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- ¥

SUPPLEMENTAL REPORT OF INSPECTION

Name of Program/Provider: Our~ LitHe FolKsS Corner Date: 511|125 Time: 435am
Location Address: 124 Straton Broolk RdJ- Telephone #: EL0-b58-2033

e-mail address: l11F1€ FOIKSCO rmerlic @ Qm‘"-" N 1icense #: 10241 Expiration Date: 7] 31 |27
Capacity:5U l 35 # of Children Present: O | # of Staff Present: | O

Consent to Inspect 1 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 N | G

Purpose of visit: SO Fe Slcclp parh'al

Observations/Corrections needed:

NO Vviolatigns

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

Operators/providers are required by regulations and statutes Signature: B @Wj m oy

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

Print Name: B{‘H\J Mo N e
CORRECTIVE PLAN SHALL BE RETURNED TO

OECBY: Nla Signature: fer\ 7’“11944(\4/)
on in ChargreJ
Prini Name: @f\ﬂ \C




