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INITIAL COMMENTS

This survey used the 2012 edition of NFPA101,
Life Safety Code, Chapter 33 Existing Residential
Board and Care Occupancies (Large), in
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, fully sheathed, and
protected throughout with a wet and dry
automatic fire sprinkler system designed to meet
the requirements of NFPA 13, Standard for the
Installation of Sprinkler Systems.

Resident evaluation determined a Slow level of

evacuation difficulty. The E-Score was 3.7.

MANUAL FIRE ALARM

General. Afire alarm system in accordance with
Section 9.6 shall be provided, unless ail of the
following conditions are met:

(1) The facility has an evacuation capability of
prompt or slow.
(2) Each sleeping room has exterior exit access
in accordance with 7.5.3.

(3) The building does not exceed three stories in
height.
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