
A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  07/14/2020
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

175347 03/23/2020

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

820 S DENISON STREET
CHEYENNE COUNTY VILLAGE INC

ST FRANCIS, KS  67756

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)
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 A complaint survey was conducted on 3/23/2020 

for complaint #151302 and #151311, at 

Cheyenne County Village in St Francis, KS. The 

allegations made in the complaints were not 

substantiated. No noncompliance was found. The 

facility is in compliance with all regulations 

surveyed. The 2567 was electronically sent to the 

facility on 3/24/2020. 

A Targeted Infection Control Survey/COVID-19 

Focused Survey was conducted by the Centers 

for Medicare & Medicaid Services (CMS) on 

3/23/2020. The facility was found to be in 

compliance with CMS and Centers for Disease 

Control and Prevention (CDC) recommended 

practices to prepare for COVID-19.
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