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Based on a facility walk through with the CLMA :
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The facility's communications room did not have
two ceiling tiles firmly secured in place. This

situation compromised the fire integrity of the _
room (2009 IFC 315.2.4). E ’
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2. In an interview with the facility manager, she
-indicated the normal hours of facility operation

include evening hours on.Monday when the

‘natural light from the stairwell window would not

iluminate the path .of egreéss-as required.

This obsefvation was made in the presence of
the facility manager.
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lighting according-to NFPA 101.
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