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 @

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

A.1. DETAILS OF THE PHARMA ©q0

Name of the Pharmacy..{.\ =Y. . F.7\ M’W‘M ’lbﬁ j(\{\a Identlfcatlon Number (FIN)... O‘ 0'2“%3
Phy5|c ddress am -
Street ............... W%érd ...... ‘ ...................... Dlstrlct/MumcnpaI....K{?.l’.‘.?.’!.‘.&.’.‘.(....Region..‘.?.s..c.‘.'f‘.’?..?s Sapatt
A.2. DETAILS OF SUPERIN ENDENT/OTHER PHARMACEUTICAL PERSONNEL

Full Name.., .S.l ................ n\ﬁ‘ﬂ‘v’( LM (CEPING.OL016E S, Ph%rlec@%gim%f?é?

Address.... 8O CA .. 6?' ............. M’VJ .............. Emallgtwwl7 o Cera

A.3. REASON(s) FOR CHANGE

Time frame of notification: (As per Contract) ignature....... 5 RN b | (- B o ! (i Sisbond

A.4. OWNER’S DETAILS e
Full Name....,. ]\\[ ...(p..l..\fé.\z ..... )X/M.Q.,.I ....... o™ Phone Number..... é/‘@ gl
Remarks.....4. ..\./..Cf....\..«. - 54..‘.‘..’..1..1-!.—9 ...... | Fed IO 7D 7R o T U0 S O3 /D0 008 % st SO
Signature...... '\./.3....:.;:. Date.. P Floel e r

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

FullName .......cooiiii PIN............. Phone Number................. Email.........cooeiii
Physical address

Street......ccovvvvvevnnnnnn. Ward.........coooviieinns District/Municipal............ccoooveiieenns Region......cooeviveininnnn.
Details of Previous pharmacy: -

Name of Pharmacy........ccccoeviieinnivniinmennsrnirnnnnsrnnns FIN.............. 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

RCTele Ty T Tt g Lo o o] o - T P ORRPT
FullName.......ccooooiiiiii e, Designation................... Signature.....b..cevennnnnen. Date ............

D. NOTE;
Failure to acquire the services of another superintendent/ Other Phammaceutical Personnel within the mentioned time
frame, shall lead to immediate closure of the premises as per Section 43 of the Pharmacy Act Cap 311.
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ek Vuist Prialiniascuuudl peisuiiiicr Ncain al Ly pricdiiiacoouial porsuliicel apait vl SUp el e idel .



