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The findings and conclusions of any 
investigation by the Health Division shall not 
be construed as prohibiting any criminal or 
civil investigations, actions or other claims 
for relief that may be available to any party 
under applicable federal, state, or local 
laws.

This Statement of Deficiencies was 
generated as a result of the on-site State 
licensure survey conducted at your facility. 
There were no regulatory deficiencies 
identified at the time of the survey.

Inspector Comments: This statement of 
deficiencies was generated as a result of a 
semi annual inspection conducted at your 
facility on 2.03.26 The facility is licensed for 
40 as a child care center. The census at the 
time of inspection were 19 children. 0 staff 
files and 0 child files were reviewed at the 
time of inspection, files will be reviewed at 
the annual inspection.
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