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

SUPPLEMENTAL REPORT OF INSPECTION
Name of Program/Provider: /\/2 5/';/'5 Vourrda [nteires) Grovp Date: | erﬂZS Time:_ﬂi‘eﬂ_
Location Address: /¢ (rmpton sy (B New Havein Telephone #: 203 245 1712
e-mail address: A £raSier Ha @ hotnasil - tors License #: {0020 _ Expiration Date: L4 IBD 22/4

Capacity: }Z # of Children Present: 7 # of Staff Present: 5

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 N4

/
Purpose of visit: ﬁm;)wh# /nV(Sthho—h (ase 2025 -T]131

Observations/Corrections needed:

@/44’74' Yaldd D -th/fnj ~Head Feacloer — N° dotvmaentzhrop pat Fhbe

/’Nﬁd fticher s S~ (//.le /poo/a 0 & 0/(@#;\':«,/», Apuﬂ,

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

Operators/providers are required by regulations and statutes Signature: W Qen S %
to be in compliance at all times. U (0EC Represenfhtive)

Print NamewLduem Hh /1 m/‘ S\C/\///z

CORRECTIVE PLAN SHALL BE RETURNED TO

OECBY: {1225 Signature: ,\}
(Person i
Print Name: M { ;,A.\ ﬁmm
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A e S N)




