O Initial O Unannounced Full/Partial E{ollow—up O Location Change O Investigation O Other

SUPPLEMENTAL REPORT OF INSPECTION
Name ofprogramfprovider:/fhf, Loayning T:XQ({ Lpnle Date: 3-24 23 Time:BO_OJ
Location Address: U2 Algonie St Telephone # 203 595 5211
e-mail address: Y lmprd @lech ld Cire. om License # Jn5%5  Expiration Date: |\40-2Y

Capacity: \35/ b4 # of Children Present: ] o) # of Staff Present: 20

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: _ F0llow Up 40 %1025 105pection (laroup Sire  Supervision, Sake Sleep)

Observations/Corrections needed:

[1/-(oup Size. - Comphnt €oday,

/2 /thmal?nmm (ol ik %dau/

/2. Cnb/F?rd Frw from observe ble hmards Complidnd nday_

/94-19-4al () D)- )vwvmon Comphant "DL\M’

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

Operators/providers are required by regulations and statutes S K “%Z\/

to be in compliance at all times. ﬁEC epresentative)
Print Nam&&/ 7/ it gari) Ka‘[en Hicks

CORRECTIVE PLAN SHALL BE RETURNED TO // s
OEC BY: ar Signature: _ / 7/ L 2

}P ersomy Charge)
Print Name: { rJA( T/J\f >
k_) —



