0 Initial [0 Unannounced Full/Partial E’%ollow—up 0O Location Change [ Investigation [ Other

SUPPLEMENTAL REPORT OF INSPECTION
Name of Program/Provider: YOS /):Mv /A @)W VD Date: DDS\CSP\% Time: @
Location Address: 1) el A Pownden. ¢ 6448 WD Telephone #:03 UsS B2
e-mail address: \iﬁxﬂl_x\c\\/é\,. ey D @ 7k CEN License #: 5 Y 53 Expiration Date: } 5+ 3 \+ A\p
Capacity: (§ %73  # of Children Present: _Q__ # of Staff Present: w |

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 Regulafions.
Provider/Applicant/Substitute’s Signature/ f 40(,’5’7}7/ ﬁ/ 4 f Dlély

Purpose of visit: A\ \(\SXXC‘\TO’\ o I&\QQE

Observations/Corrections needed:
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S = Substantiated NS = Not Substantiated P = Pending (if applicable)

Operators/providers are required by regulations and statutes Signature: vaz' UL,
to be in compliance at all times. (OEC Regresentative)
Print Name: WY \iha ™ ion-£ 2

Signature: %Mdaﬁm %W

l (Pers&m in Charge)
Print Name: __ K gsandia  Komem

CORRECTIVE PLAN SHALL BE RETURNED TO
OEC BY: 'M\I"A




