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1. REGISTRATION NUMBER
FEL 000512128
CFN: 1061067

Explration Dale: Febiruary 20, 2012, Sap inslructions for OMB Slaterment,
3, REASON FOR SUBMISSION

A Ez] ANMUAL REGISTRATION
2{7] INImIAL RESISTRATION

2, 1.5, LICENSE NUMBER
228

PLEASE READ INSTRUCTIONS CAREFULLY., Be sure to indicate any changes in your
legal name or actual location in llem 4, and any changes In your malling address in item
6. Print alt entries and make all corrections In red ink, i passible. Eater your phone
number in item 8.3 and the phone number of your actual lacation In item 4.1, Sign the
form and return to FDA. Alter validation, you will receive your Officlal Registration for the
ensuing year.

ENTER ALL CHANGES IN RED INK AND CIRGLE.

4, LEGAL NAME AND LOCATION {Include lzgal name, numher and sireet, cily,
state, couniry, and post office code)

Flerida Blood Services, Tnc.

1214 Norlh Peterson Avenue
Suite N

Douglas, GA 31533

41PHONE 727-568-3433
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aof the Act (Titfe 21, United Stales Code 33.3(a)).

This form Is authorized by Sections 510(b), ) and 704 of the Federal Foad, Drug, and Cosrelic
Act (Title 21, United Siates Code 360(b}, (j) and 374). Failure to rapart this infarmation is a
violation of Seclion 301(f) and (p) of the Act (Title 21, United Siales Code 331¢1) and (p}) and can
resullin a fine of up to $1,000 or impriscament up o ane year or both, pursuant o Section 303(a)

DISTRICT OFFICE:  Atlants
VALIDATED BY FDA: |0-DEC-20{0

PRINTED BY FDA:  [0-DEC-2010

9. TYPE OF OWNERSHIP
1] SINGLE PROPRIETORSHI®
2[7] PARTNERSHIP
3K/ CORPORATION  profil___
4[] cooreraTIVE AssOGIATION
5[_] FEDERAL {ror-miitary}
&[] u.s ARy
T sTaTe

8] COUNTYIMUNICIPALHOSPITAL AUTHORITY
87 oTHeR (Speciy) :

nen-profits/_

5. OTHER NAMES USED AT THIS LOCATION ({Include trade name, toing-business-

as, prevlous names, and other firms co-located. i applicable, include registration
number.)

10. TYPE ESTABLISHMENT (Chech all boxes thal describe routine or aulologous operalions.)
AL communiry non-HasPITAL) BLCOD BANK
2] HOSPITAL BLOOD BANK
L] sLasMAPHERESIS CEMTER
AT ProDUCT TESTING LABORATORY
% ___ INDEPENDENT
——ASSOCIATED Wi COMMUNITY or HDSPITAL BLODD BANK
501 HOSPITAL TRANSFUSION SERVICE
2 . .APPROVED FOR MEDICARE REIMBURSEMENT
——MNOT APPROVED FOR MEDICARE REIMBURSEMENT

6] COMPONENT PREFARATION SACILITY
7R coLLECTION FACILSTY
£} DISTRIBUTION CENTER

(] BROIERMWAREHQUSE
0] 0THER (8pecily) ;

228
U5, LICENSE NUMBER OF PARENT FIRM

IRRADIATED | _DONOR TEST STORE and
1. PRODUCTS COMEET | PHERESts | ArEnEas| PREPARE s | kR RETESTED DISTRIBTE
b4 VY X ta OTHERS
ALLOGENEIC  AUTOLOGOUS DIRECTED [‘3) (5 8 {8 (8
&, MAILING ADDRESS OF REPORTING OFFICIAL {Include instiluton name if
applicablz, number and street, city, state, country, and post office cade) WHOLE aLooD
Florida Blood Services, Inc. RED BLOOD CELLS (RBG) X
ATTN: Cindy Olivio REG FROZEN
10100 Dr. Martin Luther King Jr StN REC DEGLYCEROLIZED
St. Petersburg. FL 33716-2806 REC REJUVENATED
RBC REJUVENATED FROZEN
RBC REJUVENATED DEGLYCERQOLIZED
CRYOPRECIPITATEDR AHF
7. WL.5. AGENT ({Include name, instilution name if applicable, number and street, city, PLATELETS
stale, and zip cade) LEUKGEYTES/GRANULOCYTES - |
FLASMA

7.1 E-MAIL ADDRESS
7.2 PHONE

FLASMA CRYOPRECIPITATE REDUCED

FRESH FROZEN PLASMA,

LIQUID PLASMA

THERAPEUTIC EXCHANGE PLASMA

SOURCE LEUKOCYTES

SOURCE PLASMA,

8. REPORTING OFFICIAL'S SIGNATURE

8.3 TyrED NAME Cindy Olivio
8.2 E-MAIL ADDRESS  colivio(ifbsblood.org

8.3 PHONE 727-5G8-1203 8.4 DATE

RECOVERED PLASMA
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