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]CcJ -C~o~mm~_u_n_i_ty_H_e_al=-th-C_e_n_te_r--~~~-:-­of Branch County 
274 East Chicago Street 

September 19,2017 
Coldwater, Michigan 49036-2088 

(517) 279-5400 Fax (517) 279-7140 

UNITED STATES NUCLEAR REGULATORY COMMISSION 
Region ill, Materials Licensing Section 
2443 Warrenville Road, Suite 210 
Lisle, lL 60532-4352 

Re: Amendment for License No. 21" 16642-01, Community Health Center of Branch County 

# 2/ 2 

Please find che complete Information Needed for Transfer of Control as required. This transfer is 
to be effective January 1, 2018. 

1. Community Health Center of Branch County ("CHC") will enter into an agreement with 
ProMedica Health System, Inc. ("ProMedica"), pursuant to which ProMedica will become the 
sole corporate member of CHC, with an anticipated effective date of January 1, 2018. The 
new name will be ProMedica Coldwater Regional Hospital. If additional information is 
needed please contact Ann Wentworth at (517) 279-5494. 

2. There is no change in personnel. 

3. There is no change in the location, facilities, equipment, or procedures related to the current 
NRC license. 

4. Our surveillance program is in compliance with NRC regulations and requirements. All 
progr-ams will remaln the same at the time control is transferred. 

5. There is no change in the location, facilities, or equipment related to the transfer of control, 
therefore no decommissioning of the facility will be performed. 

6. ProMedica Coldwater Regional Hospital will abide by all constralntc:;, conditions, 
requirements and commitments of the licensed program. 

Thank you for you cooperation with this matter. If you have any questions or require additional 
information plea.~e contact our physicist, Michelle Kritzman, at (734) 662-3197. 

Sincerely, 

~~A~ 
Randy DeGroot 
President & CEO RECEIVED SEP 21 2017 
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