O Initial O Unannounced Full/Partial m’{ollow-up O Location Change O Investigation [ Other

SUPPLEMENTAL REPORT OF INSPECTION

Name of Program/Provider: A\l Our Chhi\dren  Acucle m«ﬁ Date: I[ i1[&3 Time: §.20

Location Address: 514  (Drcharel st. Newo Haven Telephone #: 203 848- 089|
e-mail address: escelenahorr < @ fonncas t£. net License #: Z()i57 Expiration Date: | in s

Capacity: 70 4O #of Children Present: 22 # of Staff Present: D T

Consent to Inspect 1 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: ﬁ)ljow--ut? for co mm.hyrnj on o1, 1ozo, 1]z, 11]28

Observations/Corrections needed:
@ {9a- 19 IO(CVZ) Under 3, ratios
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(N“_Q 19a- 19- lO(c)("b\ Under 3. 4qroup size
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\_f:’f/ (9q- 19- "MCCB(L/XCDB Su‘parvfsfon
(NS) |99 19- 10(33 Sleep /ercuxjermn+3

Qeﬁulaiorﬂ dems  were  in mmlp){anca witlh at this yisit .

CO Mom%ormj; @llouy wp
@Hem 4 - docurontation of administrative duties ohserved.
@ e 19b - documentedtion of adminishrador's howrs  was mwm,p?éfc,

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

iy |
Operators/providers are required by regulations and statutes Signature:< AM 3‘4 /47(
to be in compliance at all times. I (OEC Rept esenranve)

Print Name: Karen Hicks

CORRECTIVE PLAN SHALL BE RETURNED TO
OECBY: [1/25/93 Signature: 4
/ &5 O \(Per 'son in Charge)
Print Name:(_ St \’u\r.» ‘( M) D




