O Initial (8 Unannounced Full/ O Follow-up O Location Change O Investigation [ Other

SUPPLEMENTAL REPORT OF INSPECTION

Name of Program/Provider: _Bﬁgm Podn - Héorn e Date: \\I'L\\]—LTime: ﬂzo
Location Address: 1149 _Hewron AV, s T\)n\OUY_\;j Telephone #: (?(00)450 444

e-mail address: YWN O\ medy o ona| PION Lt COM License #: 052 Expiration Date: wl3olZ3

Capacity: Eas # of Children Present: 33 # of Staff Present: 5

Consent to Inspect I agree to allow the Office of Early Childhood to have access 10 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 NIA

Purpose of visit: __ &YW Size Paviial

Observations/Corrections needed:

GYoup size In cogmpuonce at mis hime.

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

Operators/providers are required by regulations and statutes Signature: 78%p WUJ\SM

to be in compliance at all times. (OEC Representative) Er in YWQ ( 31(1‘\'
CORRECTIVE PLAN SHALL BE RETURNED TO signature: AL AL (@2@_

OEC BY: N \A (Person in Charge) -

Rachel Roso



