O Initial O Unannounced Full/Partial ﬁ-Fol]ow—up O Location Change [ Investigation  [J Other

SUPPLEMENTAL REPORT OF INSPECTION

Name of Program/Provider: S;tgpping Stones E ducaian (enyer Date:mrsl_za Time: _'ﬂ
Location Address: 270 A\ban\! TPKL |, Canfon

e-mail address:

Telephone #: Lg ©00) b 93~ 294
d 9 @ SMP!}\"T\QS’M&S eAdCtY.COM  License #: 123F2  Expiration Date: 5 31126
Capacity: 88[ 13 #of Children Present: A5 # of Staff Present: &

Consent to Inspect Iagree 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 1)\ A

Purpose of visit: ollow-vp o 211]22

Observations/Corrections needed:

- Local hedvtn 'lnspec‘f\oq: on/ dajed \215]2L
4. Bee Mocshal cerficate: okY dawed 218122
6. syatf pnycicals® ok vV

23. dicechor Training: clasS comolied v
Lo- Bonsvixont contvacts: QR YV
273, Consyrant LOYs: GK‘/

33. Emovgeney medical permirsion’ OKY
34. AMON2ed Relegse: OKY

38. core plan® oKV

48 Liwnud premise: oY

G7. Water Tomperatuce: 0KY

m]lm_- Grop §i2e/Prysical Bavvier: gKV
[Qa-

‘l“l-qa[)o)-saucgr\)ma ONecks = medicon W iver oloserved fom Doctor

S = Substantiated NS = Not Substantiated

P = Pending (if applicable)

Operators/providers are required by regulations and statutes

Signature: Euen M.Q ke
to be in compliance at all times.

(OEC Representative) E.WwWa \’5 bt

CORRECTIVE PLAN SHALL BE RETURNED TO Signature:
OECBY: NI& (Persiy in Charge)




