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 ]::I

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

A.1. DETAILS OF THE PHARMACY -
Name of the Pharmacy.. S ¥ 1% “N(}MP\ Mﬁﬂma}?—'amhty Identification Number (FIN) Q\ Q 3 \q6

o e AR A AT g B s (PN o ‘_
Street..;S.QG‘MN gljf““‘(“’“‘Ward Som G - District/Municipal VJG'%?)U‘JX Region DHP- &'JW

A.2. DETAILS QF SUPERINTENDENT/OTHER PHARMACEUTICAL PERSONNEL )
Full Name... \‘L\— oy WAVEH PIN .Q.\.Q%.j..g.cﬂ;....Phov.ng&’gxzj Py

Address...... OEONCR ) DB £ - TP Email. . HAllar .'.N.H..:f.?@.@ﬁfﬁﬁéi.\'."’.'.'.'C'C:):f.'?i::::.'.'

Buiness doernd wmise Moty Sur  paysng. Sy permlendnE
Time frame of notification: (As per Contract) :20 / ........ Date..Q_? ]C"{lZ(;‘dj
A.4. OWNER’S DETAILS , -

Full Name.......... AN N OB IR phone Number.. O7 VO NS OLL
Remarks... 5~

Signature.. WYL=t

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

FUILNAME < covms sssumsnn snsn susvass ot co 558 sk i nmet PIN.............. Phone Number................. Email........ocoii
Physical address:

Street.......ccooviiiini, Ward......ooooiiin District/Municipal..............ccoeiiinnn Region.......cocovvvviiiiinnn,
Details of Previous pharmacy:

Name of Pharmacy..........c.ccoviiiiiiiniiiii | ——— 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

RECOMIMSMATHONS 1. s wms s ws 5 w03 51 465005 5655 505 555,505,485 e s o 5 s st 50 5 Sl S8 S0 o e R 8 S8 £ e st S
FullName.....ooooiii Designation................... Signature...........c......... Date ............

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.



