
Continuous Quality Improvement Plan 

Provider Name 

Goal Tasks Responsible Person    Timeframe 

   
What is the desired 
outcome? 
  
 
 
  

 
What are the steps 
required to achieve 
desired outcome? 

 

  
Who in your agency is 
responsible to complete? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Target Completion 
Date 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



Progress  Section 

Please note progress made toward previous year’s goals 

 

 

 

 

 

 

 

 

 

Agency accomplishments over the past year 

Agency accomplishments over the past year 

 

 

 

 

 

 

 

 

 



Person Completing Form__________________   Date____________ 

Regional Person Accepting CQIP___________________  Date____________ 


