Corrective Action Plan (CAP) School Year 2014-2015
Name of School Food Authority (SFA):  ____________________________________________SFA Number:  ______    
Name of Individual Completing the CAP: ______________________________________________________________
Signature of School Nutrition Administrator:  __________________________________________________________
	Findings:  (What actions occurred or did not occur that require the SFA to take Corrective Action?)

	SFA Corrective Actions: (Specific actions taken by the SFA to prevent this finding from occurring in the future.)

	Comments: (Additional comments and/or actions taken by the SFA relative to the finding.)



COMPLETE AND RETURN electronically to NAME OF REGIONAL CONSULTANT if the School Food Authority (SFA) can provide a signature; otherwise mail a signed hard copy document to NAME OF REGIONAL CONSULTANT, ADDRESS.  Once the CAP is approved by the Regional Consultant an electronic signed copy will be sent to the NCDPI Office for the Chief Consultant to grant final approval.
CAP Regional Consultant Signature of approval:  ________________________________________ Date:  ________
Chief Consultant CAP Signature of approval: ____________________________________________ Date: ________ 
