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Center Information L/ é&%

Is the center? New Renewmg ___ Relocating _ Under new sponsorship
Indicate the date on which the center first began/will operating

Days and Hour§/0f0pc tion = s
Mmeﬂm Tues am Thué ~am K[ am { { UL)QQL( -
9‘_‘f._z>pm pm : pm m
s

Sun

Sessions: Morning __ Afternoon All day 7Miqght_

School Year

Does (will) the center remain open? Year round

Number of Childu;/lé f Number of Rooms
Age Group: Under 1 yr ~ Age1-2 /‘@ Aged Age 6

Y

Public Health




Staff Information

Name of Center Director L 2MWye \-&1’-\ W A

Name of Head Teacher/Supervising Caregiver [(3 G //a. A he F

Medical director (emergency contact) C? /1 -+ nApM\-S
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Food Service Operations
Does (will) the Center participate in a Food Program? Yes _ No
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Physical Center Checklist

Fire dnills ‘éﬁ/ Aur conditioning /Lighting ng\,qﬂfﬁ,’.‘éﬁ\

First aid kat Adequate ventilaon ) _—~ Heating type’_jp (A ( D

Screg indows Floor/pandew fans . Ceiling/walls
Septia/sewers\circle) Well/t%’@rc!e)
SR

Toilets l: Wash basins __/ - Towels/soap _/{
Waste baskets Fountains W 3 Chairs —
Tables o Linens i~ Beds/Mats =
Blankets/pillows Cots s
Extermination services W/ﬂ

(name) / (phone number)

Indoor maintenance and sanitation _:5'_5_1&_'.@‘ o X -
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Outdoor maintenance and sanitation

Transportation Services
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Make, Model, Yea.Lr-'{)f Vehicle(s) ' Vehicle(s) License Number(s)
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Yending Machines

Is (are) there vending machine(s) at the Center? Yes No
List type, Location, and Name of manager food service operation
1.

2. - X
P <




Additional Comments and Summary
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