{Research Site Name Insert Here}
CAPA Assessment Plan
Protocol Number: ______________                Assessment Plan Issued Date: __________
Sponsor: _____________________

  Issuer’s Initials: ____________
Date(s) of Review: ________________

Reviewer(s): _______________________________

Overall Purpose of the Assessment:

Describe the System, Documents, and/or Facility to Be Assessed:
List Clinic Research Team Members to be Involved: 
Lead Reviewer:

Additional Comments:
Expected Initial Preliminary Timeline:
Initial Update:

Expected Completion:

_________________________

_________________

Clinic Director Signature                               Date of Signature

_________________________

_________________

Clinical Investigator Signature                      Date of Signature
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