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SUPPLEMENTAL REPORT OF INSPECTION
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Consent to Inspect I agree to allow the Office of Early Childhood to have gceess to and inspect this facilitv and all

Family Child Care Home  child care records as required by Family Child Clre Home Regulations.
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S = Substantiated NS = Not Substantiated P = Pending (if applicable)

Operators/providers are required by regulations and statutes Signature: \)NU? Lida.

to be in compliance at all times. (OEC @presenmnve)
Print Name: YWw\ipa, POYEL.

CORRECTIVE PLAN SHALL BE RETURNED TO

OEC BY: M\‘P\ Signature: %/ f
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