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

Name of Program/Provider: _ ' L W lligm Pt Date: @ fSI/‘J:ﬁ) Time: ¢ | ¢O

Location Address: _ 195 R llandale Ave S 'ku’né‘)ﬂ'f Telephone #: 203 (43 - ;1590

e-mail address: Le ijnn vese (@ ol stapaford . (Jf:c{f License #: (53 ff(o Expiration Date: 7/3//.05
Capacity: 3 12 #of Children Present: | j 2 # of Staff Present: 25

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: :FDLULU'- u.'b {mf L0258 B3 o) ‘7/@/,?2

Observations/Corrections needed:

@ IC}CI' 7Q'L}G(£J(Q)CD) ujUPEranﬁ’\ = ﬂ{aercd'or (1 (‘c’mPi:anCa,
at tThis gt

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

Operators/providers are required by regulations and statutes Signature: fen_ Q%é) i gl

to be in compliance at all times. I toeC Repre;é_ntarive)ui
PrintName: K4 prpn  Hi K S

CORRECTIVE PLAN SHALL BE RETURNED TO ¥

OECBY: N l .o Signature: 2 @ﬂm&/c,

. 1 (Person in Charge)

Print Name: LA KeneveS~



