
CORRECTIVE ACTION PLAN (CAP)

Facility_________________________________



Quarter_________________________________

	PROBLEM
	ACTION
	TARGET DATE(S)
	EVALUATION

	
	List what actions will be taken at your facility to address/correct the indicated deficiencies.
	Add your facility target date.
	Add your facility evaluation criteria.


Date: _____________________
Hospital/Facility Representative/Responsible Person
NBS Project Director or Coordinator





__________________________________________
______________________________
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(Name)
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______________________________
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