FORM AFFROVED: OMB No. D940-0052.

DEPARTMENT OF HEALTH AND HUMAN SERVICES
PUBLIC HEALTH SERVICE
FOOD AND DRUG ADMINISTRATION

BLOOD ESTABLISHMENT REGISTRATION AND PRODUCT LISTING

1. REGISTRATION NUMBER

FEIL:
CFN:

3007786871

Explation Date: February 29, 2012, See instructians for OMB Statemenl.
3. REASON FOR SUBMISSION

1 bt ANNUAL REGISTRATION
21 INmIAL REGISTRATION

228

2, IS, LICENSE NUMBER

W

317 CHANGE IN INFORMATION

PLEASE READ INSTRUCTIONS GAREFULLY. Re sure to indlcats any changes in your
legal name or actual location In item 4, and any changes In your mailing address in item
6. Print all entries and make all correclions in rad ink, if possible. Enter your phone
number In ilem 8.3 and the phone number of your actual lacation in Item 4.1, Sign the

form and return to FDA. After validation, vau: will receive your Officlaf Registration for the
ensuing year,

ENTER ALL CHANGES IN RED INK AND CIRCLE.

4. LEGAL NAME AND LOCATION (Include legal name, rumber and street, city,
stale, country, and post office code)

Florida Blood Services, Inc.,

Capital Regional Medical Center -
2626 Capital Medical Blvd
Tallahassee, FL. 32308

41 PHONE 727-568-5433

This form is authorized by Sections 510(b). §) and 704 of the Federa! Fond, Drug, ani Cosmefic
Act (Title 21, United States Cade 360(B), (j) and 374). Failure Lo report Ihis infarmation is a
violation of Seclion 301(f) and {p} of the Act (Title
result in a fine of up 1o $1,000 or imprisenment up
of the Act {Title 21, United Stales Cade 33.3(a)).

21, United Stales Code 331 (1) and {p)} and can
10 one year or both, pursuant to Section 303(a)

DISTRICT QFFICE:  Florida
VALIDATED BY FDA: 09-DEC-2010
PRINTED BY FDA:  9-DEC-2010

5. OTHER NAMES USED AT THIS LOCATION (Inchide trade name, doing-business-
as, previous names, and other firms codocated, i applicable, include registration
number.)

9. TYPE OF DWNERSHIP
1{7] SIGLE PROPRIETORSHIP
2["} PARTNERSHIP
ARA CORPORATION  profit___
4L] cooPERATIVE ASSOGIATION
&[] FEDERAL inon-miiitary}
s Jus miLITARY
T statE

non-profitsf

81 COUNTYRUNICIPALIHOSPITAL AUTHORITY

2173 OTHER (Specily) -

10, TYPE ESTABLISHMENT (Check all buxes it describe rauting of aulolkgous sperations.)

AL COMMUNITY (NGN-HOSPITAL) BLOGD BANK
2571 HOSPITAL BLOOD BANK
A7) PLASMAPHERESIS CENTER
4L} PRODUCT TESTING LABORATORY
A ____ INDEPENDENT
——ASSOCIATED Wi COMMUNITY ar HOSPITAL BLOOD SANK
5T HOSPITAL TRANSFUSION SERVICE
8 APPROVED FOR MEDICARE REMBURSEMENT
——HOT APPROVED FOR MEDICARE REIMBURSEMENT

6L_] COMPONENT PREFARATION FACILITY
7] coLLECTION FACILITY:
8L} DISTRIBUTION CENTER
08" BROKERMWAREHOUSE

0L OTHER (Specify) :

- 228
UL5. LICENSE NUMBER OF PARENT FIRIG

7.1 E-MAIL ADDRESS
7.2 PHONE

Florida Blood Services-CRMC 1. PRODUCTS CoLLERT Aé\’m%}é&;s AUTOMATED, PREPARE LEUKOGYTES | IRRACIATED ﬁg?gsur_rén TEST STonE
] 3 ] 10 DTHERS
ALLOGENEIC  AUTOLOGOUS DIRECTED {n &4 (&) 1] {5) (8) %] &) {9
&, MAILING ADDRESS OF REPCRTING OFFICIAL {Includs institution name if -
spplicable, number and street, city, state, counlry, and post office code) WHOLE BLOOD X
Florida Blood Services, Tne. _RED BLOOD GELLS (RBG) X x_
ATTN: Cindy Olivie RAC FROZEN
16106 Br. Martin Luther King Jr St N RS DEGLYCEROLIZED X
St. Petersburg, FL. 33716-2806 REC REAVENATED X
REC REJUVENATED FROZEN
RBC REJUVENATED DEGLYCEROLIZED
CRYQPRECIPITATED AHF -X
7. U.5. AGENT (Incfude name, institution name if applicable, number and sireet, city, PLATELETS X
slale, and zip code) LEUKOCYTES/GRANULOCYTES
PLASMA
PLASMA CRYOPRECIPITATE REDUCED X
FRESH FROZEN PLASMA %
LIGUID PLASMA
THERAPEUTIC EXCHANGE FLASMA

SOURCE LEUKOCYTES

_SOURCE PLASMA

8. REFORTING OFFICIAL'S SIGNATURE

8.1 TyPeD Name  Clindy Olivio
82 E-MAIL ADDRESS  calivio(@fbsblood.org
B.3PHONE 727-508-1203

B.4 DATE

RECOVERED PLASMA

BLOOD PRODUCTS FOR DIAGNOSTIC USE

BLOOD BANK REAGENTS

OTHER

FORM FDA 2830 {14/2000)  PREVIQUS EDITION IS OBSOLETE




