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CFR: 42 CFR 483.70(a)

Building: 01

Survey under: NFPA 101 (2000 Edition)
Plan approval: 1962

Facility type: SNF/NF

Type of structure: 2 story Type Il protected with
partial basement under kitchen

Smoke Compartments: 6

Fire Alarm: Complete addressable fire alarm
system

Sprinkler System: Complete automatic sprinkler
system (wet)

Generator: Natural gas

A life safety code survey was initiated and
concluded on 01/23/14, for compliance with Title
42, Code of Federal Regulations, §482.41(b).
The facility was found to be in compliance with
NFPA 101 Life Safety Code, 2000 Edition.
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