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Addiction and Prevention Services 
Division of Health Care Policy 

DSOB, 915 SW Harrison, 9th Floor South 
Topeka, KS  66612-1570 

Corrective Action Plan 
Program Name: 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 Maintained: 
 
  

Board Notified: 

Y  /  N  /  n/a 

 

Standard #: 
 

Standard Statement: 
 
  

Describe Deficiencies: 
 

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

Supporting Evidence: 
 
 
 

Person Responsible: 
 
 

How Maintained: 
 

Board Notified: 

Y  /  N  /  n/a 

 

Standard #: 
 

Standard Statement/Describe Deficiencies: 

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

Achieved/Implemented: 

Supporting Evidence: Person Responsible: 

How Maintained: Board Notified: 

Y  /  N  /  n/a 
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Standard #: 
 

Standard Statement/Describe Deficiencies: 

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

Achieved/Implemented: 

Supporting Evidence: Person Responsible: 

How Maintained: Board Notified: 

Y  /  N  /  n/a 

 

Standard #: 
 

Standard Statement/Describe Deficiencies: 

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

Achieved/Implemented: 

Supporting Evidence: Person Responsible: 

How Maintained: Board Notified: 

Y  /  N  /  n/a 

 

Standard #: 
 

Standard Statement/Describe Deficiencies: 

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

Achieved/Implemented: 

Supporting Evidence: Person Responsible: 

How Maintained: Board Notified: 

Y  /  N  /  n/a 

 

Program Director Signature: Date: 

 


