O Initial O Unannounced Full/Partial 0O Follow-up O Location Change F Investigation O Other
SUPPLEMENTAL REPORT OF INSPECTION

Name of Program/Provider: SUSQ‘&' O €20, Date: | \Ifl JQSTime:q #OQ
Location Address: 3 Kiﬁreage, St Norwale T Telephone # - 5a4-042

e-mail address: ©USANYV L‘ ) C [C\OQA Lom License #: 571877 Expiration Date: & !SI )& /
Capacity: !2‘75 # of Children Present: ’ ; # of Staff Present: ‘
Consent to Inspect 1 agree to allow the Office of Early Childhood to havefacdpss t and inspect this facility and all
Family Child Care Home  child care records as required by Family Chilf Care Jlom lations.
Provider/Applicant/Substitute’s Signature .

|

Purpose of visit: _¥A0a? - 10894 \,n\les’hgaﬁ bny

Observations/Corrections needed:;

ﬂ Aa-$Tb-5(d) License Gapatity - Between the monking/dales of

Aug 392093 - Ocka1,2032 prw\du wag ovex copatity .l childven
Envolled in réoular CapaGiiy pawd on Wor enniiment Yecords.

} i) [9a-810 - B(e.) Infant/To ddlexr Reshrickion: Beduseon Pua 30,9633
S5 ond Odkolber 1,302 er&ox had 3 dm\dyen ennied unér

NG Wa-§1b -% (o) Subshituie : Pawder has a visiiy in Ye home

vdho 30€S yot pEWAL divetk- care o dhldven during Hheir stay,

Oy id\abhong:

#54 0N chid enniled hasS an sutdated child mudved on flo.
Hom '{/JDQA-

Q

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

Operators/providers are required by regulations and statutes Signature:
to be in compliance at all times.

Print Name:

CORRECTIVE PLAN $HALL BE RETURNED TO 0% .
OEC BY: 0 Signature: .
(Person in C. arge)
Print Name: SG { C ., ezAa




