


CAP INITIATION – CORRECTIVE ACTION REQUEST

	This section to be completed by the person requesting corrective / preventive action

	Requestor Name:                           Organization:                               Phone:       


	Nonconformity/Opportunity To Be Addressed:       


	Unique Tracking Number:  DS-YYYYMMDD-xx:        

(DS=Div or Sec, YYYYMMDD-xx = Date Opened, x=1, 2,  …n)

* Other Tracking Number:         
(Ex: ESHTRAK #, DMR # etc)



	Responsible Person:                  Division/Section/Center:        
Department/Group:        FORMTEXT 

     
          Phone:  
 

	*Comments:       


CAP DEVELOPMENT       
CAP Version (increment by 1 with each change)       
	This section to be completed by the Responsible Person

	Describe the Actual Nonconformity/Opportunity, and What Caused it (Root Cause):

     


	Remedial/Compensatory, Corrective, and/or Preventive, actions being taken and                       (where applicable) Lessons Learned:      


	Planned start date (YYYYMMDD):          

Key milestones and Dates:       

Estimated date for completion (YYYYMMDD):        


	Who will complete the work                               Phone:        

Who will perform verification                                 Phone:      

	*Comments:       



CAP APPROVAL,
	This section to be completed and signed by manager of responsible person

	** Approval Manager:   _________________________________        Date:  ____________
                                                                                                                              (YYYYMMDD)
*Comments:  _________________________________________     
      


CAP CLOSURE

	This section to be completed and signed by persons identified below

	Description of actions taken to implement (if different than plan):       
**Work Completed By:    _________________________________        Date:  ____________
                                                                                                                          (YYYYMMDD)


	**^Verified By:       ________________________________             Date:  ____________  
                                                                                                                          (YYYYMMDD)
*Comments:  _________________________________________


	** Acceptance Requestor:____________________________           Date:  ____________
                                                                                                                          (YYYYMMDD)
*Comments:  _________________________________________



Validation of effectiveness & relevance of closed CAPs may be performed by OQBP staff

See Fermilab Corrective Action Plan Guide to Form 1 for a completed example

Fermilab Corrective & Preventive Action Plan - Form 1         No. 1004.1001 Form 1        Rev.003         05/01/2012      Page  2 of 2
Approved By: Head Office of Quality & Best Practices          

* Optional field     **Signature Required     
 ^QAE for OQBP issued CAPs / otherwise D/S/C QAR      
   

