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

Name of Program/Provider: Qur Lithe FolKs Corner Date:1* 3025 Time: 11 30

Location Address: |29 Stra Hpon Brook RQ. Telephone : 200~ L58-2033

e-mail address: |V H€ FoIKS Corneril € Pgm al'f-camLicense 4 1024 | Expiration Date: 113127

Capacity: S W # of Children Present: O 4 # of Staff Present: | 12-

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_I &

Pupose of visit: ___follovw up 1 1-3-25 ynspection

Observations/Corrections needed:

[ s |

ol X Comprenensive Background CthK"‘ZOK\

HUug Proper refridgeration: ,/"K}

B () (2) Shock absorbing surfaCcS:L‘/OK)

512 (M) (1) (A) Fences 1o protect hazards: l"oﬂ

#12¢ (e)(2) Exclusive USE: [JOK}

{

#130(gd) 1 Sa fe Sleep; tightly fited Sheet: 7/0|<|

ﬁ\zg(c)(g) Handwashing sSigh PDSTﬁd‘-\JO\éj

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

Operators/providers are required by regulations and statutes Signature: B ‘(/wJ m Gl

to be in compliance at all times. (OEC Representative) i
Print Name: B¢ty M eh~

CORRECTIVE PLAN SHALL BE RETURNED TO
OEC BY: N \ QA Signature: ET(_)/V\

Print Name: E,f\ﬂ(rerf&f\"\ﬁgjr l




PAGE 2.
SUPPLEMENTAL REPORT OF INSPECTION

Name of Program/Provider: _ Our_ LiTh< FolKs COYrner ticense# 7024\ Dme 1°'30:25

Observations/Corrections needed:

Y191 Medicahm aurhor:'z.ah'm:\\m]()

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

Operators/providers are required by regulations and statutes  Signature: 3 wM ™ oA 21

to be in compliance at all times. (OEC Represema:fvei

Print Name: B ¢ Hy Ma\_J{J/
CORRECTIVE PLAN SHALL BE RETURNED TO Signature: g/\,W\

(Pe}sonfin Charge) {
OEC BY: n \ R Print Name: T'\‘f\J Lon




