O Initial O Unannounced Full/Partial O Follow-up O Location Change O Investigation [ Other__
SUPPLEMENTAL REPORT OF INSPECTION

Name of Program/Provider: V\)g}ch Me EIDV\/ &a;lmarp Date:ﬂ//r/.l,/ Time: -3

Location Address: |34 [(Me.bhs Hill Rdd  Stanford Telephone #: _2p 23 /- 2615

e-mail address: nclylle wudelell @ (,f/, hoo Copn License #: 3()(02.]  Expiration Date: 113_/_,25:

Capacity: |2 # of Children Present: 7 # of Staff Present: z

C ons.ent to 'Inspecr 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.
Provider/Applicant/Substitute’s Signature

Purpose of visit: ) puy- up mveshgq{—mn 2021 =152 on IO[ZZ/ZI

Observations/Corrections needed:
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/\M

G _19a-79-Ha (e)(1) Shithng, medical skalimnt - three
Staff require @ mealical torm cslmwrftja . AR

Ip}t 1,15/ cul  2Xamina Hopr -

() 192-719- 2a (42D (B) Licensure [omag(ures s lacling Stits mants -
Operator grovided false documeatation tor Covib-19 vaccination
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oh 10[az)21 For two Staff and three physials for Staff were not

" 6@ . <
S — Substantiated NS = Not Substantiated P = Pending (if applicable) Vd Iid ;[Brms,\ ﬂ a P/\j Sician

Operators/providers are required by regulations and statutes Signature:- A %/
to be in compliance at all times. [ . (GEC Repr, fée” Lative)

Print Name: aren H cks

CORRECTIVE PLAN SHALL BE RETURNED TO .
OECBY:_Ajpy. /5, 202 Signature:

Print Name: M@M




