THE UNITED REPUBLIC OF TANZANIA

MINISTRY OF HEALTH

PHARMACY COUNCIL

NEL OF A

NOTIFICE FOR CHANGE OF MANAGEMENT OR PHARMAGEUTICAL PERSON

\ ‘ PHARMACY
Re (1o y 7
(Regulation 17(1) of The Pharmacy (Pharmacy Practice and the Conduct of Buslnoss of Pharmacy) GN No. 267)

Cha 08 ,
ranges to be Made  Superintendent @ Other Pharmaceutical pPersonnel
A 1O BE COMPLE
R TR, SUPERINTENDENT/OTHER PHARMACEUTICAL PERSONNEL AND OWNER

A.1. DETAILS OF THE PHARMACY 9 ) =

cation Number (FIN

Name of the Ph .
f:h;;lc{k/\g\ dfehs:mac&’- ~“‘\\T(‘lDLD ......................... Facility Identifi
street MATENGD | warg MATENGD Districl/MunicipaI,.K(.‘\.tm.v.y\,'o....M.S..Region«*gﬂ«le’m\‘(’]A
A.2. DETAILS OF SUPERINTENDENT
- OTHER PHARM ERSONNEL .

/F\:Ll"i:ame. -%"-'\’i’DOPK ..... W A };’(l:rfg-\r\!)c‘%'-?% ..Phong \Oq.teg’)_oolﬂ— """"

S8 e PN O o Ko LG 1l B
A.3. REASON(s) FOR CHANGE

PRI T  PHALMACIST AT M2 T geEn, PHD
L TFE MO WY S MONTH L

. O/ U

Time frame of notification: (As per Contract) ....... 7. 12

A.4. OWNER'S DETAILS

B. TO BE COMPLETED BY THE OWNER ONLY

B.1. NEW SUPERINTENDENT/ OTHER PHARMACEUTICAL PERSONNEL

FUINBME ©ovveeeeeeemmiiiieesee s PIN ..o Phone Number................. Email......ccovvmiennen
CUINEE oo B PR
SIFEEL..iveernenenrerenes Ward. ...oovveeeenereeienennes District/Municipal............ccoveviiieiin Region........

Sleel . e PR
Name Of PRAMMACY......veovrrreemnsimesssmssssees FIN..ccooeeen 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) ContractAg‘reement/MOU
(iii) Commitment Letter

C. FOR OFFICIAL USE ONLY
STRATION OR ZONAL OFFICE

INSPECTION/REGI
ReCOMMENMAHIONS. ...vvvessessssssesssrsee s e
U N, oo veanreeeneseeemsismsmss st Designation..........c........ Signature..................... Date """""""""
D. NOTE; ,
s of another superintendent/ Other Phamaceutical Personnel within the mentioned time

Failure to acquire the service

frame, shall lead to immediate closure of the premises as per Section 43 of the Pharmacy Act Cap 311

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




PCF. 18

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 Defails:
Name: .... JLEANTT Do KU

0. Box L SHHVYAMG A

Address: ..... ? ..............................

Phone number (s): R OS A X242 AN

2. Are you the complainant? Yes Mﬁo []

3. Areyou complaining on someone else behalf? Yes {] Nop}/

tionship to the someone behalf?

If ‘Yes’ what is your rela
] Daughter [] Sister [} Brother [ ] etc.

Wife [ ] Husband [] Son [

maceutical personnel
harmaceutical person
harmaceutical perso
ded.

4. Details of the phar
Full name of each p
The address of each p
address where you were atten

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

nel you are complaining about

nnel work at (if you know) or the

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

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




5. Give details of your complaint Pleaso describe your complaint, and state
exactly what happened and, If possible Include dates, time and place of lnclden‘t
TOMAALR NS N LA SN 06,

W AN Lom N N

SR A
2 N LA CRAAN D

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

for example, letters or records) which might back
lease attach coples and list them below. If
king copies.

6. Do you have any documents (
up your complaint? If you do, p
needed, we will return all original documents after ta
d the acts you are complaining

eople who witnesse
y were involved.

7. Are there any other p
heir names below, and how the

about? If yes, please give t
8. Are those people be prepared to make written statements? Yes []No[]
h correspondence but, if

deal with most complaints throug
ss at an inquiry of your

9. We are always try to
are you prepared to be a witne

it becomes necessary,
complaint? Yes [INo[]
10. Have you complained to any other organization about this matter (example
where the pharmaceutical personnel work?). If 'Yes', please Ssay which
organization you have lodged your complaint to.

s of what happened to your complaint, and send us copies

11. Give us brief detail
you and that organization.

of any letters between

s form is complete and

ave given in thi
ientiously believing the

claration, consc

12. Declaration
| hereby certify tha
accurate, and | sO
same to be true.

Name: BE@NW K’Q"FQV\AU

Signature:
Date:

t the information | h
lemnly make this de
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