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

SUPPLEMENTAL REPORT OF INSPECTION

Name of Program/Provider: \North Aran ,Qra’ Child lare. Date:_§ Zé:[ 25 Time: M

Location Address: 405  [oxun Fd-  No. Bras érﬁl Telephone #: )0 3 4/ §Y- 334y

e-mail address: nbcs 6&5 ‘/’ @ jmm /.com_ License #: /5 729 Expiration Date: 2 gzg/zﬁ/?
Capacity: 5_3’& # of Children Present: ___ || # of Staff Present: L

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

Purpose of visit: E]//am-u//; bor inves f)/’(/cl,/w.?? 2025~ 11%

Observations/Corrections needed:
(95) 19¢-79- 10(;) Jnkants removed Bom coihs for bottle Leodiags -
N o J

no chidren  ohserved in cribs at  timg 03[ viut.

@ 194‘77’4‘7/0()/‘0(0\ jU/pefws/m fNﬁuléL/‘hM in Comlb//&/}cz
ot HW of mﬁlocr,,«Lb'dY‘l a

@ C0  Condition Il - observed eptince dhat stall momber
ln m@aﬂ(’ oMM a4 3/’-//&?‘5’ was framed on Co;r.'aj 1()((%('0007

under three eurs -

S = Substantiated /E: % Not Substantiated P = Pending (if applicable)
Operators/providers are required by regulations and statutes Slgnature/%@/k CQM
to be in compliance at all times. (Oﬁc Repr es//ntanve)

Print Name: / Hy ij

CORRECTIVE PLAN SHALL BE RETURNED TO
OEC BY: I[\} | A A Signature: Z&// e pé// ,44/ C/é

(Person in_Charge)

Print Name:



