O Initial O Unannounced Full/Partial ‘ B Follow-up O Location Change O Investigation [0 Other
SUPPLEMENTAL REPORT OF INSPECTION
Name of Program/Provider: The Goddard §chool - & O\S?OthVH} Date:mm Time:_LO:__O_S
Location Address: 208 Eastern Biva, (’)’\QS’M‘O\}YJ Telephone #: 6(0@ @33-9%00
e-mail address: »Ql_();_t\_hbugC“‘ K 300{ dovd Ja’\(();%‘rsn License # 10723 Expiration Date: §]31]25
Capacity: [1@}_51; # of Children Present: __8_‘0_ # of Staff Present: _ILQ__
| Consent to Inspect 1 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.
z Provider/Applicant/Substitute’s Signature NAa

Purpose of visit: F“\\ON’OD o 1'\3'1\

Observations/Corrections needed:

1Ga-19-3(d)(5)(D) “Nap svpervision- gocerved infant nap ruam
Sopervigion poliy not followed when gates were ciofed when
2 infonts wWere asleep in nap room

|]qa-19- IO(c‘)(Z\‘Romo- onseried cnild not yer 3 years old in raho
ot 1'8 wimowr ransificn _permission  pagerwork dn e

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

Operators/providers are required by regulations and statutes Signature: 81111 ng hA
to be in compliance at all times. (OEG Representative
Erin WA G

Print Name:

CORRECTIVE PLAN SHALL BE RETURNED TO
OEC BY: S| 20| 202\ Signat PN
(I‘ersorit.m (&

. 74
Print Name: __(_ e, Sbs 2 exsaw

N




