DEPARTMEMNT OF CHILDREN AND FARIILIES STATE GF WISCONSIM
Divisionuf Early Care and Education

Dats Correction Plan Due NONCOMPLIANCE STATEMENT AND CORRECTION | TO FILE A COMPLAINT CALL
1/113/2026 PLAN 715-930-1148

Use of Form: ThlsfurmIsusedbyeorhﬁcaﬂunlllcandngslnﬂ‘lnmnﬂfyatamtaandloradmlnlshsﬂwnlavnlaﬂon(s)mdtowtinalmpmd plans of comrection, if applicable.
This form Is used by certiled operators / licensed centers to meet the requirements of DCF 202.065, DCF 250.04(2)(I) and {3)d), DCF 251.04(2)(L) and (3)(f)., DCF 252.41(1)(L)
and (2)Kk). Failure to submit an- appropriste comection plan by the due date listed above may result in sanctions identified in the statute and / or administrative rule. Public Scheols
may submit plans of correction however are not required to do so.

Instructions: The Noncompllance Statement below Identifies the violation(s) of chid care statute and / or administrative rule identified by the ceriification / licensing speciallst
COmplalaﬂ\eseeﬂonhbel_od'ComcﬂonHan‘byindicaﬂngﬂ\eshpsmatwﬂlhehhanbaddmsmdeometmhofheisladnormmplianca(s). Identify expected completion
date(s) for each item. Relum the original to your ceriification / licensing speclallst for approval and refain a copy. I this Is a licensed chikd care, post your copy of the
noncompliance statement and comection plan near the license In accordence with Wis. Stat. 48.657. This request for a comection plan is not an order imposing a sanction or
penalty pursuant to Wis. Stat. 48.715. Ifﬂudopatnentdaddesln'applynslﬂmmsandonmdlorpemﬂyforfaelsarblngfrmimisﬁndim or a future finding, you will be given a
notice of the sanction and / or senally and your appes rights. '

Name - Certified Operator / Licansed Centor Provider Number / Facliity ID Numbar

Uwaf Summer Falcons 4000559624 / 058 - 2008208 |
| Address - Facliity (Strest, City, State, Zlp Cade) "~ Telephone Number | Datp - Reguiation Visit |
375 Wikl Rose Ave River Falls W1 54022 715-425-0656 8/18/2025 '
| Rule/Statute Number a — Correction Ptan Expected | ' Verification
| Nencompliance Statement ’ . | CompletionDate | Date |

. [
1 | 251.05(2)a)3.a. Eall Hi\\ oBiegn oo 'il-z IZOZla |

Staff Record - Physical Examination
HeoldHn 9:.90 ~ |
Description: A physical examination report on a form provided by the |
Department that was completed not more than 12 months prior to nor '
mora than 30 days after the person was hired was not available for
Staff B. The report shall be signed and dated by a licensed physician,
physician's assistant, or other HealthCheck provider. The report shall
indicate that the person is free from ilinesses detrimental to children,
including tuberculosis, and that the person is physically able to work
with young children.

NAME - Agency Worker Date Issued
April Callihan 12/30/2025

£ - Cerlified Operalnror nELILleenmorDaslgmo Date Signed
i;:"-_e#-_l' LJ_.-:,*I._,. IIJZ/ZQ?tJ
N (R_Mﬂ} ¥ ; Page2of2




DEPARTMENT OF CHILDREN AND FAMILIES

def.wisconsin.gov
Division of Early Care and Educsation

STAFF HEALTH REPORT - LICENSED CHILD CARE CENTERS

Usa of form: Use of this form is voluntary; however, completion of this form meets the reguirements of DCF 250.05(2)(d) and
DCF 251.05(2)(a)3.a. of the Wisconsin Administrative Code. Failure to comply with these rules may resuit in ssuance of a

noncompllance statement. Personal information you provide may be used for secondary purposes [Privacy Law, s. 15.04(1)(im)
Wisconsin Statutes].

Instructions: The examining heaith professional will complste this form, sign Section B, and raturn the completed form to tha
individual for placement in the staff fils.

A. STAFF INFORMATION FCC: provider, employee, substitute. GCC: persons who work directly with children except vglunteers.
' Name (Last, First, M) Posltion Title o

Vi Vinda B _Nesscdant Teater:

B. PHYSICAL ExAHINATION

¢ [ INo |certify based upen my examination that this person appears free of symptoms of illness, including
berculosis, or communicable disease that may be transmitted through normal contact.

Wes LINo | certify based upon my examination thet this person appears fo be physically able to work with children.

NOTE: This individual will be in contact with children receiving chiid care services and may be responsible for the

physical care and social development of young children during the hours child care is provided. Some ffting of young
children may be required.

Comments:

" Name - Examining Health Professional {Type or Prin_t)

5 %E’jﬁ&ﬁ Thsition - Zaked

Dats Signed {mm/dd/yyyy)

= ~HUDSON PHYSICIANS — — 2|25
2651 Hilicrest Drive
Hudson, W1 54016
715-531-6800
Fax 715-531-6801




