O Initial O Unannounced Full/Partial O Follow-up [ Location Change Ii_’évestigation O Other

SUPPLEMENTAL REPORT OF INSPECTION
Name of Program/Provider: [ ho (od dord £ syl of Smé)(g' Date:l} \ ) 25 Time: /' 20
Location Address: 225 H igh Ridae g4 . st.1wow, Stum foce) Telephone # 203 355 - 399
e-mail address: ot cdamdord ¢ l'@ q‘odd ardschools. com  License#: 10703  Expiration Date: 5/3| /27

Capacity: 137/ 8 Z # of Children Present: /23 [@" # of Staff Present: /] ¥

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: In\/asjr.’)oa ton 025 - 7049 s&lf—ra‘rgod’

Observations/Corrections needed:
@ 9a-74 =~ 5ala)(2)(€) |adivicdoal plan of _curo - ghserved ouidonce of plan
ok care _and clabt sighatvres b ackenowlafge the special hiod -
(@ [Qa-1% - 5ala)(3)(A) | mvru, llnoss, incident repat - observed complild
incidint report .
@ 6-19- 4a(b)(2)(W/ ) Med adminishrahin frahing —observed curret
‘xvmtninﬁ o _udicahon ad winie frafun -
@ (9a-19- 4a(D (2 (4B  Auth Dre>cr:ber /pcmu\+ WMISaOH = phoserved C.@vx'mldtﬁd
; {)er‘%«(m Csr veilicaduts -
@ 19a-19 - (> (8Ya/E) MAR - pheerved compctid  med ication edminisle fion
e cord .
N5) 19a-19- 5 al)®) - Chid halth recovd-  observed cwrrent chid medical.
(i) 9a-19-5al (D) Emrgncy Madical pLrmission - observed corapbly
prmission -

é) 19a-79- 3ala) Ensure health+ sabty— requlation not met whep shtt oftervd a
bod with  Enewn allerger f a=ehid’ who consumad +he food and had an
PC FeacHM requirin wd_fuu’ yrven fum -

S = Substantiated NS = Not Substanti P = Pending (if applicable)
Operators/providers are required by regulations and statutes Slgnamré“‘7l\M ‘ﬂj}{

to be in compliance at all times. (OEC Rep/esentatzve

Print Name: J@J bé > A
CORRECTIVE PLAN SHALL BE RETURNED TO — ' )
OEC BY: ’7/ ,Q,Q/, 025 . Signature: Q% N (

Prmt Name




