Omhital 0O Unannounced Full/Partial [ Follow-up [ Location Change O Investigation O Other
SUPPLEMENTAL REPORT OF INSPECTION
Name of Program/Provider: _Heautl Neiahbhor hoad  House. Date: 12/3 Time:_9.' /O
)

Location Address: _5 2 (xorac E Piokins Wau  [Apt. Telephone#: 202 345- 2052
J I —7=4
e-mail address: b bu rqos K L‘nhon[ma . org License #: 7035%(p _ Expiration Date: 11231 JJIS-
J - ),

Capacity: 372/$5 # of Children Present: /52 # of Staff Present: ‘ﬂg .y

Cons.ent 10 Inspect L 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: invesh‘sa hon  2021- 859

Observations/Corrections needed:

s Hm bor Burﬁos-

E) 9a-19 -2a () Administration  ensure sa (d‘b« healdth and
/)le,Veln‘onun*' of children - ofocmjur failed o ensure healdh of
a_child when program did _not communicale. special
rl\‘bl—anj neecl 10 proper staff  resiltin g in 4 child bzcomir‘lg
M due 4o mgesi«'ng milk] dairy foods . Evidence _of

o chciaJ dld'arg need was Presmkd 10 program on

n)m-!u but Yo - inlprmmadion aass wik " aoded cnpr camndi]

n)bO!lL

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

Operators/providers are required by regulations and statutes Signature: ‘ﬁ‘%& %\_/

to be in compliance at all times. . (OEC Repres 74::1 five)
Print Name: '[/g{/‘m Hicks

CORRECTIVEIPLAT SHALL BE RETURNED TO

OECBY: Signature

(Person in rge)
Print Name: H-ﬁ( gb [ch' N




