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Performance Corrective Action Plan

Date: 




Time: 




Site: 




Employee’s Name: 












Problem/Complaint: 






































Agreement on Root Cause of Problem: 

















































Employee’s Name: _________________________   Supervisor: 







Manager: _____________________________________
















Agreed on Solution: 

































Employee: ____________________________  Supervisor:________________________________

Manager: ________________________________




Length of Follow-Up

When: ____________________________________________________________________________

What: ____________________________________________________________________________

Measurement of Results: ____________________________________________________________

Length of Corrective Plan (minimum of 3 weeks): From_________________ To_______________

Date: ______________________________

Conducted By: ____________________________


 Cc: Employee File

        Human Resources
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