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	Estimated  Number of Participants 
	Estimated Month / Yr of Participation 
	In Progress

or Planned
	PT/ ILC Provider / Coordinator
	If Internal, has plan been submitted to ACLASS?
	Scope of Accreditation Major Sub-Discipline
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	Future scope coverage was verified with the laboratory using this plan:  (Assessor initials): ________

	For labs with ACLASS for 4+ years, past scope coverage was verified with EQM data:  (Assessor initials): _______

	CARs were available and reviewed for all outliers in the last calendar year:  (Assessor initials): _______

	Assessor comments or recommendations:
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