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

SUPPLEMENTAL REPORT OF INSPECTION
Name of Program/Provider: /\/m/y uc YA Lidic bveyhevinds  Date: 5' 15 ‘ 25Time:_[24§ )

Location Address: 543 Rl ber Ave. Nawg stk Telephone #: 203 7129 4qu22
o

e-mail address: y P41l & le/:/uh/wk ymia 019 License #: ~]07] 1~  Expiration Date: lll?”[?f]

Capacity: o ! g # of Children Present: 3l # of Staff Present: &

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 l\r

Purpose of visit: o [jow Lp . Cose 225- 2571

Observations/Corrections needed:
@)ﬂm -74-YHa ld(w)(v) - unm-;:,j, ~Juperiisivin = Walk %nL.A/,L rduded . N$
Vislehons gl Yafs  iisi-

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

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

to be in compliance at all times. O (OEC Representative)
Print Name: | a4 reim {

CORRECTIVE PLAN SHALL BE RETURNED TO C
OEC BY: N IA Signature: L £

rsomin Charge,
Print Name: HSN{” m§a§;wda§




