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

SUPPLEMENTAL REPORT OF INSPECTION
Name of Program/Provider: Thy Swart Start Brschoo] « Lu-Lrn.‘rES, C'on¥r Date: L//B}AZS Time: J /. |5
Location Address: 4125 W\r\i%\zﬁ Ave Hamden Telephone #: 203 (b0~ 7/58

e-mail address: ' sC & License #: |8 4 g Expiration Date: 9 / 30/2(,

Capacity: 58 /32 # of Children Present: 35/ /3  # of Staff Present: y

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

Purpose of visit: Follx)w-ug*‘”l Q)r frase 2025-120

Observations/Corrections needed:
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A
Operators/providers are required by regulations and statutes Signature: [M@/L ﬁ
to be in compliance at all times. (QEC Repr eéenranve) )

Print Name: /ﬂ/// 2 / Y

CORRECTIVE PLAN SHALL BE RETURNED TO 4
OECBY: N\ A Signature: / NJ UJ(L(,(/{ /\ M \ b8, (
7
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