O Initial O Unannounced Full/Partial [ Follow-up [ Location Change Iﬁfnvestigation O Other

SUPPLEMENTAL REPORT OF INSPECTION
Name of Program/Provider: food (hi\d Deye lonm-P (enter Date:J_L5 )22 Time:_9:5D
Location Address: |10 Old  Point R Mi\ford Telephone #: 03 37Y- 8232
e-mail address: |y, |2 goodchi (d de welopracnt conter. combicense # 1530  Expiration Date: _/_)_5/'0 31/ Z
Capacity: ﬂl_j_ﬂa # of Children Present: ] /7 # of Staff Present: _2«1_+

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: lnve.s%ﬁah’om 2089-323% e lf- report

Observations/Corrections needed:

@ 9a-19 »—3(L(a\ Adminis*raﬂm.} snsure  hea l+h + SCIZC/B of
children-  unable Yo substantiate any requla tory violation
relafed 4o safd‘L,/ of children-

() 194-19- 2a(d)(3) lm{’)\z}wﬂ‘} personnel policies- sdatf Raided 1o
]CDHWO *t(uoliék.! reladed  to alecohol use  when staff was
observed v he infoxicated olwmg work hours -

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

Operators/providers are required by regulations and statutes Signature: %g A %/ 3(

to be in compliance at all times. OEC ch/m

5 tlve)
Print Name: e /Z }77/ (/LS
CORRECTIVE PLAN SHALL BE RETURNED TO y

OEC BY: Signature: gg'/ ' e
: (Person in Charge)
Print Name: /S/// /('/g’/é,cucégg*’

L=




