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GEFARTMENT OF CHILIIRENR AND FARILIES

STATE ‘;}F WISTONSM
Ciwisdos of Barly Care anid Edunation
Date Correction Plan Due NONCOMPLIANCE STATEMENT AND CORRECTION TO FILE A COMPLAINT CALL
7/10/2024 PLAN 920-785-7611

Use of Form: This form s ussd by gerfification ! hcensing staff to identify statute and ! or administratve rule wiolafion(s) and to ouiline imposed plans of correcion, if applicable.
This form is used by certfied operators [ licensed centers to mest the requiremenis of DCF 202085, DCF 250.04(2)0) and (3)d), DCF 251.042)%L) snd (3)fl.. DCF 25241(1}L)
and (2)k). Failure to submit an appropriate comeckion plan by the dus date listed above may resull in sanctions identified in the statute and ¢ or adminisirative ruls. Public Schcals
may submit plans of corection however are ot required 1o do so.

Instructions:  Tha MNoncompliancs Statement below identifies the violationfs} of child care s@afute and ¢ or administratiue rule identifiad by the cedification f licensing specialist.
Complete the seclion labeled "Correction Plan”™ by indicating the steps that will be taken to eddress and comsct each of the listed noncompliancels).  Idendify ewpected cornpletian
datels) Tor each item. Retrn the orginal to your cerification / licensing specialist for approval and tetain a copy. ff this is a licensed child cave, post your ocopy of the
noncompliance staiement and comection plar near the license in accordance with WWes. Sfal. 48.657. This request for a corection plan is not an omder imposing a sanchon or

penalty pursuant to Wis, Skal. 48.715. !f the department decides fo apply a statitory sanction and ! or penalty for facts arising from this finding % a future finding, wou wifl be givan a
netice of the sanction and ! or penalty and your appeal rghts.

Name - Certified Operator ! Licensed Center

Provider Number / Facility 1D Number

K's Play Days 5000585746 { 001 ~ 1015380
Address - Facility (Street, City, State, Zip Code) Telephone Humber Date - Regulation Yisit
1300 Midway Rd  Menasha W 54052 920-722-7102 G26/2024
RulefStatute Mumber : Cormrection Plan Expected Verification
Honcompliance Statement ] . Complefion Date Bate
1 | 251.05{2)a2. %ckjjr\v{e ~d wocs told
Staff Record - Completed Background Check . )
e Mos Yo vemae n ju_‘nj i
Drescription: Based an a complaint investigation a staff member's : v e
Yy S Lhe. oY <
boyfriend is on the premise with unrestricted acoess to the senter W thl /‘,r/{} = f
failed to have a background check. Coomplete o ]b*’—"*-d‘:f’}fbwd
Repeat viclafion: Previously cited on 6452024 QLA .
NAME - Agency Workesr Dale |ssusd
Cassandra Debauche 262024
}NﬁlRE Certified Cperater or Designee / Licensee or Designes Date Signed
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