THE UNITED REPUBLIC OF TANZANIA

MINISTRY OF HEALTH

PHARMACY COUNCIL

NOTIFICE FOR CHANGE OF MANAGEMENT OR PHARMACEUTICAL PERSONNEL OF A

PHARMACY
(Regulation 17(1) of The Pharmacy (Pharmacy Practice and the Conduct of Business of Pharmacy) GN No. 267)

Changes to be Made: Superintendent Other Pharmaceutical Personnel D

A. TO BE COMPLETED BY THE SUPERINTENDENT/OTHER PHARMACEUTICAL PERSONNEL AND OWNER
OF THE PHARMACY.
A.1. DETAILS OF THE PH

RMA!
r};lsme of the Pharmacy. l\/& gém fHWA'U( ..Facility Identification Number (FINj.. 039005—2
ysical address
StreetM WE"@ET (JWA'Ward MAKAMQA'KD District/Municipal.. NJD M@€ ....Region !\/TOM/@ =

A2 DETAILS OF SUPERINTENDENTIOTHER PHARMACEUTICAL PERSONNEL
Full Name.. - _PIN..@VD 29 #*Phone. . '7' 68 614'39 7—4"
Address. .. .. Dkﬂ'ﬂf’!w ....Email... 1"M‘2—°M’74 &3

.’.\éié‘f‘fo'“‘é’? WRIE. 1 (1) oF bUR o TRACT (ND PAYMENT wiTHooT JUTRIABLSE.
(AUSE) |, Hoved o adoTHER ¢ bglen)

Time frame of notification: (As per Contract) ?’J’aﬂﬁ .. Signature.. @WKD"‘%‘ Date.. Qd’n A"P‘/‘\) 202’5

A.4. OWNER’S DETAILS
FUlLNGME. oo e e Phone NUMDET. L

R OITVATKS . . oo oo semonsm s ane smssssiens sosinnn oo siake sannns sus aes wan voe Saeaes tas s obesnn aae nabaseinns aae vas ann eaeend dmemn e vt s on s b
Signature.................... Date..................

B. TO BE COMPLETED BY THE OWNER ONLY
B.1. NEW SUPERINTENDENT / OTHER PHARMACEUTICAL PERSONNEL

FUll Name ....oovveeee e ceeee e  PING Phone Number................. Email.........cooooi
Physical address:

Street... ..o Ward.......................... District/Municipal..................c.........Region ...
Details of Previous pharmacy:

Name of Pharmacy.............cccccoovevveveeevereee oo GFING District/Municipal............... Region............ ..

B.2. QUALIFICATION DOCUMENTS OF THE NEW SUPERINTENDENT / OTHER PHARMACEUTICAL

PERSONNEL (To be attached)

(i) Copies of registration certificate and valid license to practice
(ii) Contract Agreement/MOU

(iii) Commitment Letter

C. FOR OFFICIAL USE ONLY
INSPECTION/REGISTRATION OR ZONAL OFFICE
Recommendations....‘.............................‘.
Ul N BT s on s s wasmand aa gt dae ans sngsinne oas DeS|gnatlon ................... Slgnature vivien.Date e

D. NOTE;
Failure to acquire the services of another superintendent/ Other Pharmaceutical Personnel within the mentioned time
frame, shall lead to immediate closure of the premises as per Section 43 of the Pharmacy Act Cap 311.

NB: Other pharmaceutical personnel mean any pharmaceutical personnel apart from superintendent.



PHARMACY COUNCIL
(Made under regulation 4(1))

COMPLAINT FORM

To be filled by the complainant and submitted to the Office of the Registrar)

1. Personal Details:

Address: Dﬁ’ﬁ’u ~S ALAAIM

Phone number (s): 0}98 qug @:"L(—

2. Are you the complainant? Yes M No [ ]

3. Are you complaining on someone else behalf? Yes [ ] Nom
If “Yes’ what is your relationship to the someone behalf?
Wife [ ] Husband [] Son [ ] Daughter [] Sister [ ] Brother [ ] etc.

4. Details of the pharmaeettieatpersonmet Fro P“\“’tw
Full name of each pharmaceutical personnel you are complaining about

The address of each pharmaceutical personnel work at (if you know) or the
address where you were attended.

L TH0BIAST  MEILIVY "‘YOA?ELE‘?‘S:]'LI—

...............................................................................................

...................................................................................................



PCF. 18

5. Give details of your complaint Please describe your complaint, and state
exactly what happened and, if possible include dates, time and place of incident
Ownar pp Nagartth | Phovmetsy bay opnned b g

6. Do you have any documents (for example, letters or records) which might back
up your complaint? If you do, please attach copies and list them below. If
needed, we will return all original documents after taking copies.

7. Are there any other people who witnessed the acts you are complaining
about? If yes, please give their names below, and how they were involved.

8. Are those people be prepared to make written statements? Yes [ [ No [ ]

9. We are always try to deal with most complaints through correspondence but, if

it becomes necessary, are you prepared to be a witness at an inquiry of your
complaint? Yes M No [ ]

10. Have you complained to any other organization about this matter (example
where the pharmaceutical personnel work?). If ‘Yes’, please say which
organization you have lodged your complaint to.

11. Give us brief details of what happened to your complaint, and send us copies
of any letters between you and that organization.

12. Declaration

| hereby certify that the information | have given in this form is complete and

accurate, and | solemnly make this declaration, conscientiously believing the
same to be true.

Name: RAL HAEL MzoMOZ]

Signature:

Db
Date: 25 PrvPVﬂ 2025




