O Initial 0O Unannounced Full/Partial mlow-up O Location Change [ Investigation [ Other
SUPPLEMENTAL REPORT OF INSPECTION

Name of Program/Provider: ﬁhrTm of st Haven Date:é[/@[jj Time: /30
Location Address: _22( Aull Hill [ane Wes+ Haven Telephone #: _203 937- 70/%

e-mail address: .saz4. brockett @ tutor fime - com License #: |09/ _ Expiration Date: £ / 50[{25

Capacity: [5; # of Children Present: _// 3 # of Staff Present: D
Consent to Inspect [ 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: guow‘ulp -ﬁr Yz, wsﬁya hon 023 -10R m «’?’/J/—Zj

Observations/Corrections needed:

fﬁ 1?4—7%%(0)(6:\) A/a’/)ﬁLlle_ rativs —r;lm/vf higs - in Cam’p//‘Q/LCp
at Hnu uﬁ (:éttcw—U{; v(5|'+.

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

Operators/providers are required by regulations and statutes Signature: '7/ ArPA ajé% /

to be in compliance at all times. ]( EC Repre.(entalive)
Print Name: __[¢q7en ' fh C/(X/

(Persorin rge)

am{g&?ﬂda Qaskans

(Team lead)

CORRECTIVE PLAN SHALL BE RETURNED TO
OEC BY: Jv{ i Signa




