O Initial O Unannounced Full/Partial dAFollow-up O Location Change O Investigation [ Other
SUPPLEMENTAL REPORT OF INSPECTION
Name of Program/Provider: TovndaNhs for (Lowning gf &lasunbu Date: 11| 22124 Time: {0«
>4 =4

Location Address: 106 Gyriswola S-\-: (ykm‘\bnbuy_\) Telephone #:  8loO 430~ (LS

e-mail address: _ Qndeta QY INEOUNAUR XY fyr wavning. License # 704WS  Expiration Date: ugilznlu
(6l

Capacity: C\O\@L # of Children Present: D2 #of Staff Present: 12

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.
Provider/Applicant/Substitute’s Signature

Purpose of visit:  TONOW-VP 4o 1 0{S|2!

Observations/Corrections needed:
| | gcal neatth inspection: 6LV
2. New emplayee ovienration: OK‘/
lo. staff phycicons /[TB test: QW ~ ypdate D state furm
2S. Brsy Ad certif cates: OKVY
206 Health conguitoat (onfact: QKY
M- AVMorized relecse permissian: OKY  *podade Lvguage
38-__Core pians: GKY
6. hoaordovs gvlostances: OKY
94- Topical permissicn: OKY
102 AMmoviwa presinier permiGion: ok’
125, Avternate g\eep posihon @ OK V aosevved pedated language
120. crib haords: OK VY in complion ot this vt
1A0-14-30 - 0kY _goseryed vactinedion recods gn AL

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

Operators/providers are required by regulations and statutes Signature: f,UJ'l V\MOACJV\*

to be in compliance at all times. (OEC Representative)
Print Name: ‘ \

CORRECTIVE PLAN SHALL BE RETURNED TO
OEC BY: N\ Signature:

(Person in Charg
Print Name: Abd QRIS E%Q Q




