O Initial O Unannounced Full/Partial [ Follow-up O Location Change [ Investigation [ Other

SUPPLEMENTAL REPORT OF INSPECTION

Name of Program/Provider: <Synshine Fres choo/ Date: 8 /& /2] Time: /0 ! /D
Location Address: 2¢ ,4%5; wr St Telephone #: 203 SlpR - 58"/0

e-mail address: SUHSL\ he Fy gac L\ ] @jmm’). CUrm License# [b( [] Expiration Date: 7/30/2=
Capacity: 39/28 #of Children Present: 0? L5 # of Staff Present: z
i Consent to Inspect I agree to allow the Office of Early Childhood to have access to and inspect this facility and all

Family Child Care Home  child care records as required by Family Child Care Home Regulations.
l Provider/Applicant/Substitute’s Signature

Purpose of visit: //1 Ves 1&{ 54 g f;‘on 202) - ’/J/@

Observations/Corrections needed:

Pic: Rachael ydson

@> [9a- 77 - 3ala) Aoministation _ensure 54@@,/1«(1;%1—
de/f/e/fapmf ot _phildren in _care
Unable o subsdanhyle +hut 0170’07107’ fesled o _clan | disindect
Space or Lasled 4o indorm Jvar{/l‘fs//wa/% G/e_,ﬂll' of g;{;zlysDM-
Akt
@ [9a-179- 10(3\(5\ Unler three €n0{of$eknan‘f‘r
slaelo O,rmnja,mmt\ Olrxra#w foiled 4y ksep
Gas '\'m.omrﬂ AL.me out of crih nlt,urmj nap
mLm ong nmcan‘l’ was  ohserved o he weaking
\Icvowx nap with a  cloth bib aroond $he he‘rjli‘

S = Substantiated NS = Not Substantiated P = Pending (if applicable)

Operators/providers are required by regulations and statutes Signamrd/ %)/

to be in compliance at all times. ﬁ C Repres uazﬁ
Print Name: :

CORRECTIVE PLAN SHALL BE RETURNED TO WM /E/’
OEC BY: / 9 l ﬂ?,ovj,g Signature:

(Person in Cha
Print Name: Q\ab nhael %0130 |




