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

Name of Program/Provider: (\(‘\d{/@a_;—e Lf?&fnmg CW Aglva”}
Location Address:\A L2 BeAun Rd, Ceomweld [ CT Telephone #: Y0 ©I3—0 @3
e-mail address: mgq O c\omu\{%@ bf‘d@/@re LOM License #: i’§‘53‘| Expiration Date: l(‘QQ[&;@q

VeI
Capacity: WA # of Children Present: (03 # of Staff Present: |

Date: (28 \"}é-Time: Q.33ah,

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 Reggl[at'ons.
Provider/Applicant/Substitute’s Signature

Purpose of visit: Sp \Q . WCDQ lf\O\( OLOA—"' P IO(/J

Qbservations/Corrections needed:

) o~ 3 (YD pdminishad on - Genpal cpradhing pollcies—
Jrcidend (Cporhing = — T et et dJPJ\C? $o Sw‘rﬁ%a/ﬂ“ai{
HRaot e Ve TR0 m-@vt\/w‘ Ao dotetined ond  addess (onceras
ck & (‘\m\o\ o\f\m{o\\q v\’{f\rfo‘c"Mlm onedne Cladd, Ocgerurdl
oo dend ceonct and doctumardedion.

3 a4 3 UXKIED Mdminsiredion me—%m aliude ov Nealect
MinSrzesen \Leerned of a&eﬁor\oc LA c;La/\4 =
aceacred (5 oroniing acse. st adiminShadicn deuledd
(‘D.Dmdr WG gt o DC( Lodtn Fe 1D e nerdated

Cc,ouﬂl’tm Hvedame,

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

Operators/providers are required by regulations and statutes Signaturé:
to be in compliance at all times. epresentativ
Print Name: i

CORRECTIVE PLAN SHALL BE RETURNED TO ! GE—
OECBY: S\ 2o Signature;

(Pefyon in Charge)
Print Name: (Qagﬁ




