
Supplier Corrective Action Request (SCAR) Response Form
(Rev Original)

Lockheed Martin’s expectation is “Right the First Time and All the Time Quality.” In support of Lockheed Martin’s 
Quality performance expectation, we are requesting your management review this form and assure its total 
completion and accuracy before presenting your response to our representatives for acceptance. Complete all 
portions of this form or designate as ‘Not Applicable’ with supporting rationale. Final determination of 
applicability is subject to the judgment of Supplier Corrective Action Request (SCAR) initiator or designated            
reviewer. 

This response form is aligned to the industry recognized Eight Discipline (8D) problem solving approach. The 
Supplier should refer to the instructions and guidance from AS13000 and ARP9136 for 8D completion. Please 
contact SCAR initiator for specific instructions if you do not understand any portion of this form. 

Submit completed responses for steps D0 to D5 by the SCAR response due date. A submittal point is identified in 
the form after D5. After submitting SCAR response for steps D0 to D5, proceed to CAP implementation and 
validation of effectiveness. The LM SCAR initiator or designated reviewer will establish a date to validate 
Corrective Action Plan (CAP) implementation and effectiveness. Refer to process flow below: 

This form contains interactive elements that requires Adobe Acrobat. (click here to download)

__________________________________________________________________________________________________________________________________________
Important Notice: A hard copy of this blank form may not be the version currently in effect. Contact your LM Aero SQM Representative or SCAR Initiator 
for queries on this topic.

Page 1 of 4

D0 8D Preparation
 Number Initiation Date SCAR Due Date Date Submitted to LM

Company Name
Response Submitted By
LM Supplier Number

Problem Description

D1 Establish Cross-Functional Team
Identify stakeholders, functional leaders, and process performers who supported the investigation and corrective action process.

8D Team Name Title / Function
Champion
8D Team Lead

Team Member
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D2 Define the Problem
Provide a response for each categorical row (Failure Mode, Discovery Point, Problem Manifestation, Impact). Investigative questions are provided 
as guidance for completing responses.
Failure Mode

• What is the type of problem reported? i.e. operation, product, material,
malfunction, sub-tier, specification, requirement

• What is happening?
• What should be happening?

Discovery Point
• Who reported the problem?
• When was the problem reported?
• Where in the process was the problem observed?
• Can the problem be observed earlier in the process?

Problem Manifestation
• What process produces the problem?
• When does the problem appear?
• Has it occurred before?

Impact
• Who is impacted?
• What is the impact?
• How is the impact measured? i.e. delays, scrap rate, customer complaints
• Is this part identified as CSI?

Problem Statement **Attach photo of issue as necessary

Using information collected above, summarize the problem statement.

D3 Containment Actions
Describe all actions taken to contain nonconformity and protect Lockheed Martin in the table below. Typical Containment Actions include, but are not limited to: stop-ship, 
suspension and validation of WIP, stock purge, 100% sorting, subtier coordination, evaluation of other products or processes, and Customer notification.  Additional 
Containment Actions can be recorded in the additional table at the bottom of the response form. 

• Ensure actions have been verified to achieve intended purpose.
• Include traceability or reference details for products, processes, or services that were reviewed.
• Include control method details for actions taken to minimize operational impact (internal and external) while permanent Corrective Action is being developed, such as 

temporary inspection steps or verification activities.
Containment Action Description Date Completed

1

2

3

4

Supplier Corrective Action Request (SCAR) Response Form
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Important Notice: A hard copy of this blank form may not be the version currently in effect. Contact your LM Aero SQM Representative or SCAR Initiator 
for queries on this topic.
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D4 Identify & Verify Root Cause(s)
Use the table below to summarize all causes identified during Root Cause Analysis (RCA). Robust RCA identifies causes to explain Occurrence, Non- Detection, and 
Quality Management System (QMS) failures leading to the reported nonconformity or problem. This may include contributing causes that by themselves would not 
cause the problem but can increase the risk of the issue to occur. Additional Causes can be recorded in the additional table at the bottom of the response form.

• Complete RCA using at least one industry recognized RCA tool. Potential RCA tool templates are included for reference.
• For each identified cause, reference the applicable RCA Tool #. Include as attachments.

# Cause Description Related to: RCA Tool
File Name

1

2

3

4

If causes explaining problem occurrence, non-detection, and QMS failure 
are not identified, provide supporting rationale as to why not.

For example: “No QMS failure related to the reported nonconformity or problem.”

D5 Define Corrective Action Plan
Define Corrective Action Plan (CAP) for all causes identified in D4; record complete details in table below. Include planned Measure of Effectiveness (MoE) and 
target date. Additional CAP Actions can be recorded in the additional table at the bottom of the response form.

# Action Description Relates to D4
Cause # Action Owner Implementation

Target Date

1

2

3

4

Measure of Effectiveness
The Measurement of Effectiveness measures a quantity of a Product/Process over a desginated period of time with an expected 
performance measure. Describe how the CAP will be verified for effectiveness.

Target Date

Supplier Corrective Action Request (SCAR) Response Form
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D6 Implement Corrective Action Plan & Validate Effectiveness
Implement CAP and complete MoE.
Any changes to previously agreed to CAP and/or MoE must be resubmitted to LM for acceptance.

If CAP has been deemed effective according to MoE:
• Submit objective evidence of CAP implementation and completion of MoE to LM SCAR Initiator.
• Proceed to steps D7 and D8.

If CAP has been deemed ineffective according to MoE:
• Notify LM SCAR Initiator.
• Return to D4 for reassessment of RCA.

D7 Transfer Knowledge Across Business
Identify reach-across opportunities to transfer knowledge and prevent a similar nonconformity or problem from occurring elsewhere. Identify other 
products, processes, or services that can potentially be affected by the same or similar undesirable nonconformity or problem. Identify applicable 
information that can be shared and define actions to transfer across to those identified areas.

D8 Recognize Team & Close 8D
Communicate SCAR closure to 8D team and relevant stakeholders. Capture lessons learned and recognize team’s accomplishment in 
effectively addressing the nonconformity or problem.

Supplier Corrective Action Request (SCAR) Response Form
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D4 Identify & Verify Root Cause(s) - Additional Fields If Needed

# Cause Description Related to: RCA Tool
Used

5

6

7

8

D5 Define Corrective Action Plan - Additional Fields If Needed
# Action Description Relates to D4

Cause # Action Owner Implementation
Target Date

5

6

7

8

Supplier Corrective Action Request (SCAR) Supplemental Response Form

9

9

D3 Containment Actions - Additional Fields If Needed
Containment Action Description Date Completed

5

6

7

8

9
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				PROBLEM STATEMENT:



Add Problem Statement

Why was the problem not DETECTED?

How did the SYSTEM/PROCESS contribute to the problem?

Intermediate Containment

Explain why the problem was not detected by the quality/inspection system (Why did we have an escape?):

How was the problem introduced? Was there a failure or weakness in a process, procedure, work instruction or standard?:

Mistake Proof Solution

What is the specific cause of the problem? Explain why the problem occurred (e.g. design/drawing error, manufacturing process, assembly/installation instructions):

What was the DIRECT or specific cause of the problem?

Therefore

Why?

Why?

Why?

Why?

Therefore

Therefore

Therefore

Therefore

Why?

Why?

Why?

Why?

Therefore

Therefore

Therefore

Therefore

Why?

Why?

Why?

Why?

Therefore

Therefore

Therefore
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		Cause Map
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Effect

Cause

Cause

Cause

Cause

Cause

Cause




Ishikawa Cause&Effect Template











		Instructions: List contributing factors that lead to the nonconformance (effect). Use the questions on the 2nd tab to assist with brainstorming. 
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Effect

Materials

Measurement

Manpower

Machinery

Methodology

Environment



Brainstorming Questions

		Instructions: Use the brainstorming questions below to analyze contributing factors that lead to the nonconformance

		Materials		Measurement		Manpower		Machinery		Methodology		Mother Nature/Environment

		Is all needed information available and accurate?		Did the gage used have a valid calibration date?		Was the document properly interpreted?		Were correct toos used?		Were the workers trainined properly in the procedure?		Is the process affected by temperature changes over the course of a day?

		Were work instructions, blueprints accurate/current?		Was the proper gage used to measure the [part, process, chemical, compound, etc?		Was the proper training to perform the task administered to the person?		Are files saved with the correct extension to the correct location?		Was the testing performed statistically significant?		Is the process affected by humidity, vibration, noise lightling, etc.?

		Can information be verified or cross-checked?		Was a gage capability study ever performed?		Are certifications in place and current?		Is the equipment affected by the environment		the needed documentation was not properly disseminated		Does the process run in a controlled environment?

		Was the material contaminated?		Do measures vary significantly from operator to operator?		Was the information properly disseminated? 		Is the equipment being properly maintained (ie, daily, weekly, monthly preventative maintenance?)		How many "If necessary" and "approximately" phrases are found in this process?		Are associates distracted by noise, uncorfortable temperatures, flourescent lighting, etc.? 

		Has any of the information changed recently? Do we have a way of keeping the information up to date?		Do operators have problems using the prescribed gage?		How much experience does the individual have in performing this task?		Does the software or hardware need to be updated?		Was this a process generated by an integrated Product Development (IPD) Team		Fatigue was a factor in the indivifual's performance?

		Was the material properly tested?		Is the gage fixturing accurate?		Did the recipient understand the information?		Does the equipment or software have the features to support our needs/usage?		Was the IPD Team Properly represented?

		Is the process defined and controlled?		Does the gage have proper measurement resolution?		Is fatigue a mitigating factor?		Was the machine properly programmed?		Were Design for Environmental (DFE) pronciples employed?

		Was the material handled properly (stored, dispensed, used and disposed?)		Did the environment influence the measurements taken?		Was too much judgment required to perform the task?		Is the tooling/fixtureing adequate for the job?		Has a capability study ever been performed for this process?

		Were quality requirements adequate for the part function?		Inspection gages and equipment were  ot calibrated properly to required specifications and/or not traceable to nationally recognized standards?		Were guidelines for judgement available?		Is the equipment the right application for the given job?		Is the process under Statistical Process Control?

		Was the material substituted?		Inspection fixtures were not in a periodic verification cycle?		Did the environment influence the actions of the individual?		Does the machinehave an adequate guard?		Are the work instructions clearly written?

		Is the MSDS readlily available?		Inspection fixtures do/does not have an adequate verification frequency, based on historical data?		Are there distractions in the workplace?		Was the equipment used within its capabilities and limitations?		Are mistake-proofing devices/techniques controlled?

		All needed parts and/or subassemblies were not available at the proper steps in the process?				Workplace reduction based in business needs?		Are all controls including emergency stop button clearly label;ed and or color coded or size differentiated? 		Was the process recently changed?

		Incorrect/outdated Bill of Materials list used?				There was not the proper/required number of individuals to perform the task(s) properly?		Not properly cleaned for use (FOD)?		Was a process Failure Modes and Effects Analysis (FMEA) ever performed? 

		Wrong materials used in the assembly of the product?				The individuals did not use the proper docuemtation to build and or test the product?		Files not saged with the correct extension and/or to the correct location?		Was adequate sampling done?

		Nonconforming Material used?				IPT not properly represented?		Affected by environment?		Are features of the process critical to safety clearly spelled out to the operator? 

		Not properly tested as required?				Management direction not effective?		Not being properly maintained to the daily/weekly/monthly/yearly preventative maintenance schedule?		The documentation used was not controlled?

		Not properly substitued?						The hardware or software was not updated to the correct revision?		Testing specifications were not approved and/or released?

		Quality requirements not adequate for part/product type?						The software did not have the features needed ?		The process(es) not defined and/or controlled?

		Handling and or storage damage occurred?						Machinery used was not properly programmed?		Error/mistake-proofing was not a part of the documented process?

								Inadequate to meet specification requirements?		The processes were not developted by an Integrated Product Team (IPT)?

								Machinery used outside its capabilities and limitations?		Visual aides not used in work instructions?

								Machinery used did not have the proper emergency stops needed to prevent part damage or nonconformance?		Guides and or Work instructions were inadquate or missing?

										The tooling adequately documented?

										the process instruction changed incorrectly?

										The design change (s) was/were not correct?

										A Process FMEA was not performed?

										Inadequate sampling used or not following the sampling rules properly?

										FOD instructions or signage not present for awareness and prevention?
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