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

SUPPLEMENTAL REPORT OF INSPECTION

Name of Program/Provider: _KninAdszv7 ale, Date: ] )L{! 25 Time: # 5 o
I
Location Address: 12020 Winsted pi Tov'yinston _ Telephone #: Ko 440 Q4972
A T/
e-mail address:@/l hitor, (P ndey cave i License #: 4027  Expiration Date:ﬁ [30/25
<
Capacity: Qs }[ , # of Children Present: 5?0 ’ (3 # of Staff Present: /0
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 A~ A

Purpose of visit: V(A/HM H 0rez. 75762378

6servanons/Correctlons needed
N> 19a- 19- dalD(H(D)- J%sz/rcj S persivm - Wil }/tqnyj},.,
Gaducied. N Ml)/éh;lq‘/.

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

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

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

Print Nam \AMHP‘ ))
CORRECTIVE PLAN SHALL BE RETURNED TO I\
OEC BY: N M Signatur & %MY\LV\/\

: @\e Persgmin C)%ge)
Print Name (\é [(“[\\\{\ \




