O Initial O Unannounced Full/Partial Iﬂ'dup O Location Change O Investigation O Other

SUPPLEMENTAL REPORT OF INSPECTION
Name of Program/Provider: /mt Ly m'mna, Wf Qe - M lN‘U(d Date:j_u.-ii Tﬁnﬂim
Location Address: 411 Atlapne ¢4 Stamfirg Telephone #: J025%- 97|
e-mail address: Sl’nn\h&ﬂl@ Aerhldear Com License # 05 Expiration Date: M@’L
Capacity: |23/]Z.  # of Children Present: @Lj # of Staff Present: Z{)

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

Puspose of visit_ {0 g SR el i On Sufe Sl 4150

Observations/Corrections needed:

13004 )03) DLt insgectin

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

Operators/providers are required by regulations and statutes

to be in compliance at all times. (OEC Represenmnve)

ame’ /. /)ﬂ My gond)

CORRECTIVE PLAN SHALL BE RETURNED TO ﬂ Q::)
OEC BY: & Signature: Wb @

Persan in Charge )
Print Name: L\ \\ 0&\ jﬁ\\ W§ S




