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

SUPPLEMENTAL REPORT OF INSPECTION

Name of Program/Provider: [y [4c [Head Stirt Date: z( 3/33 Time:/ 55
_ 777-400L
Location Address: 250 el ar St . Neo Haven Telephone #: 203 72=- ce2f
e-mail address: )‘/Qf ,-7‘— Za. r‘@ / vlac L(Qa/s tard. org License #: /55 3@ Expiration Date: 3‘[3} 4'25
Capacity: /§4 # of Children Present: /2¢) # of Staff Present: 24
Consent to Inspect L 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: [ny¢.s ‘#ja%an L2023 = 270 Self- re?,oorl“

Observations/Corrections needed:

@ 19a- 79- 3alb)( 7) Enf},o/orjfe ar;‘mvlakbn/annug/ fmmf‘rg— G/'Eera./a’
Ibmv:/bd eiidence a/ st oritnta rom t%)' aly Sihff invelved
mn repor Ld incidont.

@ [9¢ -29- 34(40(1\/6) Pa/}af rdeled 1o panda G rf/?w:é‘icja =
Staff person failed 4o follow -up on a concern /‘//ﬁaera/
fo__her éj #arﬁ/rz)a staf . /‘%/r'y 1o makse an oral
repork to DeF  was not  comple (Lo w Ve

n__a /Jldfujca{’ re,,purzl G NerF.

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

Operators/providers are required by regulations and statutes Signarure?—/‘)é ae A D%él,/

to be in compliance at all times. I opc Represty{arive) .
Print Name: / L) l—h

CORRECTIVE PLAN SHALL BE RETURNED TO i
OEC BY: "Eﬁ‘]' P P Signature: W%&l_ﬁ_\_,

son in Charge)

" P
Print Name: Lh(l*m( degllﬁ,Z - @\Omﬂ




