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Feidhmeannacht na Seirbhise Sldinte
Health Service Executive



QPS Audit Request Form

Please Ensure All Sections Complete & Signed
	Audit Requester Details

	

	Name 
	

	

	Title 
	

	

	Directorate / Admin Area
	

	

	Postal Address
	
	

	
	
	

	
	
	

	
	
	

	

	Tel/Mobile 
	
	

	

	Email Address
	

	

	Preferred method of contact:
	   FORMCHECKBOX 
Telephone         
	 FORMCHECKBOX 
 Email
	 FORMCHECKBOX 
 Fax   
	 FORMCHECKBOX 
 Post

	


	Proposed Audit Details - Please be specific

	Suggested Audit Title:
	

	Rationale for Requested Audit

Where applicable please refer to relevant standard / guideline


	Give the background to the audit, with justifiable reasons for why the audit is deemed necessary i.e. Risk Rating, Healthstat reports, local concern / observation, service user feedback etc.
Where applicable, refer to relevant standards / guidelines.



	Objective of Audit 

 
	Explain briefly what the audit should achieve, and outline measurable criteria which you would like the audit to achieve. 



	HSE Corporate Risk Rating
	If the audit subject has been flagged as a risk through the Quality and Risk Assessment process, please indicate the (self-assessed) Corporate Risk Rating.


	Has an Audit been conducted on this Subject previously?
	 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No            FORMCHECKBOX 
 Don’t Know

	If Yes, provide details:
If the proposed audit topic has been the subject of external or internal audit previously, please note when audit(s) took place and by whom.


	Are the proposed audit site(s) aware of this audit request?
	 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No



I understand that, by submitting this Audit Request Form, I accept responsibility for any follow-up that may be deemed necessary as a result of the Audit Recommendations.
	Submitted By
	Name
	     
	Date
	       /       /       

	
	Title
	     
	

	
	Signature
	     
	Tel #
	     

	


Please complete ALL sections and return completed form to:

Office of Quality & Patient Safety Audit Services, Quality & Patient Safety Directorate, 

Room 125, 1st Floor, Dr. Steevens' Hospital, Dublin 8
Ph: 01 6352389    E-mail: deborah.kavanagh@hse.ie
Retain a copy of this form for record keeping purposes
** FOR QPSA OFFICE USE ONLY**

	Audit Request Ref No:
	


	Audit Request Assessed by

	Name:  
	

	Title 
	

	Tel #:
	
	Email:
	

	Date: 
	   

 FORMTEXT 
  /  

 FORMTEXT 
  /  

 FORMTEXT 
 

 FORMTEXT 
 

 FORMTEXT 
 
	

	


	Audit Request Decision

	 FORMCHECKBOX 
  The audit is accepted     
Date acknowledgement sent to audit requester: 
	 

 FORMTEXT 
  /  

 FORMTEXT 
  /  

 FORMTEXT 
 

 FORMTEXT 
 

 FORMTEXT 
 
	Audit Number Assigned:
	

	Or


	 FORMCHECKBOX 
  The audit is not accepted for the following reasons:

	 FORMCHECKBOX 
 Inadequate information provided in request (form returned to requester)

	 FORMCHECKBOX 
 Inappropriate Request for Level II Audit
	 FORMCHECKBOX 
 Significant scope              limitations
	 FORMCHECKBOX 
  Request withdrawn

	 FORMCHECKBOX 
 Audit deferred (note reason and timeframe below)

	 FORMCHECKBOX 
 Other:




	Comments and any further actions undertaken:



	QCCA Management Confirmation 

	Director of QPSA Name:  
	     

	Signature:
	

	Date: 
	   

 FORMTEXT 
  /  

 FORMTEXT 
  /  

 FORMTEXT 
 

 FORMTEXT 
 

 FORMTEXT 
 
	

	








 QPSAT003

