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45.41.1 Date of Construction & Life Safety...

Date of Construction and Life Safety Code
Compliance.

1. Buildings constructed after the effective date of
these regulations shall comply with the edition of

the Life Safety Code (NFPA 101) effective on the

date of construction.

2. Buildings constructed prior to the effective date
of these regulations shall comply with Chapter 13
of the Life Safety Code (NFPA 101), 1985 edition.

This Statute is not met as evidenced by:

Based on record review, the facility failed to
provide a properly maintained fire alarm system
as required by NFPA 72 Table 14.3.1 and section
14.4.5.3.2. This deficiency affected the entire
facility on the day of the survey.

Findings include:

On 6/25/25 at 9:45 AM, observation and record
review revealed the facility was unable to provide
the current year 2025 documentation of annual
and sensitivity inspection of the fire alarm system.
The last known date of inspection was 5/1/24.

The findings were acknowledged by the
Administrator and Maintenance Supervisor
verified this observation during the exit interview
on 6/25/25.
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