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

SUPPLEMENTAL REPORT OF INSPECTION

Name of Program/Provider: Styon G Start Eﬁu’[té Care +  Ed (gaﬁ;ﬂpa’ce: i1/ 7[R Time: 9:55

Location Address: 50 (Du arry Rd. Trumbald Telephone #: 203 5/ - & 5/5/,7

e-mail address: hristna @ «o 5-&0?? start Coryy License# 102 3|  Expiration Date: 4/30 125

Capacity: |55/72 # of Children Present: /2 (p # of Staff Present: o / .

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: ['r\VasFﬁchrmn 2022- 90 ~— (S‘U-(rL{)u/'t

Observations/Corrections needed:

@ [9a- 19- 3ald) - lm{)\mwn{ + annmh&)\ roulew loolm'as—
UWnable 4o substantiate  that  staff failed 4o followo ’Pob'(JGS
rcﬁcwimg infant fudirbq . Botte was laheled . Staff have
been trained on ,ooh‘u'es;

@ 190- 19 - 3ala) Fnswre hoaldh + safds of children - Staff
failed 1o ensure  heolth + safc%)u of an infant when babj
was Ped  wron q bottle.  con *‘1"”,"’{3 breast milk.

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

Operators/providers are required by regulations and statutes Signature;/// G%/@/

to be in compliance at all times. EC Repre enranve)
Print Name: Z/7 ﬁ’/ K S

CORRECTIVE PLAN/SHALL BE RETURNED TO
OEC BY: [l,;ZI/ 3 o2 Signature:QDﬂAu@ MQ\ (M‘-QE/\

(Person in Chgre)
PrintName:( klk],ﬂ (A '\_’EELSQ m“ A




