DEPARTMENT OF CHILDREN AND FAMILIES
Division of Early Care and Educalion STATE OF WISCONSIN

Date Correction Plan Due NONCOMPLIANCE STATEMENT AND CORRECTION TO FILE A COMPLAINT CALL
10/16/2024 PLAN 716-930-1148

Use of Form: This form is used by certification / licensing staff to Identify stalute and / or administrative rule violation(s) and to outline Imposed plans of correction, if applicable,
This form is used by certified operators / licensed centers to meet the requirements of DCF 202,085, DCF 260.04(2)() and (3)(d), DCF 251.04(2)(L) and (3)(f)., DCF 252.41(1)(L)
and (2)(k). Failure to submil an appropriate correction plan by the due date listed above may result In sanclions Identified In the statute and / or administrative rule. Public Schools
may submit plans of correction however are not required to do so.

Instructions: ~ The Noncompliance: Statement below Identifies the violation(s) of child- ‘care statute and / or  adminlistrative’ rule Identified by the certification / licensing specialist.
Complete the section labeled "Correction Plan" by Indicaling the steps that will be taken to-address and correct each of the listed noncompliance(s). Identify expected completion
date(s) for each item. Relum the original to your cerlification / licensing speclalist for approval and retain a copy. If this Is a licensed child care, post your copy of the
noncompliance statement and correction plan near the license In accordance wilh Wis. Stat. 48.657. This request for a correction plan s not an order Imposing a sanction or
penalty pursuant to Wis. Stal. 48.715. If the depariment decldes to apply a statutory sanction and / or penalty for facts arislng from this finding or a fulure finding, you wull be given a
notice of the sanction and / or penalty and your appeal rights.

Name - Certified Operator / Licensed Contor Ned Provider Number / Facility ID Number
Creative Kids Leaming Center e ot 18C0 0000585970 / 001 - 1015663
Address - Facility (Street, City, State, Zip Code) “ 'l Rli"‘ - Telephonoe Number s Date - Regulation Visit
1180 Lampert Dr Spooner Wi 548014405 QQ,\ cCR 715-635-3361 9/256/2024
ce® 2a
Rule/Statute Number DC? D%\IRO ; ./ CorrectionPlan - Expected Verification
Noncompliance Statement Completion Date * Date
1 | 251.04(6)(a)s5. The, OCE %\’ ot ’Yra,\-\‘spa\“w‘v\‘m
Child Record - Alternate Arrival / Release Agreement Iy Ore OO " WS, @m?\&&' 5 5” 5Dj alk
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Description: A written agreement, signed by parents, outlining the plan 'c‘ \\@d 0‘3\—\’?’@6 \0~\"\ 0‘?‘ -\-\’\QJ
for child #5 to come to the childcare center from school, home or other Q\\Q» WA ? (P\'OOQ %(JX\‘\’)
activities and/or to go from the childcare center to school, home or O\r\\\d & 0XV ¥ Ué‘uﬁ
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Description: Each child 2 years of age and under age & shall have an \V(,\\:\ c_\\\\\ % )‘6
initial health examination not more than one year prior to nor later than ea) \“ . QODV ) ]
3 months after being admitted to the center. Child #5 has been in care 6 hw O\“\A J‘ % ) a | aL}
for more than 3 months and did nof have a child health report on file. o\,‘nd\ OJ(' ‘%—uﬁ} \Am“\‘\\’\;_ \g
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Name - Certified Operator / Licensed Center

Creative Kids Learmning Center

Providor Numbor / Facllity ID Number

0000585970/ 001 - 1015663

Address - Facility (Strest, City, State, Zip Code)

Telophone Number

Date - Regulation Visit

1180 Lampert Dr Spooner W1 548014405 716-636-3361 9/25/2024
Rule/Statute Number Cbrrectlon Plan , Expected Verlfication
Noncompliance Statement , . Completion Date Date

3 | 251.05(3)(b) ' '

Abuslve Head Trauma Prevention Training S*&-@Q Y’-\ Lot P\ Qr\f,a an +

. ~ . D g
Description: Documentation of completion of Abusive Head Trauma F\’\‘H— '\"“’Q—\n WD d\LL 2:\? h\ % 7
(AHT) training (or Shaken Baby Syndrome (SBS) Prevention, if taken bedna Q,\)\C \peocte, | |D| ) \ 10 uf

prior to 8/31/20) was not observed in the file for StaffA. AHT/SBS
training is required to be completed before a child care worker begins
to work with children under age 5. :
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Slecp buby Sate course.

4 251.05(3)(cm)
Child Abuse & Neglect - Biennial Training

Description: Staff A was missing documentation of having received
training within the past two years on child abuse and neglect laws,
identification, and reporting.
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5 | 251.05(4)(c)1.
Continuing Education Requirement - Full Time Staff

Description: Contrary to rule, Staff A did not have documentation of the
yearly requirement of 15 hours of continuing education in 2023.
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Name - Certified Operator I Licensed Center

Creative Kids Leaming Center

Provider Number / Facility ID N
0000585970 / 001 - 1015663

umber

Address - Facllity (Street, City, State, Zip Codo) Telephone Number Date - Regufation Visit
1180 Lampert Dr Spooner WI 548014405 715-635-3361 9/25/2024
( Rule/Statute Number Correction Plan Expected Verification
Noncompliance Statement Completion Date Date
6 | 251.07(6)(f)6. s %
Current Authorizations For Medications On Premises ‘he o) a wWosS N2 \Dhyf( N
T uns
Description: The center did not have a current parent authorization Q‘“’M(Lﬂ& \he WM
form for one child's prescription medication. A current medical In%rmed ‘\'D PTGX/ \(—(3 "“‘e/ DQ
authorization from the parent is required when medication is kept on 3 N S( gHo‘ )
the daycare premises. e caion mem\"\‘& \re Qp‘m 5 “Q’
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NAME - Agency Worker Date Issued
Jennifer Stubbe, Wendy Badzinski 10/2/2024
SIGNATURE « Certified Operator or Deslgnee / Licensee or Designee Date Signed
N VRS 9.1 o 1| 2\ 2031
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