DEPARTMENT OF CHILGREN AND FAMILIES STATE OF WISCONSIN
Division of Early Care and Education

Date Correction Plan Due: NONCOMPLIANCE STATEMENT AND CORRECTION |70 FILE A GOMPLAINT GALL
61712024 PLAN 608-422-6765

Use of Form: This form is used by cettification -/ Ticensing staff {o ‘identify stahite and / or administrative rulé viclation(s) and té. ouflife imposed plaris® of correction, if applicable.
This form is used by certified operators. / licensed centers to meet the. reguirernents of DGF 202.065, DCF 250.04(2)(i} and (3){d), DCF 251.04(2)(L) and (3)f).. DCF 25241(1}{L)
and (2)(k) Failure {o subrml an appropnate correction plan by the due. daie listed above ‘may result in sanctions identified in the statute and / or adm:nlstratwe ‘nile. Pblic :Sehoals
may submit-plans-of correction.however are not regLired to do so.

Insteuctions:  The Noncompliance Statement below |dent|fes the: violatlon(s) of child care statute and / or administrative rule identified by the cerification / .IiCenS‘_mg_ specialist,
Complete the - sect:on labeied "Correction Plan“ by |nd|cat|ng the steps that will be taken fo address and correct each -of the listed noncompiiance(s). Identify expected completion
date(s) for each itefi. Retumn the Dngrnal to your certification’ / Ilcensmg specialist for approval and retain a copy. If this 8 a licensed child care, post your copy of the
nencompliance ‘stafement and correction plan near thé license in accordance with Wis. Stat. 4B.657. This request for a correction plan is not ar order imposing a safiction or
pendlty pursuant to Wis. Stat. 48.715. If the department decides to apply a staiutory sancfion and / or penally for facts arsing from this finding or a futire finding, you will be given .a.
notice of the sanction and / or penalty-and your appeal rights..

Name - Certifiad Operator/ Licensed Center ' ' ' ' Provider Number I Facility ID Number
Kids Junction Llc 4000576914 /001 - 1007643
Adgdress - Facility (Street, City, State, Zip Code) ' ' " Telephone Number " Date - Regulation Visit
B084 Waits Rd  Madison Wi 53719 608-827-5437 5/20/2024
Rule/Statufe Number ' ' . Correction Plan ' Expected Verification
Noncompiiance Statement ‘Completion Date Date

1 |251.04(8)(a)6m.
Child Record - Immunization History

| met with staffand handed out and reminded Lo I 2\{
them of the procedure for collection, and -
Desteription: Child 1 did not have documentation of immunization recording of immunizations. [ also reminded
history on file as required. them of the specific licensing timeframes for
child health reports and immunizations. '

NAME - Agency Worker Date Issued
Casey Allison 6/3/2024
SIGNATURE - Cerlified Operator or Designee / Licensee or Designee Date-Signed
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