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	PLAN OF CORRECTION

	Facility Name: __________________________________________
	Inspection Number: ______________________________________________

	Facility License No.: ______________________________________
	Investigator(s): __________________________________________________

	Address: _______________________________________________
	

	Responsible Manager:  ___________________________________
	Email: _________________________________________________________

	RPM License No.: ________________________________________
	Phone: ________________________________________________________
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	Deficiency Correction Plan
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