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K 0G0 INITIAL COMMENTS K 000

This survey used the 2012 edition of NFPA 101,
Life Safety Code, Chapter 33 Existing Residential
Board and Care Occupancies (Large), in

B compliance with NDAC 33-03-24.2. The findings
that follow demonstrate noncompliance with
these requirements.

. The facility was located in a one-story building of

. Type V (000) construction that was fully sheathed

~ and had a partial basement. The building was
protected with a wet and dry automatic sprinkler

_ system designed to meet the requirements of

NFPA 13, Standard for the Installation of Sprinkler

Systems.

Based on resident evaluation, a Prompt level of
evacuation difficulty was determined. E-score .
was 1.33.

K2130 Other LéC Deficiencies K2130
Other Life Safety Code deficiencies:

This state licensing rule is not met as evidenced i

by: o

' Existing life safety features obvious to the public,
if not required by the Cade, shall be either
maintained or removed. Any device, equipment, i
system, condition, arrangement, level of i
protection, fire-resistive construction, or any other
feature requiring periodic testing, inspection, or
operation to ensure its maintenance shall be
tested, inspected, or operated as specified
elsewhere in this Code or as directed by the
authority having jurisdiction. 4.6.12.3, 4.6.12.4
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K2130/ Continued From page 1 K2130
|
The facility failed to install cooking equipment in .
_ accordance with NFPA 86, Standard for ;
Ventilation Control and Fire Protection of ;
Commercial Cooking Operations. - _}
Moy
A readily accessible means for manual activation FaAQML) TO ,‘. W
shall be located between 1067 mm and 1219 mm a 5 +cf0. “th,we) N~
(42 in. and 48 in.) above the floor, be accessible awnd | 5\la+em '
in the event of a fire, be located in a path of e)('hh 9\1, h F Pﬂ'q’lo
. egress, and clearly identify the hazard protected. e W
NFPA 95 10.5.1. accordamne 0{7 1njag
Observation determined the manual actuation | INCA Lo st W due TO fire .
device for the fire-extinguishing system serving ' m b'tUﬂ
the Kitchen exhaust hood was mounted at a 3 d e:g: WQY
height of more than forty-eight (48) inches above | Theo ! m
 the floor. The manual pull was 60 inches above | _‘__ MOV \ n
the fioor. ; eosres
3 e.. to 43 abovc
Failure to inspect, maintain, and install the wet re VY\O
chemical extinguishing system in accordance with W OO .
NFPA 86 increases the risk of injury or death due W
tofire. The defi ueomc\j o
This deficiency affected one (1) of one (1) wet oxnuelad on -8 -0 .
chemical extinguishing system in the facility.
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