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

Name of Program/Provider: C | F¢. /H SNFEC Head Start Pr03 i nN Date:_‘-[]_:_j_z_?—, Time:_/[/ 30

Location Address: 371  Fpster St. Din L,urbl Telephone #: 203 143~ 3995

e-mail address: Scsttr @ cife . oca License #: |lolp4| Expiration Date: L’ZZ_OZH
- =,
Capacity: 260/40  # of Children Present: | ]2 # of Staff Present: 55 3 +

Consent to Inspect 1 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: [y e S{*I‘(ja bon 2022- 200

Observations/Corrections needed:

@ 19¢ - 79- 3Q(d)[5)(c) Administration , indoor + outoor

N

SUr‘xxvis;of\ Foh‘uj = P,n‘dmﬁ rnm:r-,‘ihkm op inferviesass

@ [da-19 - Ya (c)('—@( ) S-l—al:f—mﬁ/ suF(rvfsfon - n,DCI‘cL)LOF
‘ﬁm\ui + SUpervise children  at oll +imes  when a
child wus left on 'oladbxﬁrnunr/ for aprox. 3 minules .

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

Operators/providers are required by regulations and statutes Signature: M G%/E/

to be in compliance at all times. \ ©0EC Repres htative)
. . Print Name: ] H/ [kg
CORRECTIVE PLAN SHALL BE RETURNED TO . ﬁ g

OEC BY: 7] 34),;;.. Signature n Y &

(Person in Cha ge)

Print Name: ~ S' N
NI9™Y




