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K 000 INITIAL COMMENTS K 000

 LIFE SAFETY CODE 101:2012   

THIS FACILITY IS NOT IN SUBSTANTIAL 

COMPLIANCE WITH THE MINIMUM LIFE 

SAFETY CODE REQUIREMENTS AS 

SURVEYED UNDER CMS-2786R.

 

K 293

SS=D

Exit Signage

CFR(s): NFPA 101

Exit Signage

2012 EXISTING

Exit and directional signs are displayed in 

accordance with 7.10 with continuous 

illumination also served by the emergency 

lighting system.

19.2.10.1

(Indicate N/A in one-story existing occupancies 

with less than 30 occupants where the line of exit 

travel is obvious.)

This REQUIREMENT  is not met as evidenced 

by:

K 293 9/24/19

 Complaint# NJ00128482

Based on observations and interview on 9/19/19 

in the presence of facility management, it was 

determined that the facility failed to display exit 

directional signs to identify designated exits in 

the event of an evacuation.  

This deficient practice was evidenced by the 

following:   

At 8:50 AM, the surveyor along with the 

Administrator, Director of Nursing, Director of 

Maintenance, and the Project Manager 

conducted a tour of the newly constructed  

 1. No residents are affected. 

2. Immediate removal of the exit 

directional sign above the door leading to 

the  Immediate contact 

to construction company to provide two 

exit directional signs with direction for 

evacuation for residents, staff ,and 

visitors in the exit corridor from the dining 

room near the business offices. Installed 

2 exit directional signs on 9/23/19. 

3. Immediate review of current building 

exit directional signs throughout facility to 

ensure proper placement. Ensure for next 

phases of the renovations that all exit 

directional signs are properly placed 
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resident dining room and observed the 

following: 

1.  There was an exit directional sign above the 

door leading to the .  The exit 

way was not provided with a path to the common 

way (fire road).

A review of the Department of Community Affairs 

(DCA) approved plans dated 9/6/19 revealed that 

there was no approval for the exit directional sign 

at that location.

2.  There were no exit directional signs provided 

in the exit corridor from the dining room near the 

business offices.  The exit corridor led to a set of 

smoke barrier doors to the lobby area on one end 

and to a set of smoke barrier doors to the 

 on the other 

side.  However, there were no exit directional 

signs to direct residents, staff, and visitors for an 

evacuation.

In an interview, at 9:30 AM, the Administrator 

and Director of Maintenance stated they would 

remove the exit directional sign leading to the 

courtyard and would add two exit signs in the exit 

corridor by the business offices.  

NJAC 8:39-31.1(c), 31.2(e)

meeting code standards and the 

construction plans show proper 

placement meeting code standards. 

4. Report of the exit sign monitoring by 

the Director of Maintenance or designee 

to the monthly QAPI meeting for the next 

three months. Report the appropriate exit 

directional signs based on the 9/3/19 

approved construction plans to monthly 

QAPI until construction has been 

completed.
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