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INITIAL COMMENTS 

On March 6, 2025, a Life Safety Revisit was 
conducted by the Michigan Department of 
Licensing and Regulatory Affairs, Bureau of 
Survey and Certification. At the survey, 
Wellspring Lutheran Nursing and Rehab Services 
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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Sprinkler System - Installation Spinkler 
System - Installation 2012 EXISTING 
Nursing homes, and hospitals where 
required by construction type, are protected 
throughout by an approved automatic 
sprinkler system in accordance with NFPA 
13, Standard for the Installation of Sprinkler 
Systems. In Type I and II construction, 
alternative protection measures are 
permitted to be substituted for sprinkler 
protection in specific areas where state or 
local regulations prohibit sprinklers. In 
hospitals, sprinklers are not required in 
clothes closets of patient sleeping rooms 
where the area of the closet does not exceed 
6 square feet and sprinkler coverage covers 
the closet footprint as required by NFPA 13, 
Standard for Installation of Sprinkler 
Systems. 19.3.5.1, 19.3.5.2, 19.3.5.3, 
19.3.5.4, 19.3.5.5, 19.4.2, 19.3.5.10, 9.7, 
9.7.1.1(1)
This REQUIREMENT is not met as 
evidenced by:

Temporary Waiver X5 4/30/25.
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