
   APPENDIX B 
   
 
 
 
 
 

 
APPLICATION FOR RESIDENTIAL SUB-ACUTE DETOXIFICATION 

 
 Check One:  Initial  Renew 
 
In accordance with provisions of Act 368 of 1978, as amended, and the administrative rules (R325.14101 – 
R325.14928) of the Michigan Department of Licensing and Regulatory Affairs, Bureau of Health Care Services, 
Health Facilities Division, the undersigned hereby applies for approval of sub-acute detoxification services. 
 
PENALTY:  FAILURE TO COMPLETE THIS APPLICATION WILL RESULT IN DENIAL OF LICENSURE FOR THE 
ABOVE SERVICE. 
 
PLEASE TYPE OR PRINT CLEARLY 
 
List licensed physicians on call: 

Name License Number 
 

Name  License Number 

Name License Number 

Name License Number 

 
By signing this application for sub-acute detoxification, I acknowledge that should any information 
contained in this application change, notice of the change will be immediately provided to the Substance 
Abuse Program, Health Facilities Division, Bureau of Health Care Services, Department of Licensing and 
Regulatory Affairs.  Failure to do so may invalidate the application. 
 
Program Director Signature:  _______________________________________ Date:  ____________ 
(Signature blocks can be typed for electronic submission of form and has the same force and effect as a written signature.)  
 
Print Name:  ____________________________________________________ 
(Written signature must also include printed name.)  
 
 

As the duly authorized representative or designee of the applicant program’s governing authority, I certify 
that the governing authority has the authority and responsibility for overall operation of the program and 
will ensure that the program complies with applicable licensing standards. 
 

Signed:  _______________________________________________________ Date:  ____________ 
(Signature blocks can be typed for electronic submission of form and has the same force and effect as a written signature.) 

Governing Authority Representative 
 

Title:  _________________________________________________________ 
 
Print Name:  ___________________________________________________  
(Written signatures must also include printed name.) 
 

 

The Michigan Department of Licensing and Regulatory Affairs 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. 

LARA/SUB-021(5/13) Michigan Department of Licensing and Regulatory Affairs 
Bureau of Health Care Services 

Health Facilities Division 
Substance Abuse Program 

P.O. Box 30664 
Lansing, MI  48909 

(517) 241-1970 
Authority:  P.A. 368 of 1978, as amended and R 325.14101-R 325.14928 

Program License Number: 
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