Provider Name:

Corrective Action Plan

Date of Plan:

Consumer Name:

Incident #:

ODIS Directive #6001-201

Date of Incident:

Issue

Identified Problem

Corrective Steps

Target Date

Responsible Person

Person Responsible for CAP:

Contact Number:

State Hospital/Community Provider
Manager Name:

Title:

Managerial Review of Corrective Action Plan

Date:

Typed signature verifies | have reviewed/approved the CAP

Attachment G



