O Initial O Unannounced Full/Partial O Follow-up [ Location Change Eﬁestigation [ Other
SUPPLEMENTAL REPORT OF INSPECTION

Name of Program/Provider: K/, ndercare  Le Cernﬁ Centers Date: IZIQ’LZ_% Time: ) ¢ 2 5
Location Address: | T1ra p Falls Rd. Shel+on Telephone #: 0B GYY- O/O{/

e-mail address: _slwe Uon@ kindercare . ¢omm License #: ((, 02/  Expiration Date: 3/3//2¢
Capacity: /-4 [VQ% # of Children Present: 5% # of Staff Present: |2~

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: |nyzs #ja tion 2023~ 4o S /Fn/ﬂcw‘

Observations/Corrections needed:

@ 90-19- qa(b\(IYA\/ Staff tuined in medication adminictmbion —
observed  slocymentatim  of trecining .

@ [Ma-T9- 4485 Welten crder .u! permissions— obserwd docvment.

NS 1%a-79- 9a(B)3)(D) Parents notifiod of med ermr- documented.

?% 19a-19- da(B)(4)(A) MAR roritin ink ink- confirmed

S 19a-19 - Aa(BY DB Y vii) Dosage , 5|‘gnad'ura, documonkel-  staff
Qn'\od o documont administmtion of  pedication on MAR
gCler admnm‘gkrmg a dose ol albudersl.

(©2) 0a- A-9a(BY(DE 1) = medicabtion exror docomorkd- observed

@ Ma- 19-5ala )(2) LE\ lndividucl P]mn of care - lo’ar\ of care
e cild w| asthma wes  not s\‘ﬁnal bj ataff résFons{ble

or  child's  oare
@ qu74-5a(d\(7>(bs IW\{)\?WJ’L‘(‘ m;zdfmhion‘ ioollctj—— Stabf Qu'led

Yo record  meclication adminishation _{mwrll‘akg affey 0{051'13
chilel . Fanlore do  docoment resulded in child  receiving  an add rHora/

S ‘coctio sooh .
@Substantiated @bNot Substantiated P = Pending (if applicable) dose of nraecication too

Slgnatur%i A %/%

(OEC Reple mame)
Print Name: Kﬂfé Vg, Hick<

CORRECTIVE BLAN SHALL BE RETURNED TO !

Operators/providers are required by regulations and statutes
to be in compliance at all times.

OECBY: _22|R A Signature:
il M Cézm(g)e)

Print Name:

e




