
DESIGNATED RIGHTS ADVISOR 
Attachment for Psychiatric Program License Application (BHS-LC-820) 

 
Hospital Name:__________________________________________________________ 
 
Name of Rights Advisor:__________________________________________________ 
 
Working Title:___________________________________________________________ 
 
Phone:__________________________________________________________________ 
 
E-mail Address:__________________________________________________________ 
 
Hours per Week Dedicated to Rights Activities:_______________________________ 
 
Other Assigned Duties:____________________________________________________ 
 

      ____________________________________________________ 
 

      ____________________________________________________ 
 
Name of Back up Rights Advisor:___________________________________________ 
 
Phone Number of Back up Rights Advisor:___________________________________ 
 
Rights Advisor's Supervisor's Name/Title:___________________________________ 
 
Names of the Hospital’s Recipient Rights Advisory Committee Membership: 
 
 
 
 
List the dates that the Hospital’s Recipient Rights Advisory Committee met during the 
two year period preceding the receipt of this form. 
 
 
 
 
 
 
 
 

BHS-LC-821 (01/03/06) 
Completion of this form by authority 
of MCL 333.1223. 

The Michigan Department of Community Health will not discriminate against 
any individual or group because of race, sex, religion, age, national origin, 
color, marital status, disability, or political beliefs.  You may make your needs 
known to this Agency under the Americans with Disabilities Act if you need 
assistance with reading, writing, hearing, etc. 

 


