps:

Search “South Riverdale Community Health Centre.”
Select “Give in honour or memory of someone special.”
Next, either write the person’s name and save, or choose “Continue with my donation.”

@ United Way
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If you have questions or wish to donate in person, please contact
Rose Shang, Manager of Finance, at 416-461-1925, ext. 221 or rshang@srchc.com.
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