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survey The membership of this committee
K 147 | Continued From page 26 K 147! consist of at least the medical director,
section shall not be used for storage. When pharmacy consultant, director of nursing,
| pormai{y encloseq l;ve parts are exposed fo_r . f . assistant director of nursing, business office -
inspection or servicing, the working space, if in a manager, social service director, and the
23;:;&9;‘3);&' é;enerat open space, shall be administrator. The committee meets at least
. . quarterly and more frequently as they deem |
(C) Entrance to Working Space. P ;
(1) Minimum Required. At least one entrance of 2::35331:" h;}r:i?;? g‘i{;ﬁg p (ljans of tree will
sufficient area shall be provided to give access to roview the effect of the i t)I, ommittee wi
working space about electrical equipment. hv ew the eliect of the imp ementeq
(2) Large Equipment. For equipment rated 1200 changes and the aqut ﬁ.“dmgs’ .and ’f.at any
amperss or more and over 1.8 m (6 ft) wide that time concerns are identified during this
contzins overcurrent devices, switching devices, monitoring process, the PI Quality
or centrol devices, there shall be one entrance to Committee will be convened to analyze and
the required working space not less than 610 mm recommend any further interventions, as
(24 in.) wide and 2.0 m (6% ft) high at each end deemed appropriate.
of the working space. Where the entrance has a
personnel door(s), the door(s) shall open in the
direction of egress and be equipped with panic
bars, pressure plates, or other devices that are
normally latched but open under simple pressurs.
A single entrance to the required working space
shall be permitted where either of the conditions
in 11€.26(C)(2)(a) or (b) is met.
(a) Unchbstructed Exit. Where the location permits
a continuous and unobstructed way of exit travel,
a singie entrance to the working space shall be
permitted.
{b) Extra Working Space. Where the depth of the
working space is twice that required by 110.26(A)
(1), a single entrance shall be permitted. it shall
be located so that the distance from the
equipmant to the nearest edge of the entrance is
not less than the minimum clear distance
specified in Table 110.26(A)(1) for equipment
opersting at that voitage and In that condition.
(D) Huraination. lllumination shall be provided for
all working spaces about service equipment,
switchboards, panelboards, or motor control
centers installed indoors. Additional lighting !
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outiets shall not e required where the work
space is Huminated by an adiacent light scurce or
as permittad by 210.70{A)(1}, Exceplion No. 1, for
aswitched receptacles. in electrical squipment
rooms, the Hlumination shall not be controlled by
attomnatic means onfy.
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