O Initial O Unannounced Full/Partial G’follow-up O Location Change O Investigation [ Other

SUPPLEMENTAL REPORT OF INSPECTION
Name of Program/Provider: [y Tim¢ thild Lige, | Loty entts Date: ghg! A Time: Dﬁpm
Location Address: Wy Min ANL Telephone # 203 Ly, | loidly
o-misil address: 1) h’ﬂm!_ hod ﬁb@mwr%]m. wm License #: '7b?/ﬁ; Expiration Date: 53/} ]
Capacity: QL[M 4 of Children Present: DI # of Staff Present ij_

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

Pupose ot visie AW (1) 4§71 n5Qucion (S f1¢ep *1%0)

Observations/Corrections needed:

# 110 Cib ) bed fruu Frum thgervable havards- S gt \spuchin-

TN
S = Substantiated NS = Not Substantiated P = Pending (if applicable) J
Operators/providers are required by regulations and statutes Signature:
to be in compliance at all times. rO?f ﬁie%‘e)
Print Name: Mﬂ.c)
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OEC BY: Signature: %\ m
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Print Name: T\ngZ( ANERE 0(13-0




