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Initial Comments 

On May 23, 2024, an Emergency 
Preparedness Survey was conducted by the 
Michigan Department of Licensing and 
Regulatory Affairs, Bureau of Survey and 
Certification. At the survey Christian Care 
Nursing Center was found in substantial 
compliance with the requirements for 
participation in Medicare/Medicaid at 42 CFR 
483.73, Emergency Preparedness. 
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INITIAL COMMENTS 

On May 23, 2024, a Life Safety Revisit was 
conducted by the Michigan Department of 
Licensing and Regulatory Affairs, Bureau of 
Survey and Certification. At the survey, Christian 
Care Nursing Center 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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