O Initial O Unannounced Full/Partial O Follow-up O Location Change ~ (XInvestigation O Other

SUPPLEMENTAL REPORT OF INSPECTION
Name of Program/Provider: 3¢ igm Pa&in- manchester Date: 7 [24 |23 Time:_9° 30
Location Address: 457 Tolland Tpke, Mandneser Telephone #: (8 L0) 28%-~1206%

e-mail address:  NONCNLSY AN c o nal AN COve.COMLicense #: 109903 Expiration Date: 12 ]131]2(

Gl
Capacity: 231/11% # of Children Present: 94 (.13 # of Staff Present: 24

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___ N\

Purpose of visit: __COMAANY _|Inveshigathon case 2023 b

Observations/Corrections needed:
(3)190-79- 30.(0) - Adminishatan - Enfuying {he satety,neal™ ond
developmeny of onildren - Program falled 4o ensure Tne héalth ond
sofety of @ child when a chitd vomited on himself and Was

letr I wet coiled clohing for 12 MinvTes unl child wos

prcked vE oy guardvan.

@ 190-~19-Ya () (WD)~ S‘ra{-ﬁhj“ Supenvisin- statf failed 1o sypervise
O chitd wreh @& thild ran ovt of The Lledinum and InTo o

hallway and Tt Were tnaware il child Wwas brovg iy

bawk M e clacsroom.

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

Operators/providers are required by regulations and statutes Signature: aJJ\ L OUQ&)"
to be in compliance at all times. (OEC Representative)

Print Name: Erinwains
CORRECTIVE PLAN SHALL BE RETURNED TO / l \m/\
OEC BY: /11123 Signature: 2] 'L; )

(Person in __'C"llg:'ge)
Print Name: _f\\e\i s \\__/m%of( =




