
Visit us at portal.ct.gov/DRS for more information.

Department of Revenue Services
State of Connecticut
(Rev. 01/24)

Municipality:  _______________________________

Is your organization required to file federal Form 990 or 990EZ, Return of Organization Exempt 
from Income Tax?

 Yes  No

If Yes, attach a copy of the first page of your most recent return.
If No, attach a copy of your determination letter from the U.S. Treasury Department, Internal 
Revenue Service.

Form NAA-01
2024 Connecticut Neighborhood Assistance Act (NAA)

Program Proposal

This form must be completed and submitted to your municipality for approval. All items must be completed 
with as much detail as possible. If additional space is needed, attach additional sheets. Please type or 
print clearly. See attached instructions before completing. Do not submit this form directly to the 
Department of Revenue Services.

Part I — General Information

Name of tax exempt organization/municipal agency:  ____________________________________________ 

__________________________________________________________________________________________

Address:  _________________________________________________________________________________ 

__________________________________________________________________________________________

Federal Employer Identification Number:  ______________________________________________________

Program title:  _____________________________________________________________________________

Name of contact person:  ___________________________________________________________________

Telephone number:                –              –                  ________________________________________________________________________

Email address:  ____________________________________________________________________________

Total NAA funding requested ($250 minimum, $150,000 maximum):  $  __________________________

https://portal.ct.gov/DRS
https://portal.ct.gov/DRS


Visit us at portal.ct.gov/DRS for more information.

Part II — Program Information

Check the appropriate description of your program:

100% credit percentage
 ______ Energy conservation; or
 ______ Comprehensive college access loan forgiveness (see Conn. Gen. Stat. § 12-635(3)).

60% credit percentage
 ______ Job training/education for unemployed persons aged 50 or over;
 ______ Job training/education for persons with physical disabilities;
 ______ Program serving low-income persons;
 ______ Child care services;
 ______ Establishment of a child day care facility;
 ______ Open space acquisition fund; or
 ______ Other (specify):  _________________________________________________________________

Description of program:  ___________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Need for program:  ________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Neighborhood area to be served:  ___________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Plan to implement the program:  ____________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________
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Timetable:

Program start date:  ___________________________________

Program completion date:  _____________________________

Post-project audit due date:  ___________________________

 The program start date must not be more than two years prior to the program completion date. 
Any program receiving $25,000 or more in NAA funding is required to provide a post-project audit, 
prepared by a certified public accounting firm, to the municipality overseeing the program, no later 
than three months after the program completion date.

Part III — Financial Information

Program Budget:
Complete in full. Expenditures must equal or exceed total funding.

Sources of Revenue:

NAA funds requested  ______________________

Other funding sources - itemized sources:
a)  _______________________________________________  ______________________

b)  _______________________________________________  ______________________

c)  ________________________________________________  ______________________

d)  _______________________________________________  ______________________

Total Funding:  ______________________

Proposed Program Expenditures:

Direct operating expenses - itemized description:
a)  _______________________________________________  ______________________

b)  _______________________________________________  ______________________

c)  ________________________________________________  ______________________

d)  _______________________________________________  ______________________

Administrative expenses - itemized description:
a)  _______________________________________________  ______________________

b)  _______________________________________________  ______________________

c)  ________________________________________________  ______________________

d)  _______________________________________________  ______________________

Total Proposed Expenditures:  ______________________
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Part IV — Municipal Information

To be completed by the municipal agency overseeing implementation of the program

Name of municipal agency overseeing implementation of the program:  _______________________

  ___________________________________________________________________________________

Mailing address:  ______________________________________________________________________

  ___________________________________________________________________________________

Name of municipal liaison:  _____________________________________________________________

Telephone number:  ___________________________________________________________________

Fax number:  _________________________________________________________________________

Email address:  _______________________________________________________________________

              –              –                  

              –              –                  

Post-Project Audit

Is a post-project audit required for this proposal?

 Yes  No

If Yes, date post-project audit due:

_________________________ 
Date
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	Municipality: Branford
	Name of tax exempt organizationmunicipal agency 2: The Connecticut Hospice, Inc. hereinafter CT Hospice
	Address 1: 100 Double Beach Road, Branford, CT 06405
	fill_6: 060878822
	Program title: The Campaign to Inform Branford Residents about Available Dementia Care
	Name of contact person: Mary Gilhuly, CPA
	Text3: 203-315-7633
	Email address: mgilhuly@hospice.com
	Total NAA funding requested 250 minimum 150000 maximum: 150000.00
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	Other Specify: 
	Description of program: CT Hospice (requests funds to support outreach to Branford residents who can benefit from the existing CTH Magnolia Care program and to recruit Medicare/Medicaid beneficiaries to enroll in the new Centers for Medicare and Medicaid (CMS) Guiding an Improved Dementia Experience (GUIDE) model of care. As a GUIDE participating provider, CTH will coordinate care, caregiver support services and respite care for People Living With Dementia (PLWD) to enable them to remain at home and avoid costly long term residential care.
	Need for program: Dementia is a major public health issue and is increasingly affecting the American population. The 2021 Connecticut Healthy Aging Data Report indicates that nearly 900 residents of Branford age 65+ have been diagnosed with Alzheimer's or related dementia(s). Many Persons Living With Dementia (PLWD) are not consistently receiving high-quality, high-value care. Dementia is a devastating diagnosis that robs people living with it of their autonomy and agency, and stresses families emotionally, mentally, and financially. The GUIDE Model provides a comprehensive package of care coordination, caregiver support and pays for respite care. 
	Neighborhood2bserved: Branford, and surrounding communities in New Haven County
	Plantoimplementprogram: The outreach funded by NAA will allow CTH to serve many Branford residents who are Persons Living with Dementia as well as their caregivers/family. The Centers for Medicare and Medicaid Services (CMS) plans to inform Medicare and Medicaid beneficiaries that providers like CT Hospice are participating in GUIDE. CT Hospice is required to follow up on CMS communications with a vigorous outreach initiative in order to build its census of dementia patients in the first year of the program,  NAA will equip CT Hospice Community Health Workers  with informational materials and equipment to use at events and to conduct extensive outreach to dementia patients/caregivers in partnership with local organizations such as Shoreline Elder Care Alliance, East Shore Health District among key community partners to reach the widest audience possible.
	Program start date: 10/01/2024
	Program completion date: 06/30/2025
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	1: Design of community outreach messaging/branding
	2: Design/production of printed materials and promotionals
	3:  Reusable events equipment -Table, chairs, banners.
	4: Social media campaign development and maintenance
	5: Mileage for travel to and from outreach events
	6: 5G Mobile device connectivity for 2 CHWs/9 months
	7: Administrative and General at 10%
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	1_4: 2500.00
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