DEPARTMENT OF CHILDREN AND FAMILIES
Division of Early Care and Education

Date Correction Plan Due NONCOMPLIANCE BTATEMENT AND OORREGTION
111412024 PLAN

% 9458

Use of Form: This form is used by cedification / licensing staff to Identify elatute and / or adminletrallve rule vlcmto oﬂ’
This form Is used by certified operators / licensed centers to meet the requirements of DCF 202.085, DCF

and (2)(k). Failure to submit an appropriate correction plan by the due date llsted above may result In sanai

may submit plans of correction however are not required to do so.

Instructions: The Noncompliance Statement below Identifies the vlolallon(e) of chlld care statute arg

Complete the section labeled "Correction Plan® by Indicating the steps that will be takon to add '

date(s) for each Item. Retun the original to your ocertification / licensing opeolalls( fo

noncompliance statement and correction plan near the license In accordance with Wis.

penalty pursuant to Wis. Stat. 48.715. If the department decides towa statutory sanction

notice of the sanction and / or penalty and your appeal rights. Alic nS\“
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Name - Certifiod Operator / Licensed Conter

Bullding Blocks Chlld Care

Provider Number/ Facllity ID Numbor

7000684937 / 001 - 1014404

Address - Facllity (Street, City, State, ZIp Code)
N6178 Perch Lake Rd Spooner W1 648018613

Telephone Number

Date - Rogulation Visit

716-520-0336 10/17/2024
Rule/Statute Number Correction Plan Expected Verification
Noncompllance Statement Completion Date Date

3 | 250.06(6)(b)3.a.
Private Well - Lead Test

Description: Family providers were requirad by rule to get a lead test
done on thelr private well after March 2023. A lead test was not
completed on the provider's private well when the other required annual
tests were completed later in 2023,

Noie prvake will Yeated

Re lead ot e of
oo sl Usaker AT

sl

NAME - Agency Worker
Jennifer Stubbe, Wendy Badzinskl

Date lasued
10/21/2024

SIGNATURE - c&lﬂed Operalor or Deslgnee / Licangee or Designee
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