O Initial O Unannounced Full/Partial lﬁ'follow-up O Location Change [ Investigation [ Other

SUPPLEMENTAL REPORT OF INSPECTION

Name of Program/Provider: £ LC Wi liam i Date: Clllf[ LQ Time:_/(L/_-?/
Location Address: /G5 Hyllandale Ave Stamford Telephone #: 203 94 7- £ 700

e-mail address: ¢ H&Q rravese (@ cde staniford. org License #: /5 34(> _ Expiration Date: _7/3//2.5
Capacity: 3 ﬂ} # of Children Present: 3&[ 2 #of Staff Present: 3D *

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: Ellow'ulp /Gr /nv‘(\s—//}mlwn 9D<=725 N 4/?/-’79-

Observations/Corrections needed:

@ [Qa-19- 5&(&\ ‘h’\P’/h{ﬁn'{' 'Dn':cJQS = 2aft LGid o £l
Fhmmm's drlsu}‘a\n‘nz R0 lfrul when  she  was  observed 4o he
‘Dullmg o child up G’l)m Floor bﬁ his arms | and _whin

she ?ku‘sicattba PuJI/rl chitd off of anether child and ar'c(d.fn‘lnl(gl
carathed  child's face .

@ G0 -79- Bala)  ensiive kmb‘—hfsaﬁiu — unahl fo  subsdantiade
o violabion  redaed 1o mswfmo. MM+SaEE4

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

)
Operators/providers are required by regulations and statutes Signature: - %

to be in compliance at all times. {OEC Repr ese/ﬁalzzj
Print Name:
CORRECTIVE/PLAN SHALL BE RETURNED TO Q M
OECBY: |0 I 3| 0220 Slgnatur{r
J . (Pelson in Char, ge‘r/
Print Name: YY) (W &]{ =

_



