O Initial O Unannounced Full/Partial [ Follow-up [ Location Change [ Investigation [l Other e oy o -
SUPPLEMENTAL REPORT OF INSPECTION
Name of Program/Provider: Montessori Schoeel on Edgewood Date:‘l’éﬂl_?/ Time:_9:30
J

Location Address: 230 Eglje wo o d Ave New, Haven Telephone #: 205 17 2 2 2 10
License #: 274 _ Expiration Date: {[30/25

e-mail address: ¢ malm @ shet: net
Capacity: L/ Y #of Children Present: 24/11  # of Staff Present: 0. A

Consent to Inspect I agree to allow the Office of Early Childhood to have access to and inspect this facility and all 1

Family Child Care Home  child care records as required by Family Child Care Home Regulations.
Provider/Applicant/Substitute’s Signature

Purpose of visit: Im,'gs{'\?\)a"’iun 2022- 1026

Observations/Corrections needed:

@) 10a-19-54(a)(2> child health cocorrl= ohserced medical form i ble-

@ 196-19- 56\(&3(730'5\ indwidval plan of care - oo('m’rz)r Guiled 1o hawe
4 Dlan of care for child with seizures which was docvmonkd on
“his wuzd\m\ forn and intake form ugon enr lment: -

@ 194-19- 60((1\(33(/*\ incident rooor{ - observed incident rwor+ for

medical e,alsodi in file .
@ 19a-14- SQ(d\(Ll\(A\ Medical eragraency plar nmolemm'f(d OlpuaJrOr
fau\ﬂﬂ Yo eall V) -in ~Ah¥ event 0# o medical unu‘gm% as

stazd in theie FO\"Cf‘J'
@ [Qa-19- 2a(d) Statf trained on Doh‘u‘es» oPerrdvr ?mvrdzd

euidince of staff trained en program policies -
@ 14a- 19~ da(e)(2) | t aid ﬂlmld Sw\a:FF prasen't
@ 1I9a- 19~ 4&(#3[73 Writen verification Of’ |+n.<:0 Mlnlnq on sile

2 @ Substantiated @: Not Substantiated P = Pending (if applicable)
Signature: MM Hhe ks

Operators/prowders are required by regulations and statutes
(OEC Re, esentanve)

to be in compliance at all times. (M\/
CORRECTIVE PLAN SHALL BE RETURNED TO Signature: ﬂﬁa W
OECBY: _Il/& z%&% s (Person in Charge)




PAGE _,_L;
SUPPLEMENTAL REPORT OF INSPECTION

Name of Program/Provider: Montessori Scheol on Edgﬁ! ol License # l(yz"l‘_-{ Date:i&bfdﬁ

Observations/Corrections needed:

' &LW—‘MQ\OYI}\P&HHDn for G]DeciaJ vaodication authorization=—
\Qmmﬁ)r failed o have a sFectcd oedition for a child with

S

\0\ Seizure dlajnosis on_ his ma_d\ml form .

Q 19a-19- 3&(61\ Ensure health safd-u and comfort of child =
ODUmLOr Lailed Yo ensure l’\uLLH/\+ 5aFc+u o a ehilel whent

D ku admitted a_ child_with q qlocaa} l’\ld(\l'b_‘[ﬂ}_‘-ﬂwt—/
wﬁrhad' h&vma a o\an of cure. laégeetal #ammﬂ_fal:—m—”’

steff. and d\d no+ have raqunrad w»edncuﬁm__an,_,jé‘k’

S = Substantiated NS = Not Substantiated P = Pending (if applicable)
Operators/prov1ders are required by regulations and statutes Signature: %@ﬂ. %”7{

/( (OEC R, iesenlanve)

to be in compliance at all times.
Print Name:

CORRECTIVE PLAN SHALL BE RETURNED TO Signature: ﬂﬂ //)@/

(Person in Charge)
OECBY: ! /(ﬂ/ Bl R, Print Name:_é@éég;mim_‘




