






I SECTION 1: ORGANIZATION INFORMATION 

NAME OF ORGANIZATION: 

STREET ADDRESS: 

CITY, STATE, ZIP CODE: 

ORGANIZATION EIN: 

PROGRAMMATIC CONTACT NAME: 

PROGRAMMATIC CONTACT TITLE: 

PROGRAMMATIC CONTACT PHONE: 
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PROGRAMMATIC CONTACT EMAIL: 

FISCAL CONTACT NAME AND TITLE: 

FISCAL CONTACT PHONE NUMBER AND EMAIL: 

Has this organization previously received Community Reinvestment Grant funding from the Suffolk County District Attorney's Office? 

□ YES □ NO

If yes, what year(s) did the organization receive funding? 

I SECTION 2: PROJECT DESCRIPTION 

Is this project/program new or ongoing? D NEW D ONGOING 

Dates of funded activity: 

Geographic area served by project/program: 

Target population: 
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Describe the project/program for which you are seeking funding. Please indicate how your program will promote community 

safety and how it relates to one of our focus areas (mental health, substance use, anti-violence efforts, or education). 

I SECTION 3: NEEDS ASSESSMENT 

Please identify the need and potential benefit to the organization's target population, community, or neighborhood. 
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I SECTION 4: PERFORMANCE MEASUREMENTS

Describe how your organization will measure performance of the funded project or program. 

I SECTION 5: PROJECT/PROGRAM BUDGET PROPOSAL

Amount requested: 

Provide an outline of the project/program budget with detailed justification for all costs, including the basis for computation 

of these costs. 
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I SECTION 6: ORGANIZATIONAL OPERATING BUDGET

Submit a copy of your organization's operating budget. 

I SECTION 7: 501 (C)3 CERTIFICATION

Is the applicant organization a 501 (c)3? 

□ YES □ NO

If no, you may partner with a 501 (c)3 to serve as passthrough organization that will receive funds on your organization's behalf. 

Please provide the following information about the passthrough organization: 

PASSTHROUGH ORGANIZATION NAME: 

PASSTHROUGH ORGANIZATION EIN: 

PASSTHROUGH ORGANIZATION FISCAL CONTACT NAME: 

PASSTHROUGH ORGANIZATION FISCAL CONTACT PHONE AND EMAIL: 

Submit proof of your organization's 501 (c)3 certification. If partnering with a passthrough organization, please provide proof 

of that organization's 501 (c)3 certification. 
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I CERTIFICATION 

The undersigned agrees, under the pains and penalties of perjury, that funds awarded will be used only for the purpose authorized 

by the Suffolk County District Attorney's Office. The undersigned further acknowledges that an after-action report will be provided 

to the Suffolk County District Attorney's Office at the completion of the project/program. Digital signatures are acceptable. 

SIGNATURE: 

TITLE: 

DATE: 

NAME OF APPLICANT ORGANIZATION: 

I APPLICATION CHECKLIST 

D Organizational Information 

D Needs Assessment 

D Project/Program Budget Proposal 

D Proof of 501 (c)3 Certification 

D Project/Program Description 

D Performance Measurements 

D Organizational Operating Budget 

D Signature (digital or print acceptable) 

EMAIL APPLICATION TO: 

suffolkcommrelations@mass.gov 

Applications must be received no later than 11 :59 p.m. on Thursday, April 25, 2024. 
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