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i This survey used the 2012 edition of NFPA 101,
| Life Safety Code, Chapter 33 Existing Residential
' Board and Care Occupancies (Large), in
compliance with NDAC 33-03-24.2.
' The facility was located in a one-story building of
~ Type V (111) construction. It was equipped with a
. manual fire alarm system and an automatic
- smoke detection system in habitable areas.
Based on resident evaluation, a slow level of
| evacuation difficulty was determined. E-Score
' was 1.95.
‘ Note:
Observation and records review determined the
facility to be in compliance with the minimum
requirements of the 2012 Life Safety Code.
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