ALABAMA DEPARTMENT OF HUMAN RESOURCES
CHILD CARE HEALTH & SAFETY GUIDELINES DEFICIENCY REPORT

ON A- IDENTIFYING TION

Facility Name: Type of Facllity : Date of Visit:
BREAD FOR LIFE INC Day [X] 9/11/2025
Night [ ]
Both [}
Facility Address: Telephone #:
213 W CRAWFORD ST, DOTHAN, AL 36301, Houston mmzzﬂ_
Ages: StafT in Charge {if applicable): y
5 Yearsto 12 Years SHEILA BOYKIN gy / ::\m

SECTION B - DEFICIENCY INFORMATION

Date Corrected

Health & Safcty Guidelines
Deficlency

Defictency Sammary

Failed - Vehicle safety check done annually, signed by certified ~ 10/12/2025
mechanic, dated, and filed in center, Inspection Form
Comments: There is no vehicle safety check.

Failed - Outdoor play area and equipment are free of apparent 9/18/2025
hazardous conditions, Inspection Form
Comments: The fence is leaning on the right side.

Failed - Most recent Health department inspection report and food $9/12/2025

permit or written permission for catering food, Inspection Form
Comments: The food permit is expired.

Failed - Medical, Staff Checklist 10/12/2025 “Tw
Comments: There is no medical report.

Failed - TB Test Date and Results, Staff Checklist 10 /1212025 —
Comments: There is no tb test result.

Failed - Preadmission Form, Child Checklist 0 /1212025 T




Failed - Vehicle safety check done annually, signed by cetified 1071212025 Tw
mechanic, dated, and filed in center, Inspection Form
Comments: There is no vehicle safety check.

Failed - Outdoor play area and equipment are free of apparent 9/18/2025
hazardous conditions, Inspection Form
Comments: The fence is leaning on the right side.

Failed - Most recent Health department Inspection report and food 10/12/2025 %,
permit or written permission for catering food, Inspection Form
Comments: The food permit is expired.

Failed - Medical, Staff Chocklist 10 11212025 13,
Comments: There is no medical repost.

Failed - TB Test Date and Results, Staff Checklist 1122025 Tw
Comments: There is no tb test result.

Falled - Preadmission Form, Child Checklist 912/2025
Comments: The preadmission form is not complete.

Failed - Preadmission Form, Child Checklist 10/12/2025
Comments: The preadmission form is not complete.

Failed - Preadmission Form, Child Checklist °/12/2025 TW
Comments: The preadmission form is missing.
Failed - Preadmission Form, Child Checklist 912/2025

Comments: The preadmission form is missing.

INSTRUCTIONS TO FACILITY: Cglumn 2, Date Corvected Is to be completed by the facility
representative after cach deficiency is corvected. The facility representative must pat the date of
correction and bis/her initisls in Column 2. This form must be returned to the Department of
Humsn Resources on or before ____ 82972005, as verification that deficlencies
have been corrected.

NOTICE: Any misleading orany false statements or reports made to the Department and/or fatlure
mmmmm«:ummmmm Noneofﬁmnqnmum
A { RS S Aﬁdllly




approved by the Department must meet Health & Safetv Guidelices applicable to that facility st all
e respousibllity of the facility to operate in compliance with the Eoalth & Safety

v Y2/ 2~

1018~ 05
Signature of DHR Representative Date

PROCEDURES-DEFICIENCY REPORT

mmu:oumwmmuambymmmmwmmwmbym
Sacility's staff, during visits to facililes. The form may be used in conjunction with an evaluation form or
ot any time a deficiency is noted. The form should be completed and reviewed with the facility

at the end of the visit. Acopy of the form shoild be lefi at the facility or malled to the fecility
afler the visit. The ariginal must be placed in the Department's fille. The form is to be handwritten or
printed so that it is readable. All sections are to be completed by the DHR representative unless otherwise
noted. Additional pages may be used if needed. Note number of pages, such as page 1 of 3.

FACILITY NAME-Record name of the fiscility.

TYPE OF FACILITY-Check all that apply.

DATE OF VISIT-Date of completion of deficiency report.

FACILITY ADDRESS-Street address of the facility, not P. O. Box or mailing address.
TELEPHONE #-Telephone number of the fucility, including area code.

STAFF IN CHARGE-Name of person in charge during visit.

AGES-Ago range of children.

CAPACITY-Number of children according to capacity requirements.

SECTION B-DEFICIENCY INFORMATION

Column 1-Hi FETY_GUIDELINES DEFICIENCY-Describe the deficiency observed; for

example; child-staff ratio in the three-year-old group, children’s records incomplete.

Column 2-DATE CORRECTED BY FACILITY REPRESENTATIVE should record the date each
deficiency is comrected and his/her initials in Column 2. A copy of the deficiency report with corrections
noted must be sent to DHR on or before the date indicated. If a follow-up visit is conducted by the DHR
mmmwammmmmfmwwﬂmwm
dnfoﬂmﬁﬁuamw&ﬁdmmmbmmmwmeﬁaﬂmdmh
previous report which has not been corrected and any new deficiencies observed. If no copy is received
from the facility, the DHR representative may make a copy of the original form in the filo for use during a
foﬂowwviﬁtlf&eﬁcﬂhyﬁﬂsbmhmkdndeﬁchmymbyﬂndmmmmemm
vepresentstive may contact the fucility by telephone as & reminder. Such contact should be noted in the
Department's file.

SIWOFFACMWMBMmeth@RhMW

MWw@hWMhMMMWQ&Mﬂw

mm&wmw:mmmiwa%mmmmmmmw
" and note




Conunents: The preadmission form is not complete,

Failed - Preadmission Form, Child Checklist /122025 vy
Comments: The preadmission form is not complete.

Failed - Preadmission Form, Child Checklist 131272005 TV
Comments: The preadmission form is missing,

Failed - Preadmission Form, Child Checklist 10/12/2025 T
Comments: The preadmission form is missing.

INSTRUCTIONS TO PERSON IN CHARGE: Colama 2. Date Corrected is to be completed by the
ficility represcntative after each deficlency is corvected. The facility representative must put the
date of correction and his/her initials in Column 2, This form must be returned to the Department
of Human Resources on or before 8292025 » &8 verification that deficiencies

NOTICE: Any misieading or any false statements or reports made to the Department and/or faifure
to correct the listed deficicncies can be the basis for adverse action. Nome of these requirements are
to be interpreted to sllow anyoxe to operate in violation of Heglth & Safcty Guidelines.

approved by ¢he Department must meet Health & Safetv Guidelines applicable to that facility at all

ousihility of the facility to operate in compliance with Health & Safe
b
Tavia Woods 10-12-25
Signature of DHR Representative Date

ALABAMA DEPARTMENT OF HUMAN RESOURCES
ES DEFICIENCY REPORT

Facility Name: BREAD FOR LIFE INC Date of Visit: 9/11/2025

SECTION B - DEFICIENCY INFORMATION (Continued)

Date Corrected




