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O Initial O Unannounced Full/Partial O Follow-up O Location Change [ Investigation ﬁ Other NCNHDR
Visu#|
SUPPLEMENTAL REPORT OF INSPECTION
Name of Program/Provider: H\QSS\(\TMO\J M. Mende2- Date: S | "‘2“ Time:_&‘ffm

Location Address: _(,3 Hillsiche Ave. totferd, OW!Ow  Telephone # OB 24 3500
e-mail address: (e de2 i mﬁh\mmﬂ-@ omonk . Comn  License # 9 138\ Expiration Date: 3131 l%O

Capacity:w?’ # of Children Present: | # of Staff Present: |

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 Carleilome Re g@nons
Provider/Applicant/Substitute’s Stgnature

Purpose of visit: CNGENt (RAwr N (S\+ ONUDRINCA *"l

Observations/Corrections needed:

@ *3) Provider pvided o uintin Stodement adiesne, ot She

1S contnuing ¥ pariciprte W RRmilu s,

) i‘@Mﬁ@MmﬂﬁmAr 4 \\(ons;\n:;\)

1a\ indicoh @ \

-QM‘ her sn durinf\) school  vacahon periodg of more. ~than Awo

counsecidnye o\c\\; S.

(Ng\ ‘*lo@j Provider complikedd CCET couvse “F{emans Stress and

burneur L (\cu'agwus" and shaved Cer¥Gcatli Ay \\(mns_szcmhs«t
Weh doce of 3hlau.

@9"’ 100 ) Provicer submitied documennon _of mmmb, o |2y

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

Operators/providers are required by regulations and statutes Signature:
to be in compliance at all times. (OEC Rephresentative

Print Name:

CORRECTIVE PLAN SHALL BE RETURNED TO l}&\ % w M
OEC BY: N f B Signature: o\

Print Name: Mﬁfﬁ{ Hega,(:“b




