QOIS Diredive #6001-201

Attachment E

ADMINISTRATIVE REVIEW FORM

CONSUMER(S) NAME: INCIDENT #: INCIDENT DATE:

Reviewer Name/Title: Region:

[] Based on my review, the following additional information or corrections are required:

The DUE DATE is

[] Based on my review, the investigation/follow-up report is complete. Please submit a Corrective
Action Plan (CAP) to address the following issues:

The DUE DATE is

[] Based on my review, the investigation/follow-up report is complete. No further review is
needed.

[ ] Based on my review, the investigation is complete pending review by the DMHDDAD Medical
Director.

[ 1 Based on my review, the investigation/follow-up report is complete. Issues identified in the
Recommendation section are accepted as the CAP.

[] Based on my review, the CAP submitted is complete. No further review is needed.

[] Based on my review, the CAP is not accepted and should be resubmitted with the following
information:

The DUE DATE is

Reviewer Signature Date



