
LIFE SAFETY INSPECTION FOR NEW HAMPSHIRE LIQUOR LICENSE 
It is appearing that the necessary safeguards for safety of life are provided for the occupancy type on the 

within described premises in accordance with the provision of the New Hampshire RSA 155, this is to 

certify that;______________________________________________________ owner or operator of the  

location known as ______________________________________________________________________ 

located at ______________________________________________________ has met the state fire code 

requirements to operate said premises in accordance with the provisions of such law for the period of 

ONE YEAR from date unless sooner revoked.  

Type of Occupancy:  Business: ____    Mercantile: ____ Assembly: ____ (If the facility is a place 
of assembly (100 or more) a “Permit to Operate a Place of Assembly” is required).     

Other: _________________________   Authorized capacity in person, excluding employees: _______ 

Restrictions: __________________________________________________________________________ 

Date of Issue: ____________________________ Date of Expiration: _______________________ 

FIRE DEPARTMENT HEADQUARTERS 

______________________________       ___________________________________________ 
City, Town or Village District        Inspectors Signature  

Date of Inspection: _____________________________ 

_____________________________________________ 
Chief of Fire Department Signature 

Copies:  Original to Owner 
 Fire Department 
 NH Liquor Commission 

In accordance with RSA 179:26, II – This form shall be a valid “certificate” when a “Permit to Operate a Place of 

Assembly” is not required by law.  

Last Rev. 3/22/2018 
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