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FOOD AND DRUG ADMINISTRATION

BLOOD ESTABLISHMENT REGISTRATION AND PRODUCT LISTING
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PLEASE READ INSTRUCTIONS CAREFULLY. Be sure to indicate 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 corrections in red ink, if possible. Enter your phene
number in item 8.3 and the phone number of your actual location in item 4.1. Sign the
form and return to FDA. After validation, you will receive your Official Registration for the
ensuing year.

ENTER ALL CHANGES IN RED INK AND CIRCLE.

This form is authorized by Sections 510(b), (j) and 704 of the Federal Food, Drug, and Cosmetic
Act (Title 21, United States Code 360(b), (j) and 374). Failure to report this information is a
violation of Section 301(f) and (p) of the Act (Title 21, United States Code 331(f) and (p}) and can
result in a fine of up to $1,000 or imprisonment up to one year or both, pursuant to Section 303(a)

of the Act (Title 21, United States Code 33.3(a)).
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3[] CHANGE IN INFORMATION
DISTRICT OFFICE:  Detroit
VALIDATED BY FDA: 30-NOV-2011
PRINTED BY FDA:  12-DEC-2011

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

South Bend Medical Foundation, Inc.

Marion Donor Center
330 N. Wabash Avenue
Marion, IN 46952

4.1 PHONE 765-662-4630
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8] DISTRIBUTION CENTER
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South Bend Medical Foundation, Inc. RED-BLOOL GELLS {RAG) B

ATTN: Robert J. Tomec, MD REC FROZEN 3
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