N

O Initial O Unannounced Full/Partial [ Follow-up [ Location Change %Vestigation [ Other

SUPPLEMENTAL REPORT OF INSPECTION
Name of Program/Provider: an Wi sind EAV;\/ Date:L,Z‘ ’ 25" Time: [l 00‘/-7

Location Address: )4 lg  fsub,ford Pd. Sovbin bw/\/ Telephone #: 203 204 37735

e-mail address: Ap14nda @ bghtand ety b License #: 102§ 2 Expiration Date: 2 7’IZL€

Capacity: £2 # of Children Present: 40 L # of Staff Present: /7

Cons.ent 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_ ] ] 4
¥

Purpose of visit: ‘lklﬁ yepe 14 (asc 1025 - 12

Observations/Corrections needed:

@ [94-719 - 3a(a) - ﬁﬂ(M/lﬂl'.(m#h - Envumng the bhea l1Hs [Safety amnd
dfvzloiymen# ot il dppe ~J12H# ﬁl/i(l do e < healdh 40 d

dm‘r@ b 4 6%/)«11 Wi Ghic ward A bilgads 3. wadtr Soltnfrbn %

(ltam a _thilds face amd hands.

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

Operators/providers are required by regulations and statutes Signature: W

to be in compliance at all times. ™~ (OEC Representative)
Print Name: La(/lrzh 3 1)

CORRECTIVE PLAN SHALL BE RETURNED TO
OECBY: __ 5|25 Signature:

(Person in_Charge)
Print Name:_AnnO0CL PONDEC:




