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CAP INITIATION – CORRECTIVE ACTION REQUEST

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

	Requestor Name: Susan Rahimpour                     Organization: OQBP                         Phone:  5065


	Nonconformity/Opportunity To Be Addressed:  The requirements of IQA Chapter 10, Suspect and Counterfeit Items, Suspect/Counterfeit Item (S/CI) Program 1001 and  Administrative Procedure, Controlling Suspect/Counterfeit Items Procedure 1006/1001 have not been fully and effectively implemented within the CD departments assessed. 
Integrated Quality Assurance, 1001, Chapter 10, Suspect/Counterfeit Items, section 10.2 paragraph 1 states: “Line management is responsible for identifying individuals requiring S/CI training, [using ITNA questions] ensuring they receive this training, and providing necessary resources for implementing the S/CI program.” Only 3 out of the18 interviewees who are responsible for purchasing and incoming inspection of products and 9 out of about 300 CD’s staff members have received SC/I training. 

 IQA Chapter 10 Suspect/Counterfeit Items, section 10.2 paragraph 4 states: “All personnel are informed of the risks associated with S/CI and the S/CI reporting process.”  Suspect/Counterfeit Item (S/CI) Program paragraph 4 section 5 under the responsibilities of the Supervisors, Construction Coordinators, and Task Managers, also states “... Ensure that S/CI-related information is flowed down to all employees, subcontractors and users working under their direction as appropriate…” Two persons responsible for purchasing and incoming inspection of products did not know who their S/CI coordinator was.  Four of seven interviewees who perform incoming inspection indicated that upon finding a suspect item they would contact and/or return the item to the vendor. The S/CI Coordinator did not know the reporting process, could not identify the S/CI program management contacts, was unaware of the requirement to use purple paint to identify S/CI items installed in a system where it is not possible to use S/CI tags, and was not informed of recent non-conforming transceivers found in CD.

 Administrative procedure, Controlling Suspect/Counterfeit Items Procedure 1006/1001 paragraph 4 section 2, under Heads of Division/Section Center Responsibilities states “Provide the necessary resources as appropriate to implement this procedure”. The S/CI coordinator is on phased retirement and works part time. This does not allow full availability of the S/CI coordinator.  





	Unique Tracking Number:  DS-YYYYMMDD-xx:  CD-20110307-01 

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

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



	Responsible Person:  Victoria White                  Organization: CD                         Phone:  3936
 

	Validation Required for Closure:     Requestor: X   Responsible Person: X   None:      

	*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 and/or validation                                Phone:      

	*Comments:       



CAP APPROVAL,
	This section to be completed and signed by person identified below

	** 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):       
**Implemented By:    _________________________________        Date:  ____________
                                                                                                                          (YYYYMMDD)


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


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



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

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