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Licensing and Regulatory Affairs 
Bureau of Community and Health Systems 

Health Facility 
Door Locking Request Form

This form must be submitted to request locked doors within an existing or proposed health 
facility in compliance with clinical needs or special needs Sections 18.2.2.2.5 and 19.2.2.2.5 for 
Health Care Occupancies as identified in the 2012 Life Safety Code, as adopted by the 2018 
Health Care Fire Safety Rules.   

Health Facility Information 

Facility/DBA Name: 

Applicant/Licensee Name: 

License Site Address: 

City: State:  MI Zip Code: 

Contact Person: 

Phone Number: Email: 

Date Requested: 

Door Locking Request 

Health Facility Type: 

  Homes for Aged     Hospital     Hospice Residence    Nursing Home       

  Psychiatric Hospital 

Facility Status: 

  Existing Health Facility – License/Facility Number:   

  Proposed -   New Construction     Conversion of Existing Space 

Project Description [Include identification of specific space to be locked, including room 
numbers and provide basic floor plan.]: 
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Door Locking Request - Continued
Clinical Needs or Special Needs Justification: 

Submission of Request and Documentation
For Homes for the Aged and Nursing Homes, email to:   

lara-bchs-ltcsls@michigan.gov

For Hospice Residences, Hospitals, and Psychiatric Hospitals, email to: 
lara-bchs-nltcsls@michigan.gov

BCHS Determination 

Request Review Completed by:  Date:  

Phone Number: Email: 

License/Facility Number:  

Clinical Needs/Special Needs 
Approved to Proceed with Bureau of Fire 
Services Plan Review Submittal

Clinical Needs/Special Needs Denied

Clinical Needs/Special Needs Approved to Proceed with Bureau of Fire Services Plan 
Review Submittal with the following conditions: 

mailto:lara-bchs-ltcsls@michigan.gov
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