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May 20, 2010

Bonna Butler, Administrator
Dawn Enterprises, Inc.

P.O. Box 388

Blackfoot, ldaho 83221

Dear Ms. Butler:

Thank you for submitting Dawn Enterprises, Inc. Plan of Correction for Residential Habilitation
services dated April 14, 2010. The Department has reviewed and accepted the Plan of
Correction in response to the Department's Compliance Review findings. As a result, we have
issued Dawn Enterprises, inc. a full certificate effective April 24, 2010 unless otherwise
suspended or revoked.

This certificate is contingent upon the correction of deficiencies. Your agency will be required to
submit documentation to substantiate that your Plan of Correction has been met.
Documentation must be submitted within 7 days of the date of completion listed on your
agency's plan of correction and no later than July 26, 2010. You may submit supporting
documentation as follows:

Fax to: 208-239-6269
Email to: lovelanp@dhw.idaho.gov
Mail to: Dept. of Health & Welfare

Medicaid-Survey & Certification
1070 Hiline, Suite 260
Pocatello, Idaho 83201

Or deliver to; Above address

You can reach me if you have any questions at 208-239-6267.

Thank you for your patience and accommodating us through the survey process.

%M%wéﬂi/écﬂﬂﬁ

Pam Loveland-Schmidt, DS
Medical Program Specialist
DDA/RH Survey and Certification
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Statement of Deficienciss Residential Habilitation Agency

i Dawn Enterprises, Inc. 280 N Cedar St
' RHA-379 | Blackfoot, 1D 83221
1 (208) 785-5890
Sy Type Recertification Entrance Ealic 471412010
Exit Bate: 4f14/2010

ieist Commante.~ Suivey Team: Pam Loveland-Schmidt, Medical Program Spactalist, and Rebacea Brodhecker, Suparvisor,
Obseivalions:
[Participant 1] No observation conducted; affiliation only,
[Participant 2} No observation conducted; affiliation only.

[Patticipant 3] was obgerved with Res Hab slaff {{Employaa 5]} in the community (Ridlay's} wozking on sociglization, bahavior, and shopping
skills. The staff had a good rapport with the individual, She provided choices, promple, and reinforceiment 23 appropriale. Oversll, slaff
workad well with the paricipant.

[Participart 4) was abservad In the communlty at the public swimming peol. The objective worked on was exercise in the pool, which was 2
formal goal. Tha staff and participant were observed walking taps in the pool several times, It appeared as though the staff had & good
rapport with the participant. This goal was discussed with the Administrator and QMRP ragarding "exercise” boing racraationst in nature and
nota Madicakd hillable servics.

Boiy Spforg/Tont rtogney/Prdinge e #f Loeruction POC]

Additlonal Term RH A-5.2 QA Program 1 - ALL PARTICIPANTS/GUARDIANS WERE INFORMED THAT

A.6. Quallly Improvement. The provider is {Participants 1, 2, 3, and 4}s racords lacked ALTERNATIVE FORMS OF SERVICES ARE AVAILABLE AND SIGNED
responsible for the development and evidence that the agency informied the THE CHECKLIST STATING THAT THEY WERE INFORMED.
implementation of a quakity assuranca program  Jpacticipant or guardien of allerstive forms of 2 - ALL PARTICIPANTS/GLIARDIANS WERE INFORMED AND
which gagures service delivery consistent with  Jservicas avallabia. SIGNED THE CHECKLIST.

applicatls rules. Results of individual qualty 1 - THE QMRP INFORMED ALL PARTICIPANTS/GUARDIANS AND
improvament reviews conducted by IDHW shall . | HAD THEM 51GN THE CHECHLIST FORM. ’

be transmitted 1o the provider withln 46 days of a . \é‘-)/
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Residermial Habitlaton Agency Dawm Emerpriass, ns. 442010
review belng compiatad. If defictancies have bee 4 REVIEWING ALTERNATIVE FORMS OF SERVICFS WAS ADDED
identifisd by tha raview, the providsr shat TO THE PARTICIPANT INTAKE/ANNUAL REVIEW CHECKLIST
submit to IDHW & comective action plan for FORM. THIS FORM IS SIGNED AT INTAKE AND ANNUALLY,
addressing the identificd deficiencies. This 5- ALL CORRECTIONS WERE COMPLETED BY 5.6-2010,

comaciive acton plan shall be submitted to
IDHW within 45 days of receiving the results of &
quality assuranca ravisw. Upon requast a
provider shell afso forward to IDHW the results
of any implemented corrective action plan. Ata
minimym quelity of services shall e evaluated
according 10 the following criteria;

A5.2. The provider Informs each parlcipant or
guardian of the services o be recelved, the V

axpacied banafits and attendant rlsks of
recgiving those services, of the right la refuse &
services, and alternative forms of services §
gvailable,
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