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Work Instructions for Accreditation Assessment of Laboratories

1 Purpose
This document is intended to regulate the accreditation assessment of laboratories and ensure the impartiality and accuracy of the assessment results and the consistency of the assessment process, the assessment requirements and the assessment methods.

2 Scope
This document is applicable to the full process of assessment planning, implementation of document review, on-site assessment, correction of nonconformities discovered during the assessment and follow-up verification of the corrective actions and result reporting carried out by the assessment team after the assignment is accepted. If the accreditation assessment of laboratories is carried out simultaneously with that of inspection bodies, the requirements in both this document and “Work Instructions for Combined Assessment of Laboratories and Inspection Bodies” (CNAS-WI14-06) shall be satisfied simultaneously.
3  Responsibilities
3.1 Assessment team leader
3.1.1 Responsible for the accuracy, integrity and completeness of the assessment results;
3.1.2 Managing the assessment team and maintaining liaison with CNAS and the assessed laboratory;
3.1.3 Responsible for overall planning of the on-site assessment and, when needed, implementing the preliminary assessment;
3.1.4 Carrying out / organizing the review of the management system documents and technical documents of the assessed laboratory;
3.1.5 Preparing the assessment schedule and presiding over and managing the on-site assessment work;
3.1.6 Providing necessary training to the members of the assessment team when needed;
3.1.7 Coordinating and supervising the activities of the assessors and technical experts and evaluating the performance of the members of the assessment team during on-site assessment;
3.1.8 Submitting the entire package of assessment documents to the Accreditation Department
3.2 Deputy team leader (Sub-team Leader)
3.2.1 Providing assistance to and carrying out tasks assigned by the team leader;
3.2.2 Responsible for organizing and managing the on-site assessment of the respective sub-site or sub-scheme and keeping in contact and communication with the team leader;
3.2.3 Responsible for checking, collecting and reporting and / or submitting to the team leader assessment reports and relevant records for the respective sub-site or sub-field;
3.2.4 Responsible for evaluating assessors of the concerned site or field and giving feedbacks to the team leader;
3.3 Management system assessors
3.3.1 Carrying out / assisting the team leader in carrying out the review of the management system documents of the assessed laboratory;
3.3.2 Assisting the team leader in carrying out the assessment of the authorized signatories recommended by the laboratory;
3.4 Technical competence assessors
3.4.1 Carrying out / assisting the team leader in carrying out the review of the technical documents of the assessed laboratory;
3.4.2 Assessing the technical competence within the scope that the laboratory applies for / already gets accredited;
3.4.3 Assisting the team leader in carrying out the assessment of the authorized signatories recommended by the laboratory;
3.4.4 As a supplement and support to the assessment of professional competence, technical experts shall not carry out assessments alone. 
4 Assessment Process
4.1 Acceptance of Task
4.1.1 Team leader responsibility system is adopted for document review.
4.1.2 Upon the receipt of the application materials, the team leader shall carry out a preliminary review. When needed, the team leader shall request the accreditation department to determine members of the assessment team based on results of document review and put forward requirements on the review of the technical documents to the assessors.
4.1.3 The members of the assessment team shall review the documents and give feedbacks on the review results to the team leader and, when needed, make preparations for assessment.
4.2 Document review
4.2.1 The assessment team shall review the application materials of the laboratory according to the requirements of CNAS-PD14-05 Accreditation Materials Review Notice and shall pay attention to problems raised during the preliminary document review by CNAS and carry out the document review within the specified deadline.
4.2.2 Attention shall be paid to the following aspects during review of the application:
a) The time of establishment of the laboratory and the time of operation of its management system and whether the laboratory is a single-site or multi-site laboratory;
b) Conformity of the work experience and education background of the authorized signatory indicated in the application document of the laboratory to the respective requirements;
c) Competence for which the laboratory applies for accreditation shall be clearly described and the scope of competence shall be defined reasonably and accurately and complies with the requirements of relevant CNAS documents;
d) Of the judgement standards in the application for confirmation, the referenced methods and standards are already in the accreditation application or already accredited;
e) Staff assigned to each post in the laboratory shall match the technical competence as applied for and comply with the relevant requirements of CNAS;
f) The laboratory shall have provided all instruments and equipment compatible to the technical competence applied for accreditation and have corresponding testing / calibration experiences required for the testing / calibration competence applied for accreditation;
g) The proficiency testing activities attended by the laboratory shall meet the requirements of CNAS-RL02 Rules for Proficiency Testing;
4.2.3 Attention shall be paid to the following aspects during the review of the application materials:
a) The legal person certificate is within the period of validity;
b) Evaluation is conducted based on the accreditation criteria and applicable application guidance over the operability of the laboratory’s management system documents, rationality of job duty allocation and the clarity and smoothness of interfaces between documents of different levels or the same level;
c) During the review of the management system documents of a multi-site laboratory, attention should be paid to ensure that the system documents cover all the sites of the assessee as applied for accreditation, the affiliation and work interfaces between the various sites and the headquarter of the laboratory are precisely described and have smooth channels of communication and the internal organization structure (when needed) and staff responsibilities of each site shall be clearly defined;
d) The internal audit and management review of the laboratory shall be able to achieve the anticipated goals;
e) The conformity of the non-standard methods shall be reviewed to confirm method suitability and record integrity and whether the intended use or the needs of application are satisfied and confirm that the records are complete and effective. At the same time, attention shall be paid to the technical reliability of non-standard methods. If necessary, technical support may be sought from the relevant technical committees.
f) Initial judgment shall be made over the rationality and accuracy of the uncertainty evaluation report;
g) The validity of measurement traceability of the laboratory shall be checked.
4.2.4 The team leader shall be responsible for giving timely feedback to CNAS accreditation department on doubts and problems arising in document review and notify the assessee according to the requirements of CNAS accreditation department to provide further clarifications, and supplementary data or modifications as needed.
4.2.5 The team leader shall review the supplementary data and / or modifications provided by the laboratory and shall not, in the event of any problems affecting on-site assessment of the laboratory, recommend implementing on-site assessment until such problems pass the review. If significant changes or revisions are made to the system documents of the laboratory, the team leader shall, based on results of review of such changes or revisions, decide whether to recommend proceeding with on-site assessment for the laboratory after further operation of its management system (including the specific time period).
4.2.6 The team leader shall give feedbacks to CNAS accreditation department on the review results within the specified time frame and the review process and results shall be fully described in the column named “Detailed Description of Review Results” in the Accreditation Materials Review Notice.
a) The review result may be “implementing preliminary assessment” and Clause 4.3.2 to 4.3.4 shall be executed if the conditions in 4.3.1 are met.
b) The review result may be “granting accreditation over the items included in the application document when the results of document review are acceptable” if no extensions or changes involving change of technical competence are involved. In such a case, corresponding tables and annexes to the assessment report shall be provided based on the different assessment contents:
1) For assessment of extension of the scope of accreditation: Table 2, Table 3 and / or Table 4, Table 5 and Table 6 attached to the assessment report shall be provided;
2) Addition of authorized signatory: Table 2 and Annex 2 attached to the assessment report shall be provided.
3) Change of standard: Table 3 and / or Table 4, Table 5 and Table 6 attached to the assessment report shall be provided.
c) In the event of any problems affecting the implementation of on-site assessment, the review result may be “postponing on-site assessment”. The team leader shall describe in detail problems discovered during document review in the column named “Detailed Description of Review Results”.
When it is determined that the on-site assessment may be implemented after the revised documents of the laboratory are reviewed and found acceptable, the team leader shall prepare another Accreditation Materials Review Notice and upload the last checklist (or more) to the “CNAS and Assessment Team Shared Document Folder” in the business system.
d) If the laboratory is found during the document review not having the technical competence applied for accreditation or the application documents of the laboratory remain unable to meet the requirements for implementation of on-site assessment after repetitive revision, the review result may be “not implementing on-site assessment”. The team leader shall describe in detail the situation and problems arising in each document review in the column “Detailed Description of Review Results”.
e) The review result can be “Implementing on-site assessment” only when the document review complies with the requirements or the existing problems do not affect the implementation of the on-site assessment.
4.2.7 Materials provided by CNAS accreditation department shall be reviewed one by one according to the “Review Requirements” and each and every review result shall be entered in the “Detailed Description of Review Results” in the Accreditation Materials Review Notice (with causes explained where no relevant documents are provided).
4.2.8 If any fraudulent behaviors, such as fraud or concealment, are discovered in the process of document review, the team leader shall keep the evidences and immediately contact CNAS accreditation department and submit the relevant evidences and records.
4.3 Preliminary assessment
4.3.1 After the application documents submitted by the laboratory are reviewed by the team leader, the review result may be "implementing preliminary assessment" in any of the following conditions and the preliminary assessment shall be carried out after CNAS accreditation department communicates with the assessed laboratory.
a) When it is unlikely to determine any relevant matters about on-site assessment;
b) When there are special requirements on the environment and facilities related to the items that a laboratory applies for accreditation;
c) When it is necessary to find out in advance any relevant information in the case of large, comprehensive, multi-site and extra-small laboratories.
4.3.2 Problems found in the preliminary assessment may be communicated with the laboratory, but no consulting advices shall be provided. The results of the preliminary assessment shall not constitute an official basis for evaluating the management system and technical competences of a laboratory and nor become a reason to reduce the time for the formal assessment.
4.3.3 Normally, the preliminary assessment shall be implemented by the team leader. In special circumstances, e.g. when any technical problems are involved, the team leader may require the addition of corresponding technical assessors (normally 1 assessor) to jointly implement the preliminary assessment.
4.3.4 The team leader shall submit CNAS-PD14-06 Preliminary Assessment Report to CNAS accreditation department within 5 working days upon the completion of the preliminary assessment and provide advices on arranging / postponing the on-site assessment.
4.4 Planning of on-site assessment
4.4.1 The assessment team shall plan the on-site assessment on the basis of document or materials review and risk analysis and be aware of the relevant contents in 4.2.
4.4.2 The team leader shall be responsible for overall planning of the on-site assessment.
4.4.3 For periodical surveillance assessments, in addition to document review, the team leader shall plan the current assessment based on the results of initial assessment and changes of the laboratory.
4.4.4 For the 1st reassessment for a laboratory that has been accredited for the first time, in addition to document review, the team leader shall make the plan in association with the situation of the initial assessment and periodical surveillance assessment of the laboratory and competence changes of the laboratory.
4.4.5 For reassessments, the team leader shall communicate with CNAS accreditation department in a timely manner to find out information on proficiency testing attended by the laboratory, complaints filed against the laboratory, and CNAS special surveillance and government inspections over the laboratory.
4.4.6 The team leader shall be responsible for preparing CNAS-PD14-09 On-site Assessment Schedule and shall pay attention to the following issues upon preparation of such schedule.
a) The assessment schedule shall include specific time of on-site assessment, contents of assessment and department or personnel of assessment.
Note: If necessary, on-site assessment may be organized on a half-day basis;
b) Duty assignments of the members of the assessment team.
c) The schedule for multi-site assessments shall cover all the sites.
d) When multiple sites are involved, the team leader shall confirm with the assessee the distance between all sites, travel time as needed and the means of transportation etc.
e) The schedule shall generally be submitted to the assessed laboratory and the members of the assessment team at least 3 days before the on-site assessment.
4.4.7 The members of the assessment team shall make detailed assessment planning against the scope of assessment that he / she is responsible for, including:
a) Communicating with the laboratory about contents in the application document requiring adjustments and making such adjustments prior to the on-site assessment;
b) Listing problems deserving attention during on-site assessment;
c) Presenting a list of records to be reviewed upon on-site assessment;
d) Determining contents and key processes of items applied for accreditation deserving special attention upon on-site assessment;
e) Determining items of on-site test and testing personnel to be evaluated (in Annex 3 to the assessment report);
f) Preparing blind samples and / or reference materials for on-site tests when needed;
g) Preparing documents and forms to be used during on-site assessment, e.g. accreditation rules, accreditation criteria and application guidance and tables and annexes to the assessment report;
4.4.8 Selection of on-site tests shall fully consider the risk factors, in particular the following requirements:
a) The key types of instruments and equipment and testing / calibration methods as well as the key testing personnel, product types and product matrices that a laboratory applies for accreditation shall be fully covered at the initial assessment and scope extension assessment;
b) Items involving high reliance on the subjective judgment of testing / calibration personnel;
c) Items involving significant difficulty and complicated operation;
d) Items involving very rare testing / calibration;
e) Personnel who are evaluated and participate in on-site test shall be representative;
f) Items with problematic or unsatisfactory results of proficiency testing;
g) Items that have never been involved in any proficiency testing;
h) Items operated by new employees during periodical surveillance assessment (where applicable) or reassessment;
i) Items involving verification of corrections to previous nonconformities during periodical surveillance assessment or reassessment;
j) Items involving changes to technical competence of the laboratory, including items filed with changes, during periodical surveillance assessment or reassessment; 
k) The same on-site assessment test may be operated by testing personnel or using testing / calibration methods or equipment different from those used in previous assessments during periodical surveillance assessment (where applicable) or reassessment;
4.4.9 When on-site assessment is carried out with blind samples carried by the assessors / technical experts, the accuracy and reliability of the assignment, uncertainty and the related important properties (e.g. stability) of the samples shall be ensured.
4.4.10 Prior to the on-site assessment, the assessors shall submit a report to the team leader about their assessment planning.
4.4.11 The team leader shall report to CNAS accreditation department about the on-site assessment planning made by the assessment team prior to the implementation of the on-site assessment.
4.4.12 When it is necessary for any member of the assessment team to change the assessment plan for special reasons, the assessor shall notify CNAS accreditation department of such reasons 3 working days prior to the on-site assessment.
4.4.13 During on-site assessment, the assessor shall be made available to the following accreditation documents (printed or electronic format) at any time:
— CNAS-CL01 Accreditation criteria for the competence of testing and calibration laboratories

· CNAS-CL01-G001 Requirements for application of CNAS-CL01 《Accreditation criteria for the competence of testing and calibration laboratories》
—Application of accreditation criteria in the respective fields
· CNAS-R01 Rules for the Use of Accreditation Symbols and Reference to Accreditation

· CNAS-RL01 Rules for the Accreditation of Laboratories
· CNAS-RL02 Rules for Proficiency Testing

· CNAS-CL01-G002 Requirements on Metrological Traceability of Measurement Results

· CNAS-CL01-G003 Requirements on Measurement Uncertainty

· CNAS-CL01-G004 Requirements for In-house Calibration (When Needed)

· CNAS-CL01-G005 Guidance on the Application of Testing and Calibration Laboratories Competence Accreditation Criteria in the Testing and Calibration Activities outside of the Permanent Laboratory (When Needed)

4.5 Preparatory Meeting for On-site Assessment (except when the team leader is the only member of the assessment team)
4.5.1 The preparatory meeting shall be chaired by the team leader and attended by members of the assessment team.
Note: The preparatory meeting is an internal meeting of the assessment team and does not require attendance by staff of the assessee.

4.5.2 The preparatory meeting of the on-site assessment may be convened in a centralized or decentralized way as needed or by different means, but the contents of the meeting must be complete.
4.5.3 The preparatory meeting shall at least:
a) clearly describe the assessment task and work method;
b) have a uniform understanding about and reach a consensus on the assessment requirements;
c) introduce results of document review for the laboratory;
d) adjust and define the duties and responsibilities of the members of the assessment team;
e) discuss the on-site test plan and the competence confirmation method;
f) define the tasks that each assessor needs to carry out and forms to fill in during the on-site assessment;
g) inspect the preparation of the assessment work (documents and assessment forms);
h) listen to work advices made and answer questions raised by the members of the assessment team;
i) sign CNAS-PD14-10 Statement of Impartiality, Confidentiality and Integrity and Self-discipline by On-site Assessment Personnel;
j) Provide brief training to members newly involved in the assessment work;
k) Declare the assessment discipline and reiterate the code of conduct of assessors.
4.6 On-site assessment activities
4.6.1 Opening meeting
The team leader shall preside over the opening meeting attended by the assessment team and the relevant personnel of the laboratory. The attendees shall sign CNAS-WI14-01-02 "Attendance Sheet for On-site Assessment Meetings". The opening meeting shall cover the following contents:
a) introducing members of the assessment team and announcing the duties and responsibilities assigned to the members of the assessment team;
Note: A self-introduction shall be conducted if the assessment team only comprises of one member.
b) Describing the assessment purpose, basis and scope as well as departments (job positions) and personnel to be involved in the assessment;
c) Introduction about the general situation and key staff members of the laboratory as well as the operation status of the management system of the laboratory by the head of the laboratory;
d) Confirming the time schedule of the assessment and time of delivery of the results of on-site tests;
e) Introducing the assessment methods and procedure requirements and emphasizing the principles of judgment during the assessment;
f) Emphasizing the principles of impartiality and objectivity and making commitments of confidentiality to the laboratory and announcing the statement of impartiality, confidentiality and integrity and self-discipline;
g) Clarifying relevant issues and defining the restrictive conditions (e.g. clean zones, dangerous zones and restricted interviewees, etc.;)
h) requesting the laboratory to provide guides to the assessment team and defining the work place and resources needed for the assessment team;
i) Emphasizing that no charges of any kind shall be collected by members of the assessment team and that the laboratory shall make no payment of any kind to the assessors and that the violators shall be punished if any violations of such disciplines are discovered; where any law violations are involved, the violators shall undertake corresponding legal responsibilities; handing over CNAS-PD14-22 Statement of Integrity and Self-discipline by the Conformity Assessment Bodies to the laboratory. 
4.6.2 On-site observations and improving the schedule of assessment;
4.6.2.1 On-site observations may be conducted to the key sites of the laboratory after the opening meeting, if necessary, to enable the assessment team to have a preliminary knowledge of the key sites and key facilities of the laboratory.
4.6.2.2 On-site observations may be conducted in a centralized way and of different forms for small and single-scheme laboratories based on the size of the laboratory; for large and comprehensive laboratories, on-site observations may be conducted in groups or for specific schemes.
4.6.2.3 The team leader shall take good control of the time of on-site observations.
4.6.2.4 After the on-site observation, if necessary, the assessment team may make further improvements to the time schedule of the assessment and adjustments to the methods of appraisal of the technical competence.
4.6.2.5 The team leader shall keep close contact with assessors responsible for other sites or branch offices to communicate about the findings and progress of assessment via the internet or video among other means of communication.
4.6.3 On-site assessment
4.6.3.1 On-site assessment shall be conducted based on the On-site Assessment Schedule and records shall be kept of the assessment process. Any significant adjustments to the schedule shall be subject to the consent of the laboratory and described in the report and, when necessary, a timely feedback shall be given to CNAS accreditation department.
4.6.3.2 In principle, the confirmation of technical competences shall be based on the results of technical competence appraisal such as on-site tests and the professional judgment by the assessors to minimize the risk of accreditation. Appropriate methods of confirmation shall be selected including, but are not limited to on-site test, on-site measurement and audit, on-site demonstration test, on-site questioning, verification of instrument and equipment configuration, utilization of proficiency testing results, review of inspection reports, etc. These confirmation methods shall be used in combination.
4.6.3.3 The assessors shall fulfill the following duties during on-site assessment:
a) witnessing key testing processes;
b) paying attention to and observing the test equipment, test environment and personnel operation during on-site tests;
c) carrying out verification according to the testing standards or calibration specifications;
d) Raising questions to the testing personnel about the relevant technical issues during the witness of on-site tests.
4.6.3.4 The assessment team shall pay particular attention to the following issues during on-site assessment:
a) Reviewing the rationality and implementation status of work plans that a laboratory develops for participation of proficiency testing and paying attention to the results of proficiency testing attended by the laboratory and whether the work plans of proficiency testing are regularly reviewed and adjusted based on changes of personnel, methods, sites and equipment;
b) Evaluating measurement uncertainty;
c) Confirming methods other than the standard methods;
d) Rationality of arrangements made by the laboratory for internal audits and management reviews and whether the anticipated objectives are met;
e) Implementation and verification of improvement actions developed through management reviews;
f) Environment and facilities of the laboratory;
g) Status of measurement traceability of instruments and equipment, adequacy of information regarding calibration / verification certificates and correct use of the calibration / verification results;
h) Completeness, adequacy and validity of quality control measures of the laboratory;
i) Status of maintenance of technical competence after changes;
j) Whether the concept of risk management is reflected in the establishment and operation of the management systems.
4.6.3.5 Different types of assessments shall use different methods of confirmation of technical competence during on-site assessments.
4.6.3.5.1 For initial assessment and extension of accreditation scope (including accreditation of additional contents involved in the changes), all the parameters involved by the tested objects shall be confirmed one by one and through on-site tests (including blind sample test) where possible.
4.6.3.5.2 For surveillance assessments or reassessments, on-site tests (including blind sample tests) shall be carried out for reconfirmation where any dissatisfaction, complaints or changes (involving technical competence) of the results of proficiency testing and other suspicious technical competences are involved. Upon reassessments, all the items / parameters involved in the accredited scope shall be confirmed, but, upon selection of on-site test, it is recommended that products, matrices, methods or items / parameters and testing personnel different from the initial assessment, periodical surveillance assessment or the previous reassessment shall be selected with priority.
4.6.3.5.3 For reassessments, on-site tests shall also be conducted for confirmation of competences filed for changes if changes of technical competence are involved.
4.6.3.5.4 During on-site assessments, the assessors may carry out the confirmation by means of operations of key testing tasks, on-site questioning and on-site demonstration for on-site tests of long duration. For example, if a test sample involves a pre-treatment process of significant difficulty or complicated operation and conventional instrument tests are involved after sample treatment or the instrument tests have already been evaluated in the other test items, the assessors shall focus on the witness of the pre-treatment process.
4.6.3.5.5 Ongoing testing / calibration activities in the laboratory shall be utilized where possible for on-site tests and retained samples in the laboratory may also be used for repetitive tests / calibration.
4.6.3.6 It is unnecessary for the assessment team to request the laboratory to produce test reports for all on-site tests, but shall request the laboratory to keep all test records for review.
4.6.3.7 During the on-site assessment, if the assessment team cannot reach a conclusion over a certain assessment finding, the team leader shall communicate with CNAS accreditation department in time and request CNAS for clarification.
4.6.4 On-site discussions may also be organized (if necessary).
4.6.5 Internal meeting of the assessment team
During the on-site assessment, the team leader shall arrange for a period of time each day for internal meetings of the assessment team (or use different methods depending on the specific situation) to exchange information on the assessment of the day, discuss problems found in the assessment, learn about the progress of the assessment work, and adjust the work tasks of the assessors in a timely manner, organize and regulate the assessment progress and adjust the assessment plan when necessary, and put forward suggestions for resolving problems and difficulties identified by the assessors; at the last internal meeting, the assessment team shall identify nonconformities, write the nonconformity report, discuss the assessment conclusions, and draft the written reports according to the requirements for completing the assessment report described in Annex A.
4.6.6 Communications with the laboratory
4.6.6.1 At the end of each day, the assessment team shall communicate briefly with representative of the laboratory about the assessment work of the day.
4.6.6.2 At the end of the last internal meeting, the assessment team shall communicate fully with the leaders of the assessed laboratory and listen to opinions of the assessed laboratory and, when needed, answer questions concerned by the representative of the laboratory or eliminate discrepancies of views between both sides.
4.6.6.3 For a multi-site laboratory, the assessment team shall have communications with the laboratory at each sub-site to report findings in the assessment. If all the sites are assessed at the same time, the nonconformity report may be produced based on the summary of assessment findings of all sites or separately for each site. If the sites are assessed at different time, separate nonconformity reports shall be produced based on the assessment findings for different sites.
4.6.7 Closing meeting
4.6.7.1 The assessment team shall complete the assessment report before the closing meeting.
4.6.7.2 The team leader shall preside over the closing meeting and all the participants shall sign the Attendance Sheet for On-site Assessment Meetings. The meeting contents shall at least include:
a) Reporting the assessment results to the laboratory, describing the key problems identified during the assessment and confirming the nonconformities;
b) Announcing the conclusion of on-site assessment, putting forward requirements of correction and the specific deadline and ways of verification of corrections and declaring that the assessment team shall come back to the assessment site to review the corrections of nonconformities when needed;
c) Notifying the laboratory that the assessment report may be reviewed later on by logging on the business system;
d) Declaring the restrictions and time limit of the assessment and that certain risks are involved in sample assessment, but the assessment team shall make all efforts to enable such sampling to be representative and the assessment conclusions to be impartial and scientific;
e) The laboratory shall make comments on and sign to confirm the assessment conclusions;
f) Introducing CNAS management requirements for accredited laboratories;
g) Declaring that feedbacks and / or appeals or complaints may be presented to CNAS in case of any dissatisfaction about the performance of the assessment team and / or doubts about the assessment conclusions;
h) Recovering the “Statement of Integrity and Self-discipline by the Conformity Assessment Bodies” signed by the laboratory.
Note: The assessment team shall be aware that the original of such statement shall be returned to CNAS Accreditation department.

4.6.7.3 The closing meeting of assessment of multi-site laboratories shall be held after the assessments of all sites are ended and all members of the assessment team, where possible, shall attend the meeting and at least all the sub-team leaders (deputy team leaders) shall attend the meeting (except for the assessments conducted in groups). On the side of the laboratory, at least the laboratory directors of all sites shall be required to attend the closing meeting. The closing meeting may be held in different ways based the specific situation, e.g. in a centralized way at the headquarters or through video conferencing.
4.6.8 In the following occasions, the assessment team shall include detailed descriptions in the assessment report and all the assessment documents shall be submitted to CNAS accreditation department immediately at the end of the assessment to enable CNAS to make a conclusion and report to the assessed laboratory:
a) The assessment is discontinued due to the existence of disputes with the laboratory over the conclusions in certain issues in the process of assessment; 
b) The assessment team may not present the assessment conclusion on the assessment site when the assessment team finds it difficult to reach a conclusion on the assessment site due to certain reasons;
c) The laboratory refuses to sign for confirmation of the assessment conclusions.
4.6.9 Follow-up activities
4.6.9.1 Before leaving the site, the assessment team shall have photocopies of the main report of the assessment report and the nonconformity report confirmed by the laboratory retained at the laboratory. Where it is unlikely to do so at the end of the on-site assessment for particular reasons, the aforesaid documents shall be returned to the laboratory within 5 working days after the assessment is ended.
Note: Annex 6 Opinions on the Acceptance of Rectifications of the assessment report shall be separately returned to the laboratory after it is completed.
4.6.9.2 Before leaving the site, the assessment team shall upload the currently effective version of non-standard methods confirmed during the assessment to the Other Documents / annexes / assessment report in the business system.
4.7 Follow-up verification
4.7.1 After the on-site assessment, the team leader or an assessor designated by the team leader shall follow up with and verify the corrective actions taken by the laboratory and confirm whether they are effective. The methods of follow-up verification shall depend on the nature of the nonconformities and the correction deadline is normally 2 months. For surveillance assessment and reassessment, nonconformities affecting the testing results (involving nonconformities of technical competence) shall be corrected within 1 month.
Note 1: The nature of the nonconformities may be determined in reference to CNAS-GL008 Guidelines on Grading Non-conformities in Laboratory Assessment.

Note 2: When the assessment is carried out simultaneously with qualification verification, the correction deadline shall be 30 working days as specified in the Management Methods for Qualification Accreditation of Inspection and Testing Bodies (AQSIQ Order No. 163).

4.7.2 The assessment team shall verify the rectification documents submitted by the laboratory from the following perspectives:
a) The laboratory has analyzed the causes of nonconformities;
b) The corrective actions designed by the laboratory shall be pertinent and capable of ensuring that similar problems will not occur again;
c) The nonconformities are already corrected (where applicable).
4.7.3 The assessment team shall require the laboratory to submit evidences of corrections already implemented or corrective actions already taken to the nonconformities (photocopies are acceptable).
4.7.4 In the following cases, the assessment team shall consider carrying out on-site verification of rectifications made against the nonconformities:
a) The environment and facilities do not meet the requirements and corrections can be made within a short time;
b) Instrument and equipment failures are involved; the technical indicators of non-major equipment do not satisfy the requirements and corrections are possible within a short time;
Note: For an accredited laboratory, the laboratory shall carry out the rectifications within 1 month when nonconformities in Case a) and b) occur.
c) It is unlikely to confirm whether the rectifications are effective simply relying on document review of the correction documents.
4.7.5 If the assessment team is unable to confirm whether the rectifications are effective only through document review of the rectification documents, it shall communicate with CNAS accreditation department and proceed with the on-site verification at the consent of CNAS accreditation department.
4.7.6 Usually, the on-site follow-up verification shall be undertaken by members of the original assessment team and on-site verification of technical competence shall be carried out by an assessor with the corresponding technical competence in the assessment team. The on-site follow-up verification personnel shall keep records of the on-site follow-up and submit such records together with the assessment documents to CNAS accreditation department.
Note: If the assessor with the corresponding technical competence is a trainee assessor or a technical expert, he / she shall carry out the on-site follow-up verification under the guidance of the team leader or a technical assessor designated by the team leader.

4.7.7 After it is determined as necessary to carry out an on-site verification, the assessment team shall notify CNAS accreditation department in a timely manner to enable corresponding arrangements to be made.
4.7.8 Where a laboratory fails to make the rectifications on time, the team leader shall report to CNAS accreditation department in time and make a recommendation of not granting accreditation at the consent of CNAS accreditation department, with the result fed back to the assessed laboratory in writing.
4.7.9 The assessment team shall not recommend / maintain accreditation for items / parameters not rectified within the rectification deadline.
4.7.10 The assessment team shall notify the assessee in writing and make explanations in a timely manner if any changes are caused, based on the rectification results of the laboratory, to the conclusion of on-site assessment and the competence recommended for accreditation.
Note: The Project Supervisor of CNAS may alter the assessment conclusion if it is found that the conclusion made by the assessment team after full review of the assessment documents is found inappropriate, with a written notice sent and explanations provided to the assessment team and the laboratory.
4.7.11 If the follow-up verification is not carried out on time on account of the assessment team, the team leader shall communicate in time with CNAS accreditation department for a solution. It is not allowed to delay the submission of the assessment documents on account of the assessment team.
4.7.12 Deadline of follow-up verification: The team leader shall present his / her opinion of confirmation with 5 working days as of the receipt of the correction documents submitted by the laboratory and corrections confirmed as effective shall be submitted to CNAS accreditation department immediately.
5  Handling common problems during on-site assessment
5.1 Starting time of the operation records of the laboratory’s management systems for review upon initial assessment
5.1.1 For a laboratory subject to initial assessment, the assessment team needs to start reviewing the system operation records from the time of operation of the first version of the system documents of the assessed laboratory when the effective version of the system documents submitted by the laboratory is not the first version and the operation time of the system is less than 6 months.
5.1.2  During on-site assessment, it is allowed to review the records of system operation within 12 months if the management system of a laboratory has been in operation for more than 12 months.
5.1.3 If the operation records of the management system of the assessed laboratory prove that the management system of the laboratory is put into operation for less than 6 months before the application for accreditation is submitted, the assessment team shall report to CNAS accreditation department and discontinue the on-site assessment at the consent of CNAS accreditation department, with evidences collected to the best possibility and handed over to CNAS accreditation department.
5.2  The laboratory requesting change of the scope of accreditation during on-site assessment
During the on-site assessment, the assessment team shall not accept without due authorization any application by the laboratory for extending the scope of accreditation.

5.3  Adjustment of the number of assessor days becomes necessary during the on-site assessment
The team leader shall obtain the consent of CNAS accreditation department when it is necessary during on-site assessment to adjust the number of man-days in the “On-site Assessment Notice”.
5.4  Assessors cannot participate in the assessment as planned.
At the time of on-site assessment, if the assessors are unable to arrive at the assessment site as scheduled for particular reasons or need to leave the assessment site ahead of schedule, the team leader shall notify CNAS accreditation department accordingly and include a note in the column “Issues to be explained” in the assessment report. 

5.5  Requirements on the laboratory’s compliance with the relevant laws and regulations:
5.5.1 When the work of the laboratory is found not complying with the requirements of the relevant laws and regulations (e.g. environmental protection law, occupational safety law, etc.) during the on-site assessment, the assessment team shall submit a written report to the accreditation department to make CNAS aware of the situation. Such findings may be raised in the form of observations by the assessment team to draw attention from the laboratory.
5.5.2 Personnel involving professional qualification requirements in the relevant laws and regulations (e.g. personnel engaged in nondestructive testing) shall have fixed and legal labor relationship with the laboratory and shall not work on a part-time basis in laboratories of similar kind outside the legal entity of the assessed laboratory.
5.6 The assessee is found renamed during surveillance assessment or reassessment
5.6.1 If the assessee has notified and gets confirmation from CNAS of its renaming, the assessment team shall review the relevant supporting documents.
5.6.2 In the event of a renaming not confirmed by CNAS, the assessment team shall inform the assessee to fulfill the renaming procedure as soon as possible and notify CNAS accreditation department accordingly. At the same time, the laboratory shall be required to submit a written application and the legal status documents, with the electronic documents uploaded to the business system and the printed documents delivered to CNAS accreditation department together with the assessment documents; if the laboratory has submitted its application for renaming, which, however, is not yet confirmed by CNAS, the assessment team shall also advise the laboratory that it will not be accredited and will not have access to the accreditation logo until confirmation is made by CNAS. In both cases, the assessment team shall assess the renaming, confirm its compliance with the respective requirements and modify the name of the recommended body in the business system, and include an explanatory note the “Supplementary Note” in the assessment report.
5.7 The laboratory is found during on-site assessment to have committed an act of deliberately harming the reputation of CNAS 
The assessment team shall immediately report to CNAS accreditation department about any deliberate act of the laboratory involving use of accreditation logo beyond the specified scope, damage of CNAS reputation, and serious violation of laws and regulations found on the assessment site and shall, at the consent of CNAS, stop the on-site assessment. 
5.8 Handling incidents endangering personal health and safety during on-site assessment
The assessors have the right to discontinue the assessment of relevant items when finding any incidents that endanger personal health and safety during the on-site assessment and may request the laboratory to stop tests of the relevant items until safety is guaranteed. In such an event, the team leader shall immediately report to CNAS accreditation department and, if appropriate, may stop the assessment.

5.9 Termination in the middle of on-site assessment
The assessment team may terminate the on-site assessment at the consent of CNAS accreditation department in any one of the following cases:

a) Significant non-consistence is discovered between the actual situation of the laboratory and the description in the application documents; 
b) Control failure of the laboratory's management system; 
c) The required conditions for assessment of technical competence are not available on site; 
d) Due to intentional obstruction by the laboratory, the assessment can no longer be conducted; 
e) The laboratory having malicious acts harming the reputation of CNAS; 
f) The laboratory is found having dishonest behaviors.

The assessment team needs to confirm with CNAS accreditation department the actual time of assessment, based on which CNAS bills the assessment fee and pays the labor service fee. In the case of assessment termination, the assessment team is required to complete the main report of the assessment report and describe the findings of the assessment and the reasons for assessment termination in the main report or in the Supplementary Notes (or in Annex 5).

When assessment is terminated, the assessment documents to be delivered shall at least include: the attendance sheet of the opening meeting, the statement of impartiality by on-site assessors, main body of the assessment report (with irrelevant contents left blank), statement of integrity and self-discipline by the conformity assessment bodies (which may be ignored if the assessed body refuses to provide) and Annex 5 (if available).

5.10 Confirmation of authorized signatory
5.10.1 The authorized signatory of a laboratory shall be technical personnel acknowledged by CNAS as having the competence for signing laboratory reports or certificates carrying the accreditation logo. The authorized signatory in the accreditation application of the laboratory shall be personnel assigned by the laboratory with the right to take the final responsibility for technical review of reports / certificates that he / she signs for issuance and the right to veto results and reports / certificates not complying with the accreditation requirements.
5.10.2 The authorized signatory of the laboratory shall have the corresponding technical work experience. If, based on the management regulations of the sector, the laboratory reports or certificates must be signed for issuance by the responsible person of the laboratory (i.e. administrative issuance), and the responsible person does not have the qualifications of an authorized signatory within the scope of CNAS, the respective reports or certificates shall be signed for issuance (i.e. technical issuance) by an authorized signatory of the laboratory as accredited by CNAS, who shall appear as a report or certificate reviewer (or in any other titles).

5.10.3 The assessment team shall focus the appraisal of the authorized signatory on whether his / her technical competence satisfies the requirements and he / she is familiar with the relevant requirements of CNAS.
5.10.4 Appraisal of authorized signatories shall be conducted separately instead of in a centralized way. Assessment of the technical competence of the authorized signatory may be carried out in the process of on-site test or review of technical records.
5.10.5 For comprehensive laboratories, particular attention shall be paid to the appraisal of its authorized signatories with authorized fields (scope) covering all testing / calibration items to confirm that their technical competences comply with CNAS requirements. No recommendation shall be made for fields with no technical work background or not satisfying CNAS requirements.
Example: No recommendation shall be made for a scope of signature including chemical test items if the authorized signatory has no work background in chemistry or does not satisfy the relevant requirements of CNAS-CL01-A002.

5.10.6 The assessment team shall organize interview appraisals during the on-site assessment for authorized signatories added by means of non-interview appraisal such as document review or telephone appraisal.
5.10.7  “Sites” as indicated in Table 2 attached to the assessment report refer to addresses of sites / certificates for which the authorized signatory signs for issuance. The authorized signatories of a laboratory having applied for or been granted with a multi-site accreditation shall be listed together with the addresses that they sign for issuance of reports. It is allowed to carry out tests / calibrations only at one certain site and sign for issuance of reports and certificates at other sites.
5.11 Requirements on standards applied for accreditation
5.11.1 The testing objects, items / parameters shall be within the scope of application of the standard and standards adopted beyond the anticipated usage shall be handled as non-standard methods.
5.11.2 Normally, no recommendation of accreditation shall be made for non-finalized standards such as versions for discussion, draft standards, etc.
5.11.3 Where multiple methods are included in the method standard, each and every one of the different methods shall be confirmed; no recommendation of accreditation shall be made if the required competence is not available and restrictions shall be indicated in the “Note” column.
5.11.4 The testing objects of different matrices shall be accurately defined. Normally, matrices having no technical competence or having not been subject to methodological verification shall not be recommended for accreditation.
5.11.5 For tests implemented based on official documents issued by the ministries or commissions, the specific document number, document name and method name shall be indicated.
5.11.6 Normally, calibration standards (e.g. verification procedure, calibration specifications) cannot be accredited as testing methods. Testing methods (e.g. technical standards, testing standards), on the other end, cannot be accredited as calibration methods either. CNAS accreditation department shall be consulted for any special circumstances.
5.12 Confirmation of judgment standards
5.12.1 Judgment standard (excluding specific testing methods and contents and product standards, codes and specifications or laws and regulations only involving limit requirements) shall not be listed in the “Scope of laboratory testing competences recommended for accreditation” in Table 3-1.
5.12.2 The judgment standards shall not be confirmed until after the reference methods and standards in the judgment standards pass the on-site assessment or get accredited. If only a part of the reference methods and standards in the judgment standards pass on-site assessment or get accredited, restrictions shall be included in the “List of Judgment Standards”.
5.12.3 Repetition of contents in Table 3-1 and Table 3-3 as attached shall be avoided. Product standards having both testing methods and judgment indicators shall be accredited as testing competences and shall no longer be confirmed as judgment standards. For example, GB4706.1 shall be accredited as testing competence.
5.13 Handling of applied standards involving general standards of instrument analysis methods
5.13.1 Where a currently valid standard method is available for testing of a certain test object using a specific instrument method, the general standard for instrument analysis method for the respective test object shall not be accredited.
Taking metal materials as an example, JY/T 015-1996 "General Rules for Inductively Coupled Plasma Atomic Emission Spectroscopy" shall not be accredited when inductively coupled plasma atomic emission spectrometry is used for testing of element content in low alloy steel because GB/T20125- 2006 "Inductively Coupled Plasma Atomic Emission Spectrometry for Multi-element Determination of Low Alloy Steel" is currently valid; for testing of element content of steel using X-ray fluorescence spectrometry, GB/T16597-1996 "General rules for X-ray fluorescence spectrometry used as the analysis methods of metallurgical products " shall not be accredited because GB/T223.79-2007 "X-ray fluorescence spectrometry for determination of multi-element content of steel " is currently valid.

5.13.2.
The assessors shall focus on the review of the following aspects when a laboratory applies for accreditation of standards belonging to “general rules for instrument analysis methods” in cases other than those described in 5.13.1:
a)
Whether a laboratory has developed corresponding work instructions for the testing objects, testing items / parameters that it applies for accreditation. The contents of the work instructions shall, when applicable, at least include: testing criteria, testing objects and testing scope, requirements of sample preparation, reference materials / reference samples, analysis conditions, plotting of calibration curve, standardization of instruments, measurement and calculation of results.
b)
Whether a laboratory has carried out method confirmation for the work instructions as required in CNAS-CL01 and kept relevant records. The contents of method confirmation shall, when applicable, at least include the following contents: selectivity of methods, applicable scope of methods, detection limit and / or quantitative limit, measurement scope and / or linear scope, robustness, accuracy (precision, correctness), sensitivity, and measurement uncertainty of results.
Note: The standards belonging to the category of "General Rules of Instrumental Analysis Methods" refer to the general rules for the instrument and equipment analysis methods for non-designated testing objects or only a certain type of designated testing objects, e.g. JY/T016-1996 "General Rules of Wavelength Dispersive X-ray Fluorescence Spectroscopy", GB/T 15337-2008 "General Rules for Atomic Absorption Spectroscopy", JIS K0127-2001 "General Rules for Ion Chromatography Analysis", GB/T 16597-1996 "General Rules for X-ray Fluorescence Spectroscopy Used for Analysis of Metallurgical Products", and GB/T 6040-2002 "General Rules for Infrared Spectra Quantitative Analysis of Chemical Products", etc.

5.14 Accreditation of enterprise standards and group standards
5.14.1 The test methods and standards included in the enterprise standards shall be accredited as non-standard methods. If the enterprise standard applied for accreditation is not independently developed by the applicant, written authorization from the developer of such enterprise standard shall be required. If the enterprise methods and standards have become publicly recognized methods, they shall be accredited as standard methods.
5.14.2 For group standards:
a) Group standards (methods and standards) published on the “National Group Standard Information Platform” administered by the National Standardization Administration shall be accredited as standard methods, only requiring assessment of evidences of method verification provided by the laboratory.
b) Group standards (methods and standards) not published on the “National Group Standard Information Platform” administered by the National Standardization Administration shall be accredited as non-standard methods, i.e. only requiring assessment of evidences of method confirmation provided by the laboratory.
c) Group standards (methods and standards) involving no testing methods shall not be accredited.
5.15 Requirements on verification of standard methods and confirmation of non-standard methods
5.15.1 Methods adopted a laboratory may be divided into the following three categories:
a) Standard methods may be directly selected and adopted after verification;
b) Methods published by known technical organizations, if publicly recognized, may be directly selected and adopted after verification;
c) Methods developed by the laboratory, standard methods used beyond the preset scope or standard methods involving other modifications, standards published in relevant scientific literature or publications or methods specified by equipment manufacturers and other non-standard methods shall not be adopted until confirmed.
5.15.2 The assessment team shall assess each and every item / parameter of each site applied for accreditation. Items / parameters that have never been subject to verification of standard methods or confirmation of non-standard methods, e.g. items / parameters for which there are no testing / calibration experiences, no evaluation or confirmation has been conducted over the accuracy and reliability of testing / calibration results, or no actions of quality control have been implemented, shall not be accredited without exception.
5.15.3 Upon the on-site assessment of non-standard methods, the assessment team shall review the documents of method confirmation, check the integrity and accuracy of data and analyze the technical reliability of non-standard methods.
When reviewing the records of method confirmation conducted by the laboratory, the assessment team shall pay special attention to records of test verification and also whether the confirmation process meets the respective standard, the confirmation method is suitable and the confirmation records are complete and whether the anticipated usage or the needs of application field are satisfied.
5.16 Handling of accredited testing / calibration items that are very rarely operated in the accreditation cycle 
5.16.1 Accreditation items of testing/calibration that the laboratory has never operated or has operated very few times (e.g. only several times) in the accreditation cycle and items that no quality control has ever been implemented shall not be accredited. Items that involve changes of testing personnel, testing methods or testing equipment and for which the laboratory has never implemented re-verification of methods shall not be accredited.
5.16.2 Accreditation may be granted to accreditation items that the laboratory has never operated or has operated very few times in the accreditation cycle, but has been implementing quality control and that have been confirmed as having the required competence through no-site assessment.
5.16.3 The assessment team shall arrange on-site tests upon reassessment for items that the laboratory has never operated after initial assessment or the last reassessment due to the technical characteristics of the tests themselves. Where on-site tests are unlikely to be arranged, no accreditation shall be granted. The on-site tests may be implemented at an agreed time beyond the on-site assessment at the consent of CNAS Accreditation department.
5.16.4 The assessment team shall include a description in the assessment report about handling of accredited items that have been very rarely operated in the accreditation cycle.
5.17 Requirements on laboratories with mobile facilities
5.17.1 During on-site assessment, the assessors shall pay attention to the following aspects:
a) The laboratory shall develop relevant procedures through analysis of the actual situation;
b) When applicable, the cycle of inspection, maintenance and calibration of instruments and equipment determined by the laboratory shall be different from that for fixed facilities;
c) The operation conditions and environmental conditions for mobile instruments and equipment shall comply with the method requirements.
5.17.2 Items involving the use of mobile facilities shall be described in the “Note” column in the table attached to the assessment report.
5.18 Requirements on leased equipment 
5.18.1 When all the following conditions are met, the leased equipment of the assessed laboratory may be accredited as the competence of the laboratory:
a) Management of the leased equipment shall be incorporated into the management system of the assessed laboratory and shall satisfy the requirements of the accreditation criteria;
b) The equipment lease period shall at least be able to assure the use of equipment of the laboratory within 1 accreditation cycle (2 years);
c) During the equipment lease period, the assessed laboratory shall be able to have full and independent access to the leased equipment, i.e. the leased equipment shall be operated by the personnel of the assessed laboratory; the assessed laboratory shall maintain the leased equipment and be able to control its calibration status; the assessed laboratory shall be able to control the operation environment and storage condition of the leased equipment;
d) The usage right of the leased equipment shall be fully transferred and the leased equipment shall be used in the facilities of the assessed laboratory.
5.18.2 A laboratory applying for / having been granted accreditation is not allowed to rely on temporarily leased equipment to obtain / maintain accreditation.
5.18.3 Normally, shared equipment shall not be accredited.
5.18.4 It is not allowed to obtain accreditation with the same equipment leased in the same period to different bodies.
5.18.5  Where on-site testing or calibration activities are carried out using customer equipment, the assessed laboratory shall, in principle, be required to have the appropriate testing competence and the equipment on site shall meet the requirements of the accreditation criteria, and the following conditions shall be met at the same time before accreditation may be granted on the competence of the laboratory:
a) The equipment is not easy to carry;
b) Judgment of results may be affected if the testing or calibration activities are not conducted on site;
c) The testing or calibration activities shall be operated by the laboratory personnel;
d) Equipment on site shall be verified to check whether the equipment and facility requirements are satisfied;
e) On-site witness tests shall be arranged at the time of assessment.
5.18.6 During on-site assessment, the assessment team shall review the equipment lease contract and the relevant control records of the laboratory.
5.18.7 Items involving use of leased equipment shall be indicated in the “Note” column in the table attached to the assessment report.
5.19 Handling of results of on-site tests / blind sample tests
The laboratory shall be required to conduct cause analysis in case of poor reproducibility of the on-site test results or data known as obviously higher than expected. In the event of any occasional causes, re-tests shall be arranged where possible; otherwise, no recommendation for accreditation shall be made.
5.20 About in-house calibration laboratories
5.20.1 Testing laboratories engaged in in-house calibration shall not only need to meet the requirements of testing laboratories, but also the requirements of calibration laboratories. In addition, the compliance with CNAS-CL01-A025 shall also be checked and descriptions about the assessment results shall be included in the corresponding columns in the main report of the assessment report.
5.20.2 The highest measurement standard of in-house calibration laboratories shall be traceable.
5.20.3 If not belonging to standard method, the in-house calibration procedures shall comply with the requirements of method confirmation in 7.2.2 of the accreditation criteria.
5.20.4 The competence of testing personnel engaged in in-house calibration shall comply with the requirements of personnel competence for calibration laboratories specified in CNAS-CL01-A025.
5.20.5 In-house calibration shall comply with CNAS-CL01-G004 Requirements for In-house Calibration.
5.21 Issues concerning multi-site on-site assessment
5.21.1 For a laboratory applying for multi-site accreditation, the on-site assessment shall cover all the sites. Upon on-site assessment, the team leader shall assign assessors of the corresponding schemes as required in the assessment notice to all the sites of the laboratory for assessment.
5.21.2 The scope of assessments involving the first addition of sites shall cover all the management requirements and technical requirements involved by the respective site and it shall be confirmed that the management system of the newly added site has been in operation for more than 6 months and that internal audits and management reviews covering all the activities on the respective site have been implemented.
5.21.3 Prior to the on-site assessment of the laboratories at each sub-site, the assessment team shall hold a briefing attended by the relevant personnel of the assessment team and the relevant personnel of the laboratory. Before the end of the assessment, a briefing shall be held chaired by the deputy team leader (group leader) to inform the laboratory that no conclusions shall be made and a general conclusion shall be made after the conditions of the laboratory at each site are summarized.
5.21.4 The assessment teams conducting the assessment of each sub-site shall complete Table 2, Table 3, Table 4, Table 5, and Table 6 and Annex 1, Annex 2, Annex 3, Annex 4 and Annex 5, if needed, attached to the assessment report on site. Annex 1 shall record the situation of on-site assessment carried out at each site.
5.21.5  During the on-site assessment, the team leader shall keep contact with the assessment team carrying out assessment of the laboratory at each sub-site for timely communication of assessment findings.
5.22 Requirements related to proficiency testing
5.22.1 Proficiency testing activities acknowledged by CNAS are shown in the Rules for Proficiency Testing. Proficiency testing activities participated by a laboratory shall be reviewed by the assessment team upon document review and on-site assessment and judgments shall be made over the suitability and technical competence of the proficiency testing activities.
5.22.2 For laboratories having participated in multiple activities of proficiency testing with satisfactory results, on-site tests of the proficiency testing items may be exempted upon on-site assessment if no changes occur to the testing personnel, environment and testing instruments and equipment, accredited standards/methods, sample matrix, etc. and the instruments and equipment are within the calibration cycle and continuously confirmed as valid. Otherwise, on-site test may be arranged.

5.22.3 Upon on-site assessment, the assessment team shall pay attention to items with unsatisfactory and problematic results of proficiency testing, which are not only within the accredited scope of the laboratory, but shall also include items outside, but related to the scope of accreditation. The assessment team shall make sure that:
a) regarding the handling of unsatisfactory results:
· The accredited scope and the related items are checked to confirm whether the accreditation logo is disused.
· Where the rectifications are already implemented, investigative analysis shall be carried out over the correctness of causes of unsatisfactory results, corrective actions taken and effectiveness of verification of such corrective actions.
· Where rectifications are being implemented, the effectiveness of such corrective actions taken by the laboratory shall be verified through on-site tests / measurement review.
· For non-accredited items, attention shall be paid to whether there are any accreditation items using the same method, whether the competence of the accredited items is affected, and, if affected, whether corresponding actions taken and effectiveness of such actions verified.
b) Handling of suspicious or problematic results of proficiency testing:
· For accredited scope and relevant items, it shall be checked whether risk evaluation is conducted for the corresponding items and, when necessary, preventive or corrective measures are taken.
· For non-accredited items, the same methods described in a) shall be adopted.
c) Based on the nature of the problems, it is optional for the on-site tests to include:
1) valued blind sample tests if possible,;
2) comparison tests;
3) on-site conventional tests;
4) Other on-site tests, e.g. standard recovery, etc.
d) Special attention shall be paid to the assessment of relevant elements and technical competences related to the results of proficiency testing.
e) Descriptions shall be included in the assessment report about rectifications made to items with unsatisfactory and problematic results of proficiency testing.
5.23 Requirements on measurement uncertainty evaluation of laboratories
5.23.1 The assessment team may conduct the assessment through sampled review of the typical test uncertainty evaluation report and appraisal of the relevant personnel. A nonconformity shall be raised if defects are found in the uncertainty evaluation process or the concerned personnel is unable to give a clear interpretation of or does not know about the evaluation process.
5.23.2 Upon assessment of the measurement uncertainty, the assessors may refer to JJF1058 series, ISO 5725, EA4/02 among other documents and make judgment of its conformity based on CNAS-CL01-G003 and the relevant application instructions.
5.24 Requirements on measurement traceability of measurement results
5.24.1  Measurement result traceability acknowledged by CNAS is shown CNAS-CL01-G002 Requirements on Metrological Traceability of Measurement Results.
5.24.2 Upon on-site assessments, the verification certificates produced by the metrological verification agency as provided by the assessee shall comply with the Requirements on Metrological Traceability of Measurement Results. The assessors shall pay special attention to whether the verification certificates contain traceability information and whether the laboratory is able to provide information on measurement uncertainty, which may be provided by the verification body or from self-evaluation by the laboratory.
5.24.3 Upon the identification of measuring equipment requiring no periodic calibration/verification, the laboratory shall be able to demonstrate that the contribution by non-calibration or non-verification to the uncertainty of the final measurement results is negligible. For testing equipment or main auxiliary equipment requiring no calibration, the laboratory shall provide evidence of verification.
5.24.4 When providing measurement credibility through interlaboratory comparison for equipment not able to achieve effective traceability, it shall be assured that:
a) Periodical comparison is conducted with 3 and more laboratories, which shall be laboratories accredited by CNAS or laboratories accredited by an accreditation body that has signed APLAC, ILAC and other multilateral mutual recognition agreement bodies.
b) Comparison plans are developed, with their suitability, credibility and effectiveness confirmed;.
c) The comparison results shall be analyzed and evaluated.
5.24.5 Reference materials / reference samples with traceability as acknowledged by CNAS are shown in Requirements on Metrological Traceability of Measurement Results.
5.24.6 The reference materials / reference samples shall be used within the specified period of validity.
5.25 Requirements on nonconformities and observations
5.25.1 Basis for determination of nonconformities and observations:
a) The basis for determination of management system documents are the accreditation rules, accreditation criteria and the instructions and special requirements on the application of the accreditation criteria in the special schemes;
b) The basis for determination of the operation process, operation records and personnel operation of the management systems may as well be the documents of management systems (including the quality manual, procedure documents, work instructions, etc.) apart from the corresponding accreditation requirements, testing standards / methods, and calibration specifications / methods.
5.25.2 The nonconformities shall be based on conclusive facts, the descriptions of which shall be supported with strict quotation of objective evidences, e.g. specific testing records, testing reports, testing and / or calibration standards / methods and specific activities and shall be, provided that traceability is assured, straightforward and unmodified where possible.
5.25.3 The assessment team may, at the internal meeting, summarize multiple nonconformities of the same type into one typical nonconformity.
5.25.4 It is strictly prohibited for the assessment team to communicate with the laboratory only verbally about problems proven with conclusive evidences as not conforming to the facts instead of producing a nonconformity report.
5.25.5 For nonconformities related to technical competence, if personnel competence, equipment and environmental facilities are involved (as detailed in 4.7.4) and the laboratory is unable to make corrections to such items / parameters within a short time, the assessment team shall recommend no accreditation / suspend accreditation / withdraw accreditation.
5.25.6 An observation report shall be produced in the following events:
a) Some stipulations made or actions taken by the assessed laboratory may lead to a situation where the relevant quality activities are unable to reach the anticipated effect and there are no evidences to prove that a nonconformity has occurred;
b) The assessment team has become suspicious, but, due to objective reasons, is unable to make further verifications and accurate judgment over whether any nonconformity arises during the on-site assessment;
c) It is found during the on-site assessment that the work of the laboratory does not conform to the requirements of the relevant laws and regulations (e.g. the Environmental Protection Law, the Occupational Safety Law, etc.).
5.25.7 The observation report produced by the assessment team shall include clear descriptions of the facts to enable the laboratory to carry out further investigations and actions.
5.25.8 The observations are raised to draw the attention of the laboratory and the assessment team shall require the laboratory to pay attention to and incorporate such observations into its improvement system and, when necessary, develop corrective actions or preventive actions.
5.25.9 For the observations, the assessment team does not necessarily require the laboratory to provide any written correction reports, but shall require the laboratory to provide explanations about the observations together with the correction reports.
5.25.10 During surveillance assessment or reassessment, the assessment team shall pay attention to actions taken against observations raised during the last assessment.
6 Surveillance assessment
6.1 Key points of assessment: The periodical surveillance assessment mainly focuses on the assessment of the maintenance status of the management systems of the accredited laboratory; for multi-site accredited laboratories, the periodical surveillance assessment shall cover all the sites. For a laboratory getting accredited simultaneously for its testing, calibration and verification competences, the periodical surveillance assessment shall cover the schemes of testing, calibration and verification simultaneously.
6.2 During periodical surveillance assessment, the assessment team shall require the laboratory to provide in advance its management system documents for review and shall download from the website forms and publications used for the on-site assessment, which shall at least include publications shown in 4.4.13.
6.3 The contents of periodical surveillance assessment shall take full account of the following factors:
a) Results and recommendations made by the team leader of the last assessment;
b) Changes that have occurred and status of handling of filed changes;
c) Results of participation in proficiency testing activities;
d) Occurrence and rectification of nonconformities over the last assessment;
e) Complaints received;
f) Testing reports / calibration certificates produced by the laboratory;
g) Status of compliance by the laboratory with R01 and status of usage of accreditation logo or declaration of accreditation.
6.4 The periodical surveillance assessment may involve some elements of the accreditation criteria and shall take full account of the scope of technical competence of assessors (when applicable) according to the requirements of the Notice of Assessment to determine the scope of assessment of technical competence. The selection of some elements shall at least cover the following contents:
a) 7.5 Technical records;
b) 7.7 Assurance of effectiveness of results;
c) 7.8 Reporting of results;
d) 7.9 Complaints
e) 7.10 Nonconforming work;
f) 8.4 Record control;
g) 8.6 Improvements;
h) 8.7 Corrective actions;
i) 8.8 Internal audit
j) 8.9 Management review.
6.5  Handling of changes of accreditation standard upon surveillance assessment
6.5.1 During on-site surveillance assessment, at the request of the laboratory for change of accreditation standard, the assessment team shall assess the contents of changes based on the technical competence of the members of the assessment team and the time of assessment.
a) The assessment team may accept the changes on site if the contents of such changes are within the scope of technical competence of the members of the assessment team and do not affect the scheduled progress of the assessment. However, if the laboratory fails to meet the requirements of CNAS-RL01 Rules for Accreditation of Laboratories and fails to submit an application for changes to CNAS within the required deadline, a nonconformity shall be raised.
b) In the event that the contents of change are within the scope of technical competence of the members of the assessment team, but the assessment time needs to be extended, the team leader shall not make any decision until consent is obtained from CNAS accreditation department.
c) For a change accepted and confirmed on site, the assessment team shall require the laboratory to provide a written application for changes and upload the currently effective electronic version to the Other Documents / annexes / assessment report in the business system and hand over the printed application document together with the assessment documents to CNAS Accreditation department.
d) The assessment team shall not confirm changes beyond the scope of technical competence of the members of the assessment team, which is obliged to include respective descriptions in the assessment report.
6.5.2 When the laboratory submits a new standard as a change of standard, the assessment team shall recommend the laboratory to submit an application for accreditation as an extension of scope.
6.5.3 When any additions of items / parameters are involved in the change of an accredited standard of the laboratory:
a）Such additions shall be handled as changes if testing methods are contained in the standard.
b）Such additions shall be handled as an extension of scope if no testing method is contained in the standard, other methods and standards are quoted for the additional item / parameter and the laboratory is not accredited for these methods and standards.
6.5.4 If a laboratory requests to add authorized signatories during a surveillance assessment, the team leader shall report the situation to CNAS accreditation department and, at the consent of the Accreditation department, ask the laboratory to submit an application for change of authorized signatory and prepare the relevant application document and upload the electronic version to the Other Documents / annexes / assessment report in the business system and hand over the printed application document together with the assessment documents to CNAS Accreditation department. The assessment team shall conduct an assessment of the newly added authorized signatory.
6.6  Deadline for rectification of nonconformities discovered during surveillance assessments are described in 4.7.1.
6.7 If the assessment team finds that the laboratory does not have the competence for the accredited item during surveillance assessment, the competence of the laboratory shall be cancelled and an explanatory note included in the assessment report; if the description of the accredited scope of competence of the laboratory is not appropriate, corrections shall be made.
6.8 If it is necessary based on the results of on-site assessment to recommend suspending / withdrawing the accreditation of certain items / parameters or the laboratory, the assessment team shall immediately submit the Non-conformity Report or the Assessment Report and the corresponding annexes to CNAS Accreditation department immediately upon the completion of the assessment.
Note: Where it is recommended to suspend / withdraw an accreditation, the full set of assessment documents shall be submitted; where it is recommended to suspend / withdraw an accredited item / parameter, only the respective nonconformity report is required.

6.9 Non-periodical surveillance assessment
6.9.1 When no changes of technical competence are involved, confirmation may be made through document review during non-periodical surveillance assessment. If changes of technical competence are involved in a non-periodical surveillance assessment, on-site assessment shall be conducted. During the on-site assessment, the assessment team shall act according to the requirements of the Notice of Assessment.
6.9.2 Where changes of standards are confirmed by the assessor through document review, the requirements in 4.2.6 b) shall be executed.
6.9.3 Assessment over the newly added authorized signatory of a laboratory may be conducted by the assessors through document review in combination with telephone appraisal and, when necessary, on-site assessment may be recommended.
6.9.4 The requirements of on-site assessment for a non-periodical surveillance assessment conducted due to relocation of a laboratory (or an assessment for renewal of accreditation for the same reason) are:
6.9.4.1 During the on-site assessment, the following elements in CNAS-CL01 shall be at least involved:
a）6.3 Facilities and environmental condition;
b）6.4 Equipment;
c）6.5 Measurement traceability.
6.9.4.2 The corresponding contents of the main report and Annex 1 of the assessment report shall at least be prepared and submitted.
6.9.5 The work procedure for on-site non-periodical surveillance assessment is same as that for periodical surveillance assessment.
7  Reassessment
7.1 A reassessment is a full assessment conducted over a laboratory, including evaluation of the continuous conformity of the assessed laboratory to the accreditation rules, the accreditation criteria, and the accredited technical competence, the status of execution of the proficiency testing policies, changes of the laboratory, corrections made to problems discovered by the laboratory in a special inspection (e.g. CNAS special surveillance, administrative inspection by CNCA, etc.), effective corrective actions taken to nonconformities identified during the last assessment, observations raised during the last assessment. The reassessment shall cover all the elements of the assessment criteria and all the accredited technical competences and sites.
Note: Written application is not required from the laboratory for reassessments.

7.2 The team leader shall request the laboratory to provide management system documents for review in advance, and identify changes occurred in the laboratory since the last assessment. The results of such review are used as inputs for the assessment plan, which shall be developed based on risk analysis. The procedure and requirements for on-site assessment during reassessment are the same as those for the initial assessment. Methods for confirmation of technical competence are described in 4.6.3.2 and 4.6.3.5.
7.3 Upon reassessment of accredited technical competences (including the scope of testing / calibration competences and authorized signatory), the assessment of technical competence shall be carried out on the basis of evaluation of the status of maintenance of the laboratory during the accreditation cycle, registration of changes of technical competence and results of participation in proficiency testing activities and the scope of assessment shall cover all the schemes.
7.4 The deadline and requirements for rectification of nonconformities as well as the methods for handling changes proposed by the laboratory during the on-site assessment shall be the same for surveillance assessments.
8  Assessment of extension of accreditation scope
8.1 The requirements of assessment for extension of accreditation scope shall be the same as for the initial assessment.
8.2 Accreditation may be directly granted through document review of it is only a simple extension of relevant competences in the originally accredited items and substantially involves no new technologies and methods.
8.3 On-site assessment of extension of accreditation scope shall at least cover the following elements as required in CNAS-CL01:
a）6.2 Personnel
b）6.3 Facilities and environmental conditions;
c）6.4 Equipment;
d）6.5 Measurement traceability;
e）6.6 Externally provided products and services;
f）7.1 Review of requirements, bidding documents and contract;
g）7.2 Selection, verification and confirmation of methods
h）7.3 Sampling (when applicable);
i）7.4 Disposal of testing or calibration materials (when applicable);
j）7.5 Technical records;
k）7.6 Appraisal of measurement uncertainty;
l）7.7 Assurance of quality of testing and calibration results;
m）7.8 Reporting results.
8.4 The same requirements for correction deadline for initial assessment as shown in 4.7.1 shall apply.
8.5 Assessment for extension of accreditation scope carried out at the same time of surveillance assessment or reassessment shall follow the requirements in 6 or 7.
9  Evaluation of assessors
9.1 The witness lead assessor shall be responsible for evaluating the team leader and the lead assessor shall evaluate the trainee team leader, with CNAS-PD10-07 Report of On-site Witness Assessment by the Team Leader for Laboratories / Inspection Bodies prepared and submitted to the Assessor Department.
9.2 The team leader shall be responsible for evaluating members of the assessment team and verifying their levels of professional judgment competence, with CNAS-PD10-06 Evaluation of Assessment Experiences of Assessment Personnel for Laboratories / Inspection Bodies prepared and submitted to the Assessor Department.
9.3 The team leader has the right to make recommendations to the Assessor Department on extension or deletion of technical competence of assessors.
9.4 The assessment documents shall be submitted to the Assessors Department within 30 days as of the completion of the on-site assessment (sourced from CNAS-WI10-08 Work Instructions on On-site Witness of Accreditation Assessment of Laboratories / Inspection Bodies).
10  Requirements on assessment of Energy Star laboratories
Specific requirements on the assessment of Energy Star laboratories are shown in Annex B.
11 Usage of accreditation programs
CNAS has developed different accreditation schemes based on the requirements of the relevant management bodies on the specific laboratories. The team leader shall pay attention to and confirm the applicable accreditation scheme of the laboratory and take the accreditation scheme as the basis of assessment and submit the assessment records as required.
12  Work records
Upon the completion of the on-site assessment, the team leader shall submit all the assessment documents and records within the specified time frame.

13  Relevant tables
CNAS-WI14-01-02 Attendance Sheet for On-site Assessment Meetings
CNAS-PD14-05 Accreditation Materials Review Notice
CNAS-PD14-06 Preliminary Assessment Report
CNAS-PD14-09 On-site Assessment Schedule 
CNAS-PD14-10 Statement of Impartiality, Confidentiality and Integrity and Self-discipline by On-site Assessment Personnel
CNAS-PD14-11 Laboratory Assessment Report

CNAS-PD14-22 Statement of Integrity and Self-discipline by the Conformity Assessment Bodies
CNAS-PD10-07 Report of On-site Witness Assessment by the Team Leader for Laboratories / Inspection Bodies
CNAS-PD10-06
 Evaluation of Assessment Experiences of Assessment Personnel for Laboratories / Inspection Bodies
Annex A:

Requirements on preparation of assessment report
1. Principles for preparation of assessment report and record forms:
a) It is not allowed to change the structure of the assessment report and the record forms;
b) It is allowed to make a choice based on actual needs while filling in some columns by putting in “Nil”, “inapplicable” or “/” in the inapplicable columns; 
c) During on-site assessment, the assessment team is not allowed normally to change, at its free will, the format and contents of the application document without prior consent of CNAS Accreditation department;
d) In the event of any application by the laboratory for withdrawing any items / parameters during on-site assessment, a written application shall be required from the laboratory bearing the official seal or signature of the head of the laboratory to explain reasons while the assessment team shall be include an explanatory note in the assessment report and upload the written application (signed or stamped) to the business system.
e) The scope of competence assessed / confirmed by the assessment team on site shall be within the scope of application.
2. The English version of the attached tables may be ignored if the laboratory does not need the English version of the certificate and attachments.
3． Requirements on preparation of assessment report
.3.1 Requirements on preparation of Part IV: Assessment findings and key results in the main report
	S/N
	Contents of assessment report
	Requirements of preparation

	1
	Key personnel of the laboratory met during assessment
	Key related management personnel (name, position), key technical personnel, including, when appropriate, the middle management personnel;

	2
	Assessment results of document review and operational compliance of the management system of the laboratory
	· Is the management system established using Method A or Method B;

· Document framework of the management system of the laboratory;

· Resolution of problems found during document review;

· Whether all sites are covered by the management system in the case of a multi-site laboratory;

· Whether the management system covers and satisfies the requirements of on-site testing / calibration existing in the laboratory, if any;
· Summary of continuous improvements of the laboratory;

· Information on internal audit and management review of the laboratory;

· Introduction of the situation since the establishment of the management system for initial assessment or, if the management system has been established a relatively long period of time ago, introduction of the situation mainly over the recent one year; introduction of the situation since the previous assessment for surveillance assessment; introduction of the situation over the last cycle for reassessment.

	3
	Brief description of competence confirmation of the laboratory (with changes described for surveillance assessment and reassessment; changes shall be described in detail if any);

	1) 
	Key management / technical personnel
	· Personnel structure. Authorization, surveillance and control, etc.;

· Upon initial assessment, introduction of the conformity between the competence requirements for technical personnel and the criteria and application instructions;

· Upon surveillance assessment and reassessment, introduction of changes of personnel, percentage of changes of technical personnel (including technical supervisor, authorized signatory, testing / calibration personnel) and whether the respective requirements are met after such changes;

	2) 
	Facilities and environment
	· Whether the requirements of the criteria and application instructions are satisfied;

· Whether the testing / calibration needs are satisfied;

· Whether there exists any lease of environmental facilities;

	3) 
	Reference standards
	· Are standard or non-standard methods used as basis of testing / calibration;

· Whether there exist any invalid standards; Reasons shall be explained for recommendation of accreditation if there exist any invalid standards;
· Verification of standard methods and confirmation of non-standard methods (for initial assessment and extension of scope);

· Status of follow-up for testing / calibration methods.

· Upon surveillance assessment and reassessment, information about verification / confirmation of changed methods by the laboratory and whether the respective requirements are met shall also be included.

	4) 
	· Important instruments and equipment
	· Whether the testing / calibration needs are satisfied;

· Whether there exists any lease or borrow of equipment;

· Whether equipment is verified before put into service (applicable to initial assessment / extension of scope or addition of equipment);

· Upon surveillance assessment and reassessment, information shall also be provided on whether any changes are made and whether the respective requirements are satisfied after such changes;

	5) 
	Measurement traceability and in-house calibration
	· Whether the measured value of instruments and equipment are effectively traceable (and satisfying the requirements of CNAS-CL01-G002) and what methods are used to assure the accuracy and reliability of measurement results when not traceable.

· Whether in-house calibration is implemented.

· Whether the related requirements are satisfied during in-house calibration to assure the accuracy and reliability of testing results. Methods and results of confirmation of in-house calibration competence.

	6) 
	Situation of quality control (for items / parameters applied for accreditation / already accredited, including internal and external quality monitoring and control)
	· Internal and external quality control actions taken by the laboratory and their scope of coverage as well as methods / products / items / parameters applied for accreditation / already accredited;

· Evaluation of the effectiveness of quality control actions.

	7) 
	Description of the methods of confirmation of technical competence
	Ticking the right choice based on reality and including detailed description of the method of confirmation as adopted when “Others” is chosen;

	8) 
	General introduction of the scope of confirmed competences (including items / parameters not to be confirmed)
	· Whether all or part of the confirmed competences are recommended for accreditation;

· Testing objects / items / parameters (measuring instruments / measured or others) not to be confirmed and reasons of not recommending for accreditation.

· Descriptions of changes of accredited competence (e.g. adjustments of testing objects, restriction scope, and measurement uncertainty)

	9) 
	Others
	

	a)
	Evaluation of the effectiveness of corrections and corrective actions taken to the nonconformities found in the laboratory during the last assessment
	· Number of nonconformities found during the last assessment;

· Whether corrections are implemented; whether the same nonconformities still exist and, if so, how they are to be handled upon this assessment;

· Whether the corrective actions are effective if implemented; whether similar nonconformities still occur and, if so, how they are handled upon this assessment;

	b)
	Use of accreditation logo by the laboratory (including use of ILAC-MRA/CNAS combined logo by the laboratory)
	· Whether the laboratory uses the accreditation logo on the report / certificate;

· Number of reports / certificates reviewed;

· Status of compliance by the laboratory with R01 and whether any noncompliant use of accreditation logo or statement of accreditation status exists;

	c)
	Situation of the laboratory in terms of maintaining accreditation and abiding by accreditation rules
	Whether the laboratory complies with the requirements of RL01 in terms of report of changes and fulfillment of obligations.


3.2 Table 2: Authorized Signatory of the Laboratory Recommended for Accreditation
When an application is submitted for extension of scope involving standards / methods / specifications taken as the testing / calibration basis, the corresponding technical competence of the authorized signatory shall be assessed simultaneously. After a recommendation is made, “Changed scope of authorization” shall be indicated in the “Remarks” column.
3.3 Table 3 and Table 4
Descriptions in Table 3 and 4 as attached shall comply with the requirements of CNAS-EL03 and about the description of competence of the corresponding schemes. In addition to the requirements in the instructions on table preparation, attention shall also be paid to the following aspects:

3.3.1 Descriptions about the leased equipment / facilities, on-site tests, invalid accreditation standards shall be included in the “Notes” column.
3.3.2 The “item / parameter” code shall be considered with priority when determining the “field code”.
3.3.3 Repetition of contents shall be avoided in Table 3-1 and Table 3-3.
3.4 Annex 1: Checklist
3.4.1 The following assessment information shall be provided in writing:
a) Status of follow-up of the latest standards and methods by the laboratory;
b) Status of confirmation of non-standard methods (if any);
c) Handling of complaints;
d) Appraisal of uncertainty;
e) Information on use of IT system;
f)
 Actions to respond to risks and opportunities;
g) Information of internal audits (for surveillance assessment and reassessment, only the records of internal audits carried out since the last surveillance assessment or reassessment shall be reviewed);
h) Information of management review (for surveillance assessment and reassessment, only the records of management reviews carried out since the last surveillance assessment or reassessment shall be reviewed);
3.4.2 The nonconformities and observations shall be able to match the relevant contents in Annex 5 and explanatory notes shall be provided on the inapplicable clauses.
3.4.3 When any nonconformity is identified with the requirements of the application instructions, a nonconformity regarding the specific clause of the application instructions shall be raised. In the meanwhile, the judgment based on CNAS-CL01 shall be N and “See CNAS-CL01-A((( (.(.( for detail” shall be included in the “Assessment Note” column.
3.4.4 The members of the assessment team shall provide information on the assessment of elements they are responsible for and hand over such information to the team leader for summarization and preparation of the Checklist of Basic Accreditation Criteria, which shall be affixed with the name of the team leader and the respective assessor (printed name is acceptable) and then uploaded to the business system.
3.4.5 The Checklist of Basic Accreditation Criteria completed by the assessor of the corresponding scheme shall be affixed with the name of the assessor (printed name is acceptable) and uploaded to the business system.
3.5 Annex 2: Assessment Records of Authorized Signatories
When the assessment content is “No” or the recommendation opinion is “not to recommend for the time being”, details shall be described in the “Issues requiring explanation” column.

3.6 Annex 6: Opinions on Acceptance of Corrections
3.6.1 Acceptance of corrections of nonconformities shall, in principle, be carried out by the assessor who raises the respective nonconformities before such corrections are summarized, reviewed and confirmed by the team leader and this table is prepared.
3.6.2 The nonconformities shall be accepted one by one and opinions of acceptance shall be provided. If the acceptance result is not satisfactory, no recommendation shall be made.
3.6.3 The final opinion of general acceptance and recommendation shall be made at the end. Explicit explanations shall be made in case that the technical competence is found nonconforming and unacceptable, i.e. there are changes to the related technical competence (Table 2 and Table 3). 
3.6.4 The process of acceptance shall be described if any corrections made by the laboratory become acceptable after more than one acceptance inspection.
3.6.5 Opinions shall be provided on the explanations or corrections made by the laboratory regarding the observations.
3.6.6 An explanatory note shall be provided if the laboratory is unable to make the corrections on schedule. 
3.6.7 An explanatory note shall be provided if the acceptance inspection is not implemented on schedule on account of the team leader.
3.6.8 An explanatory note about the results of on-site acceptance shall be provided in the event of any on-site follow-up acceptance.
 Annex B:

Requirements on the Assessment of Energy Star Testing Laboratories

1. Purpose and scope:
This document is applicable to the assessment activities of laboratories applying for Energy Star testing competences.
2. Assessment process
2.1 Document review
Energy Star assessors shall carry out preliminary review of the application documents of the laboratory to check whether the special requirements of CNAS on the accreditation application documents of Energy Star laboratories are satisfied.
Attention shall be paid to the followings during review of the application documents:
1）The Energy Star testing laboratories applying for accreditation shall prepare their application forms according to the instructions and the standards for which the laboratory applies for accreditation shall be the latest effective version of the standard involved in the Energy Star Program (which may be downloaded from CNAS website link to the USA EPA website (www.cnas.org.cn); If the Energy Star standard is updated by EPA prior to the on-site assessment, the laboratory shall be required to submit documents related to standard changes as soon as possible and the latest version of the Energy Star standard shall be confirmed where possible prior to the on-site assessment;
2）Methods and standards involved in the Energy Star Program are completely covered within the scope of testing competences as applied for accreditation;
3）The completeness of the correspondence list of Energy Star testing methods and work instructions provided by the laboratory.
4）Proficiency testing participated in by the laboratory satisfies the relevant requirements of CNAS and EPA.
2.2 Planning of on-site assessment
2.2.1 Upon initial assessment, extension of accreditation scope assessment (including accreditation of additional contents in a change of scope) and reassessments, the assessors shall confirm all parameters involved in the assessee one by one and, where possible, by means of on-site tests.
2.2.2 The assessors responsible for assessment of Energy Star competences shall be aware that the Energy Star testing competence applied for accreditation shall be described in a separate page when preparing Annex 3 of the assessment report for on-site assessment.
2.3 On-site assessment activities
2.3.1 During on-site assessment, the assessment team shall carry out the assessment in accordance with CNAS-CL01-S02 Accreditation Scheme for Energy Star Testing Laboratories and fill in the checklist for Energy Star testing laboratory management systems.
2.3.2 Upon on-site assessment, attention shall be paid to the testing experiences of laboratories applying for accreditation of Energy Star testing competences and review the relevant records and no accreditation shall be granted in any one of the following cases:
1）No testing experiences are available;
2）The accuracy and reliability of testing results have not be evaluated and confirmed;
3）No quality control is implemented.
2.4 The assessment team shall give timely feedbacks to CNAS and EPA about any technical problems found in the process of accreditation for further clarification or interpretation about the Energy Star testing standard.
2.5 The assessment team shall report to CNAS Accreditation department if the laboratory requests for change of standard after on-site assessment. Normally, no change shall be approved unless reconfirmation is conducted.
3 Requirements on preparation of the assessment report
3.1 Main body of the assessment report
CNAS-CL01-S02 shall be clearly indicated as the assessment criteria in the “Application Instructions of Accreditation Criteria”;

3.2 Attached Table 3-2
3.2.1 The testing standards (methods) shall be determined according to the EPA requirements of Energy Star products and their testing methods and methods to be adopted during the actual tests and shall be of the valid version at the time of assessment;
3.2.2 If reference methods and standards are available in the accreditation standard, the reference methods and standards shall also be accredited; if the same standard is quoted for different products, it shall be described under each product category;
3.2.3 When no testing requirements are involved in some parts of the ENERGY STAR testing standards and the testing methods are specified only in certain sections or clauses of the Energy Star testing standards, it is not allowed to indicate “All Items” or “All Parameters” in the “Item/Parameter” column. Instead, specific testing parameters or items shall be indicated, with the clause or section number of the testing standard indicated in the “Test Standard (Method) Description and Serial Number (including Year No)” column.

4 At the end of work record review, the assessment team shall submit the checklist of Energy Star testing laboratory’s management system, the laboratory's application form, the correspondence list of Energy Star testing methods and work instructions and assessment report to CNAS accreditation department in a package.
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