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

SUPPLEMENTAL REPORT OF INSPECTION
Name of Program/Provider: _Daman.s POOU Mo

Date: W\zslzzl"lme e 5749
Location Address: 224 Willloumn Styeet West gy N Telephone #: 205 0"}‘5 3‘-"?%

e-mail address AQIY\OX\SPOOU a5 @9 mm\. CoM  License #:9729 @ Expiration Date: /% 3123
Capacity: ©+3  # of Children Present: _LT' # of Staff Present: l

Consent to Inspect

I agree to allow the Office of Early Childhood to have access to and mspect this facility and all
Family Child Care Home  child care records as required by Family Ch

I%Ié'are HoOm
Provider/Applicant/Substitute’s Signature

Purpose of visit: (!““!hl (AD lﬂsﬁ)echon ‘O\)b\ll- %6\@( Ju&f)

Observations/Corrections needed:

QNly_ong infant Present ha\cu.\ Not sleeping .

— No wvolaions oboseried - >

S

Signature:
i d statutes
Operators/providers are required by regulations an

c /
topbe in compliance at all times.

D TO . :
CORRECTIVE PLAN SHALL BE RETURNE Signature:
OEC BY:

= ine (if applicable)
N iated p = Pending (i

i NS = Not Substantiate
= Substantlated I

Print Name?

Print Name:



