KDADS
Survey Certification & Credentialing Commission

612 S. Kansas Avenue
Topeka, KS  66603
Corrective Action Plan

	Program Name:       
	Program License #:      
	Date Submitted:
     


	Standard #:
     
	Standard Statement:       


	Describe Deficiencies:       


	Corrective Action (task, policy, training, environmental changes, etc):       
	Anticipated Date Achieved/Implemented:
Date       

	Supporting Evidence:       
 
	Person Responsible:
     


	How is program going to assure corrections are put into practice:       
 
	Board Notified:
Y  FORMCHECKBOX 
   N  FORMCHECKBOX 
  n/a  FORMCHECKBOX 




	Standard #:
     
	Standard Statement:       


	Describe Deficiencies:       


	Corrective Action (task, policy, training, environmental changes, etc):       
	Anticipated Date Achieved/Implemented:
Date       

	Supporting Evidence:       
 
	Person Responsible:
     


	How is program going to assure corrections are put into practice:       
 
	Board Notified:
Y  FORMCHECKBOX 
   N  FORMCHECKBOX 
  n/a  FORMCHECKBOX 



	Standard #:
     
	Standard Statement:       


	Describe Deficiencies:       


	Corrective Action (task, policy, training, environmental changes, etc):       
	Anticipated Date Achieved/Implemented:
Date       

	Supporting Evidence:       
 
	Person Responsible:
     


	How is program going to assure corrections are put into practice:       
 
	Board Notified:
Y  FORMCHECKBOX 
   N  FORMCHECKBOX 
  n/a  FORMCHECKBOX 



	Standard #:
     
	Standard Statement:       


	Describe Deficiencies:       


	Corrective Action (task, policy, training, environmental changes, etc):       
	Anticipated Date Achieved/Implemented:
Date       

	Supporting Evidence:       
 
	Person Responsible:
     


	How is program going to assure corrections are put into practice:       
 
	Board Notified:
Y  FORMCHECKBOX 
   N  FORMCHECKBOX 
  n/a  FORMCHECKBOX 



	Standard #:
     
	Standard Statement:       


	Describe Deficiencies:       


	Corrective Action (task, policy, training, environmental changes, etc):       
	Anticipated Date Achieved/Implemented:
Date       

	Supporting Evidence:       
 
	Person Responsible:
     


	How is program going to assure corrections are put into practice:       
 
	Board Notified:
Y  FORMCHECKBOX 
   N  FORMCHECKBOX 
  n/a  FORMCHECKBOX 



	Program Director Signature:       
	Date:         


Send CAP to;

Megan Thompson

Sr. Administrative Assistant
Surveys, Certification and Credentialing Commission

Kansas Department for Aging and Disability Services

612 S. Kansas Ave.

Topeka, KS 66603

Phone: 785-368-6392

Fax: 785-296-3075

Email: Megan.Thompson@ks.gov
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