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Oregon Federation of Nurses and Health Professionals – Local 5017 – AFL-CIO

Quality Action Form

TO:________________________________________

Date:_________________                          




 .your supervisor.

FROM:_____________________________________

Time:________________                            

This is to inform you of a situation that I believe caused an increase in workload or inadequate staffing impacting the quality of patient care and/or quality of work life.

DESCRIPTION OF SITUATION:

AFFECT ON PATIENT(S) AND/OR STAFF:

PROPOSED SOLUTION(S):

[please include names of people who should be present to meet and discuss the proposed solution(s)]





_________________________________________                                                                        









Signature

CONFIDENTIAL PATIENT INFORMATION SHOULD NOT BE INCLUDED ON THIS FORM

Copies to:Supervisor

OFNHP Steward

     Union Office
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