O nitial O Unannounced Full/Partial  Mollow-up O] Location Change [ Investigation O Other
SUPPLEMENTAL REPORT OF INSPECTION

Name of Program/Provider: Qh rnsfino- ﬂﬂQShS (O Date:\?/ 2‘}/ <3 Time:

Location Address: S Hilistdes> Dr Satsx, +a.l£s o Telephone #: o203~ 298 -840

e-mail address: Chrl stino.anastasio l‘:@\ﬁh’lml.cm\ License # 5 o L(' Expiration Date: { OL 3| Z-Qa

Capacity: &3 # of Children Present: 1/ 5 #of Staff Present: [

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 Chila
Provider/Applicant/Substitute’s Signature

Purpose of visit: ﬁubu) 0\5‘3 “'D 50’541 S—QLQ_P

MW 7Ta78

Observations/Corrections needed:
Upon mu. Grraeld  all childres 2o, haf,ﬁi:u,.f
| ] l ([ 4 J [ ?
No chilebian hod bottleo enw cofio and pack-r-p v

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

Operators/providers are required by regulations and statutes Si @ameQﬂ/ﬁ/""‘U \J/;IWN

to be in compliance at all times. an 0% -Rf%ecs)ern:f]n /_)
CORRECTIVE PLAN SHALL BE RETURNED TO Signature: L Vln‘“)?m a 717/] U.%S 10







