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INITIAL COMMENTS

The annual Life Safety Code survey was
conducted on February 2, 2006 . The followingdeficien^y was cited.

NFPA 101 LIFE SAFETY CODE STANDARD

Illumination of means of egress , including exitdischarge , is arranged so that failure of any
single lighting fixture (bulb) will not leave the
area in darkness . (This does not refer to
emergency lighting in accordance with section 7.
8.) 19.2.8

This STANDARD is not met as evidenced by:
Based on observations during the survey period,
it was determined that illumination was not
provided in a stairwell. This finding was observed
In the presence of the maintenance director.

The findings include:

Illumination was not provided in the stairwell-near
the Beauty Shop as evidenced by burned out
light bulbs in one (1) of four (4) observations at
approximately 2:00 PM on February 2, 2006.
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1. The identified light bulb in the

stairwell was changed and is
working.

Director of Plant operations
to ensure all lights are in working
order.

3. Work orders will be filled out
problems are identified.

4. Rounds and all deficiencies or
problems will be reported to
Environment of Care Committee
for discussion or for further action.
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2. Rounds will be completed by the 3c1/off
facilities Safety Officer and the
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