O Initial O Unannounced Full/Partial mllow-up [ Location Change O Investigation [ Other

SUPPLEMENTAL REPORT OF INSPECTION
Name of Program/Provider: C[F C / HSNFC Hood Stard ﬁf?}ram Date: ‘// 8/4?;1 Time:_/0.35

Location Address: 37 Fpster St.  Dan Au{u Telephone #: 203 743- 3993
e

e-mail address: scotfr @ cifec. orq License #: 1 4] Expiration Date: HZQo[l%
= 4
Capacity: 2(0/* # of Children Present: [ iﬁ # of Staff Present: 3 i *

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: _f /o w-up o ks kja how  2022-200

Observations/Corrections needed:

V5 / 19a-19- 4Q(C,YU:>(D§ Sﬁpﬁins: supervision ’041244/37/ wes 10
__QampﬂAa__émM Yhis re‘/qua,ﬁ;m at tims  of /hs/pﬂr/;zzm -

@ 19 - 79 - 3a(d5(5>(C3 Administration , im?\zm;m{- Po,fc)ll L
indpor / outdooy 5u?uv]s\}m — unable o Substandiale Yhat

shutt  Ard  not b llow Ino//a,/ of cﬂLm»L/'era children and

prsvadly sweep playaround bz/pr{ lavirg _area .,
J 7 / rd J

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

Operators/providers are required by regulations and statutes Signature: QM @%
to be in compliance at all times. \ (0EC Repre niative)
Print Name: A) :
CORRECTIVE PLAN SHALL BE RETURNED TO . 13
OEC BY: K/l A . Slgnature ‘

(Person in Ch
Print Name: ?c*o-(’\ Sra.rgfé\'




