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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 standards.

The facility was located in a one-story building of
Type V (000) construction. The building was
protected with one wet and one dry automatic
sprinkler system designed to meet the
requirements ofNFPA13, Standard for the
Installation of Sprinkler Systems.

The facility was separated from a one-story clinic
building to the north by a one-hour fire resistant
rated occupancy separation wall.

Resident evaluation determined a Slow level of
evacuation difficulty. The E-Score was 3.5.

AUTOMATIC SPRINKLERS

Where an automatic sprinkler system is installed,
for ei^er total or partial building coverage, the
system shall be installed in accordance with
Section 9.7, as modified by 33.3.3.5.1.1,
33.3.3.5.1.2, and 33.3.3.5.1.3.

33.3.3.5.1
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