
Department of State Health Services

QUALITY IMPROVEMENT PLAN
Please complete this Quality Improvement Plan, submit it electronically 
and retain a signed copy in your program files.

Instructions for completing this form:  Double click on the applicable check box and mark checked in the default value and click ok to mark the correct box.  Click in the text boxes located below or next to your questions and begin typing your response, the text box will expand to allow you to type your complete response
ORGANIZATION INFORMATION:
	Organization Name:
	


Contact Information:     

	Contract Number:
	
	
	
	
	

	Executive Director:
	
	Email:
	
	Phone:
	

	Program Coordinator:
	
	Email:
	
	Phone:
	

	Quality Assurance:
	
	Email
	
	Phone:
	


Do you have a Quality Improvement/Management team?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  

Who is on this team?  Include name, title, credentials of team members.
	


	Curriculum Name:
	
	Age Range Being Served:
	


CURRICULUM FIDELITY:
Describe specific obstacle, challenge or identified deficiency:
	1.

	Corrective Action:
	

	Timeline:
	

	Person(s) Responsible for Oversight:
	


	2.

	Corrective Action:
	

	Timeline:
	

	Person(s) Responsible for Oversight:
	


PREVENTION EDUCATION:
Describe specific obstacle, challenge or identified deficiency:

	1.

	Corrective Action:
	

	Timeline:
	

	Person(s) Responsible for Oversight:
	


	2.

	Corrective Action:
	

	Timeline:
	

	Person(s) Responsible for Oversight:
	


ALTERNATIVE ACTIVITIES:
Describe specific obstacle, challenge or identified deficiency:

	1.

	Corrective Action:
	

	Timeline:
	

	Person(s) Responsible for Oversight:
	


	2.

	Corrective Action:
	

	Timeline:
	

	Person(s) Responsible for Oversight:
	


PROBLEM ID & REFERRAL:
Describe specific obstacle, challenge or identified deficiency:

	1.

	Corrective Action:
	

	Timeline:
	

	Person(s) Responsible for Oversight:
	


	2.

	Corrective Action:
	

	Timeline:
	

	Person(s) Responsible for Oversight:
	


COMMUNITY BASED PROCESS:

Describe specific obstacle, challenge or identified deficiency:

	1.

	Corrective Action:
	

	Timeline:
	

	Person(s) Responsible for Oversight:
	


	2.

	Corrective Action:
	

	Timeline:
	

	Person(s) Responsible for Oversight:
	


INFORMATION DISSEMINATION:

Describe specific obstacle, challenge or identified deficiency:

	1.

	Corrective Action:
	

	Timeline:
	

	Person(s) Responsible for Oversight:
	


	2.

	Corrective Action:
	

	Timeline:
	

	Person(s) Responsible for Oversight:
	


ENVIRONMENTAL, REGULATORY AND/OR LEGAL STRATEGIES:

Describe specific obstacle, challenge or identified deficiency:

	1.

	Corrective Action:
	

	Timeline:
	

	Person(s) Responsible for Oversight:
	


	2.

	Corrective Action:
	

	Timeline:
	

	Person(s) Responsible for Oversight:
	


TOBACCO RELATED ACTIVITIES:

Describe specific obstacle, challenge or identified deficiency:

	1.

	Corrective Action:
	

	Timeline:
	

	Person(s)Responsible for Oversight:
	


	2.

	Corrective Action:
	

	Timeline:
	

	Person(s) Responsible for Oversight:
	


STAFF COMPETENCY REQUIREMENTS:

Describe specific obstacle, challenge or identified deficiency:

	1.

	Corrective Action:
	

	Timeline:
	

	Person(s) Responsible for Oversight:
	


	2.

	Corrective Action:
	

	Timeline:
	

	Person Responsible for Oversight:
	


CURRICULUM OUTCOMES:

Describe specific obstacle, challenge or identified deficiency:

	1.


	Corrective Action:
	

	Timeline:
	

	Person Responsible for Oversight:
	


	2.


	Corrective Action:
	

	Timeline:
	

	Person Responsible for Oversight:
	


KEY PERFORMANCE MEASURES:  (Address any key performance measures that were not met during this quarter, and provide a corrective action plan.)
Describe specific obstacle, challenge or identified deficiency:

	1.

	Corrective Action:
	

	Timeline:
	

	Person Responsible for Oversight:
	


	2.

	Corrective Action:
	

	Timeline:
	

	Person Responsible for Oversight:
	


OTHER:

Describe specific obstacle, challenge or identified deficiency:

	1.

	Corrective Action:
	

	Timeline:
	

	Person Responsible for Oversight:
	


	2.

	Corrective Action:
	

	Timeline:
	

	Person Responsible for Oversight:
	


LAST QUARTER CORRECTIVE ACTION PLAN FOLLOW UP:

Are there any corrective actions from your last quarter’s Quality Improvement Plan that have not been resolved?  If so, what are they and explain any ongoing challenge.

	


Would you like to consult with program staff for assistance regarding these challenges?

	


	
	
	

	Program Director
	
	Date

	
	
	

	Executive Director
	
	Date


Date: _____________





Quarter: _________





Program Type


______
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