
Abby Fonderwhite 

From: Miller. Kathi D (DOH) <Kathi.Miller@DOH.WA.GOV> 
Ssnt Monday, August 21, 2023 &06 AM 
To: Abby Fonderwhite 
Cc Christine Swinehart 
subject FW: Renewal Application for Blood Collecting or Distributing Establishment Registration 

# BLE.FS.60786247 

lmportance: High 

August 21, 2023 

Cascade Reglonal Blood Services •• 
220 South l St 
Tacoma, WA 98405 

Subject: Renewal Application for Blood Collecting or Dlstrlbutlng Establishment Registration # BLE.FS.60786247 

Dear Tacoma-Pierce County Blood Bank: 

Thank you for submitting your renewal payment for a Blood Collecting or Distributing Establlshment Reglstration 
credential. To continue our review, we must receive: 

Renewal Appllcatlon —A renewal application is required. Foryour convenience, the application can be found 
here: Blood Establishment Registration Ai,plication (wa.gov). Complete and return the original application to 
our offlce to continue the renewal process. 

Please submit the above lnformation along with a copy ofthls letter to: 

Washlngton State Department of Health 
P.o. Box 47877 
Olympia, WA 98504 
Emall: kathi.millerdoh.wa.gov 

RECEVED 

ÁUGZ5 2023 

DOH/HSQA/OCS 

You can check the status ofyour application online using our Provider Credential Search Dortal. 

Sincerely, 

Kathl Mlller 
Health Services Consultant 
Facillties Credentialing 
HSQA Office of Custorner Service 
Washington Stafe Departrnent of Health 
kathi.miller@doh.wa.Qov 
www.doh.wa.aov 



HI f 1cIaIrY 

RECEIVED 

AUG2S 2023 

DOH/HSQA/OCS 



í
Whin1o, 5tate Dertment 

Health RECEIVED 

AUG 2 5 2023 

D0H/HSQA/OCS 

Date 
Stamp 
Here 

Revenue: 0597628200 

Blood Establïshment Registration Applicatïon 
Select one: IJ  New Registration [jj] Change of Ownership 

IJ Change ¡n Standing 
,

Renewal of Registration 

CheckOne ________________________________ 
fl Association [] Limited Partnership fl Sole Proprietor 

IJ Corporation fl Municipality (City) IJ State Government Agency 

fl Federal Govemment Agency IJ Municipality (County) IJ Tribai Govemment Agency 

fl Limited Liability Company jÍ Non-Profit Corporation fl Trust 
[jj] Limited Liability Partnership E] Partnership 

1. Demographic lnformation 

UBI # Federal Tax ID (FEIN) # 

3- - Ô 3 7 7C 
Legal Owner/Operator Name . 

// xk 
Maiiing Address / 

e t 

City State Zip Code County 

___________________ fer 
Phone (enter 10 digit #) Fax (enter l 0 digit #) 

3 -33-2šŠ3 377.-C34L 
Email Address Web Address 

______________________ j4fl41J4/. &≤_be-i1 
Facility/A,ency Name (doing business as db• if different from above) 

ca s ca/ 1ç<, òtJ -yzr 
Physical Address 

Z -h Z Çc.ej _______________________ 
City State Zip Code County 

___________________ ðce 
Faciiity Phone (enter 10 digit #) Fax (enter 10 digit #) 

________________________ ç7-
Email Address 

Mailing Address (lf different than physical address) 

City State Zip Code County 

DOH 505-132July2017 Page 1 of3 



2 Client lnformation 
List ail of your clients in Washington State. lnclude current and valid email addresses for each. Attach additional 
pages as needed. 
Client Name Client Email Address 

- .,.# 
/ 1 4/79 y.ši4r 

ÌZfr:/2 //-# e/sscy?cai-e. Ö 

_____________ ___________ 
RECEIVED 

___ ________________________________ AUG25_2023 

DC)H/HSQA/pC5 

DOH 505-132 July 2017 Page 2 of 3 



Contact Porson Name lltle 

___________________ 
Phono (onter 10 dlgft #) Email Mdress 

63 -33 - Š≤3 eL4nss 
Contact Person Name lltlo 

A-171c,ei;/ /nderthha _____ Thfl;CdJ ceìs-
Phone (ej 10 digit #) Email Mdress 

• •-c - a46e cvt- fle 
___ ... .t _______ 

Previous Name of Legal Owner 

Prevlous Name of Faclllty Prevlous Llcense # Effectlve Date of Ownership Change 

l certify l have received, read, understood, and agree to comply wlth state law and rule regulating thls licensing 
category. l also certify the lnformation herein submitted ls true to the best of my knowledge and belief. 

Signature of Owner/Authorlzed Representatlve Date 

4tì.ç Zt- S),nÆ 41-P c-

Prlnt Name Prlnt lltle 

RECEIVED 

AU625 2023 

DOH/HSQA/OCS 

DOH505-132July2017 Page3of3 



DEPAR1MENT Of 1ALTh AND HUMAN SERVICES Æl: 3075335 REASON FOR SUBMlSSlON 
PUBUC 1EALTH SERVICE 
FOOD AIC DRG ADMlMSTRA11N 070052063 Mnuat Registration 
BL000 ESTAE1JSIENT REGISTRATION AND PROCUCT USI1NG FOR u.t Ucete Numbet: 
MANUFACTURERS OF BL000 PRCOUCTS AIC LJCENSED DEVICES __ 

LEGAL NAME AND LOCA11ON: REPORTING OFFlClAL 
Tara Crosby, Director ot Quality Assurance 

Tacoma-Pierce County Blood Bank Cascade Regional Blood Serviæs 
220 South l Street 220 South l St 
Taccma, WA 98405 USA 

Taœma, Wk 98405 USA 

DISTRICT OFFICE:seattle 

VAUDATED BV FDA: 1011312021 

u.S. AGENT: 

RECEIVED 

ÂUS 2 5 2023 
253-383-2553 253-383-2553 x227 

brac@absnet DOH!HSQA/OCS 
OTHER NAMES USED IN THIS LOCA11Ot1: TYPE OF OWNERSHIP: ESTASUSHMENT TYPE: 
CASCADE REGIONAI. BL000 SERVICES CORPORA110N COMMUNITY (NON-HOSPITAL) BL000 BANt( 

DOt4OR1REC1PIENT RELA110N5H1P 
ALLOGENIC, AUTOLOGOUS 

PROOUCT CCLLECT MANUAI. ALJTOMATED PREPARE LFUKOCYTES IAD4ATED DCNOR TEST STORE AIC BACTERIAL PÀTHOGEN POOLED 
APHERESIS APHERESIS REDtJCED RETESTED DISTRIBUTE IES11NO REDUCED 

TO OTHERS 

W1OI.EBL000 X X X X 

RED BL000 CELLS (RBC) X X X X X 

CRVOPRECIPITATED AHF X 

Pt.ATELETS X X X X X 

PLATELETSWkSHED X X X 

FRESHFROZENPI.ASMA X X X 

UQUID PLASMA X X 

RECOVERED PLASMA X X 

BI.OOD COMPONENTS FOR RESEARCH X X X X X 

B-PF24 X X 

FDA in(oimation colleion OMB coÆrot nu,n 09100052, Expiration Date: 7I31I24 
FEI: 30fl335 pag. i ef 2 PR1NÎ DATE: 01-OCT-22 



ÆPARTMENT OF IEALTh AND HUMAN SERVICES J• 3Ø75335 l REASON FOR SUBMlSStCt4 
aJC IEALTh SERVICE 

OOO AND DRUG ADMINISIRATIQN DUNS: 070052063 l Mnual Registralíon 
LOOÐ ESTAaUSEHT REGlSThATlON AND PRODUCT US11NG FCR tJS. Llcans. Number 
*ANtWAC1URERS OF BLOOD PRCOUCTS AND LICENSED DEVlCES 202 

LEGAL NAME AND LOCAT1OIl: REPORTING OFFICIAL: 
Tara Cmsby. Diredor of Quality Assurance 

Tacoma-Pleçce County Blood Bnk cascade Regional Blood SeMces 
220 South l Sfreet 220 South l St 
Tacoma. W. 98405 USA 

DISTRICT OfFlCE:Seattle 

VALIDATED BY FDA: 10113/2021 

U.s. AGENT: 

253-383-2553 

OThER NAMES USED IN ThIS LOCATlOt1: 
CASCADE REGIONAL. BLOO0 SERVICES 

PROOUCT 

Tacoma. WA 98405 USA 

253-383-2553 x227 

tarac@clts.net 

TYPE OF OWNERSHIP: ESTABLISHIENT TYPE: 
CORPORATION COMMUNITY (NON-HOSPITAL) BL000 BANK 

DONOR/RECIPIENT RELATIONSHIP: 
ALLOGENIC, AUTOLOGOUS 

MAMJAL AUTOMATED PREPARE LEUKOCYTESI IRRADIATED DONOR TEST STORE AND BACTERIAI. PAThOGEN POOLED 
PHERESIS APtERESIS REDUCED RE1ESTED DISTRIBUTE TESTING REDUCED 

TO OThERS 

RECEIVED 

ALJG2S 2023 

DOH/HSQA/ocs 

FDA infonnatjon œlleion OMB Contzcl number 0910-Q052. Expratløn Date: 7131/2024 

FEI: 3075335 p 2 PRtNT DATE: O1-OCT-22 



CASCADE REGIONAL m.ooD SERVICES 
220 SOUfH l STREET• 
RO. BOX 2113 
TAcOMA, WA 98401 

S-r--ï . 
TACOMAWA983 . .i 

i963°. 
22AuG2o23pM31 

;. . . 
YOUR COMMUN11 • ..: 

L........ 

sÁ/T/rèf 5a ° 
,OO RECEIVED 

wd fl5o/ AU625 2023 

DOH/HSQAIOCS 
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