Narrative Summary Form


Objective Number: ___________________________________
Criterion Number: _____

Evaluator: ______________________________
Location: ___________________________



Issue:
A specific statement of the problem, plan or procedure that was observed.

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Discussion:
A discussion of the issue and it’s specific impact on operational capability.

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Corrective Action Recommendation:
Recommended course(s) of action to improve performance or resolve the issue to improve operational capability.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________



Office of Primary Responsibility:
The department, agency or organization responsible for implementation of Corrective Actions.

Department, Agency or Organization: ______________________________________________

Individual Responsible: _________________________________________________________

Title: _________________________________     Date Assigned:  ___ / ___ / ___

Suspense Date: ___ / ___ / ___
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