O Initil O Unannounced Full Partial M Follow-up O Location Change [ Investigation [ Other
SUPPLEMENTAL REPORT OF INSPECTION

Name of Program/Provider: (yyiec Acagemy of Leaminﬁ Date:Q[Zﬂ]L\Time: {2:00

Location Address: 140 _Plainvinie AR, FaymingToN  Telephone #: 80 470~ 3130

e-mail address: Ymy o1} €O License # 193 Expiration Date: _4130/2.5
Capacity; _HQJ_B]_ # of Children Present: $84  # of Staff Present: I7

% Consent to Inspect { 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.
i Provider/Applicant/Substitute's Signature N\ QG

Purpose of visit: _ TRlign-up To 811412

8¢

Observations/Corrections needed:
L. Local health ihgpechon® OKVY
2> Oirte training - pending. Direcbr will tnrit| 4 notfy GEC
2. consvont convact' OK Y
35) core prans: 1 allergy cove plan not  Gbserved
'7vC.. hazardovs svostances : OKY
BG. CO Letechr: OKY
102 . madicotion avthorizations: 0KV
[0Y. pypired medications: 0KV
140. unidvekd bortus: OKY
@-74'5a£@’wxwto\ 1 Headmng sTAFf feeding an infort
NANQUT Weawing A mosk

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

Operators/providers are required by regulations and statutes Signature; &U’) UL LG A
to be in compliance at all times. (OEC Represensative)

Print Name: Er ! gh‘?'

CORRECTIVE PLAN SHALL BE RETURNED TO :
OEC BY: )O!\ VA Signature:

Print Name:

7. (Person in{Charge)



