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8-3.1.11.3 Signs.

A precautionary sign, readable from a distance of 

5 ft (1.5 m), shall be conspicuously displayed on 

each door or gate of the storage room or 

enclosure.  The sign shall include the following 

wording as a minimum: 

CAUTION

OXIDIZING GAS(ES) STORED WITHIN

NO SMOKING.
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