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INITIAL COMMENTS 

On June 27, 2022, a Life Safety Desk Review 
was conducted by the Michigan Department of 
Licensing and Regulatory Affairs, Bureau of 
Community and Health Systems. At this review, 
The Laurels of Hudsonville was found in 
substantial compliance with the requirements for 
participation in Medicare/Medicaid at 42 CFR, 
subpart 483.90(a), Life Safety from Fire, and the 
applicable provisions of the 2012 Edition of the 
National Fire Protection Association (NFPA) 101, 
Life Safety Code and the 2012 Edition of NFPA 
99, Health Care Facilities Code. 
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
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days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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