
APPLICANT INFORMATION
Applicant Name:

Applicant Website:

Total Funds Requested ($):	
	

Contact Person Name:	Contact Person Title:
	
Telephone Number:	Email Address:
	
Street Address:

City:	Municipality:	Zip Code:
		


If the Applicant is an NGO, is it a registered 501(c)(3)? :	Yes	No
1. Please provide the name, role, and contact information (email, phone, and mailing address) for at least one key programmatic representative and one key fiscal representative that will serve as the contacts for this project.
	









2. What are the goals and objectives for use of the PROD2A funding? 
	










3. Which required strategy area(s) does your project align with? Which required outcome(s) does this project contribute to?
	









4. How will this project contribute to meeting the required strategy area outcomes in your community? What evidence-base practice or practice-based evidence informs this project?
	











5. How does this project meet the needs of your community or target population? 
	












6. Describe existing community efforts that may have goals similar to this project, and how you will coordinate, leverage, and align implementation without duplicating efforts. If applicable, please explain how these funds will be used to supplement similar work being done with other state and federal funding sources, rather than supplant it.
	












7. How will an increased capacity to prevent morbidity and mortality associated with opioid overdoses be demonstrated in your community? What changes in policy, procedure, protocols, and/or partnerships do you anticipate will demonstrate this?
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8. Describe your organization’s ability to effectively implement this project. How do you understand that you are the best candidate to carry out the elaboration and development of the proposal?
	













9. Describe the experience and qualifications of the key personnel responsible for the day-to-day implementation of project activities, submission of progress reports, and meeting financial reporting requirements. 
	














10. What barriers or challenges might hinder your ability to complete the work plan activities? How you plan to manage these potential barriers or challenges?
	












11. [bookmark: _Hlk47893885]What metrics will be tracked to measure the impact of the funds used?  
	










12. Additional information:
	










AUTHORIZED SIGNER INFORMATION
Authorized Signer Name:	Authorized Signer Title:
	
Telephone Number:	Email Address:
	

CERTIFICATIONS
Applicant hereby acknowledges and agrees that (please initial next to each statement):
 	    If Grant Funds cannot be used for qualifying expenses by August 31, 2021, they will be returned.
 	    Applicant shall submit any and all required documentation and agree to any and all audits of the Grant Funds, as requested by Grantor.
 	    Any information provided in this application and other correspondence can become public information, and Applicant waives any right to confidentiality, unless expressly requested and approved.
 	    Applicant acknowledges a materially false, fictitious, or fraudulent statement (or concealment or omission of a material fact) in this certification, or in the application that it supports, may be the subject of criminal prosecution and also may subject me and the Applicant to civil penalties and/or administrative remedies for false claims or otherwise.
 	    I certify under penalty of perjury that I have examined all the information on this form, and on any accompanying statements or forms, and it is true and correct to the best of my knowledge.
[bookmark: _GoBack] 	    I certify under penalty of perjury that I am authorized to submit this application on behalf of the Applicant.
 	    I understand that, if selected, the Applicant must comply with all applicable program requirements and procedures and all applicable federal and state laws, including the False Claims Act, the Anti-Kickback Statute, and Civil Monetary Penalties Law, as waived or modified in connection with the COVID-19 pandemic, and the Coronavirus Aid, Relief, and Economic Security (CARES) Act.
 	    I understand that, if selected, the Applicant must comply with the Health Insurance Portability and Accountability Act (HIPAA) and other applicable privacy and reimbursement laws and regulations, and applicable medical licensing laws, as waived or modified in connection with the COVID-19 pandemic.
 	    I understand that, if selected, all documentation associated with this application must be retained for a period of at least five years after the last date of delivery of the supported-services provided through the Puerto Rico Overdose Data to Action rules and requirements, subject to audit.
 	    I certify under penalty of perjury that the Applicant is not already receiving or expecting to receive other funding for the exact same services eligible for support under the OD2A Community Prevention Grant.
 	    I understand that all requested goods and services funded under the OD2A Community Prevention Grant must be used for their intended purposes.


Signature:								      Date
