REHEMA ALLY
P.0.BOX 328
SUDI-LINDI
01/08/2025

Email:lukangarahma@gmail.com

REGISTRAR,
PHARMANCY COUNCIL,
P.O BOX 31818

DAR ES SALAAM.

_RE: NOTIFICATION OF END OF SIGNED CONTRACT TO SUPERVISE PHINA PHARMANCY.

Refer to the head above,

I am Rehema Ally,a registered pharmacist with registration number 0103379 of february 2023

| just informing to the body that my contract has been come to an end(expires) since June 30

2025 to supervise the mentioned(Phina ) pharmacy as a supervisor.

Hope my concern be considered.

Sincerely
Rehema Ally
Registed pharmacist

0782-806652



https://v3.camscanner.com/user/download

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 ACY ‘
Name of the Pharmacy... @‘r p “ ‘ ' m M7 .....Facility Identification Number (FIN)...Q!.?.’.. 6?6
Physical address: h
Street.. M WoNGoZO Ward.. M frkigy A..... DistricthunicipaI...L‘..@.“;‘.Hg:Df. v ..Region..Mﬁ; .@S‘.SM’H‘M

f:‘a?.'S:.Té‘f_L.i.%?.\%‘M‘i‘.‘.‘.’.‘if.’.‘.‘.’f.“’f(?‘fl’f’i.‘.’.'.*f?.“.“.‘é?ﬁ”“%’“5‘5“3%25;.@3_ 82906 b5z

Addressfo: BoX... 323 Cugy = VinDy Email... \Wavge abma@gms -G T

A.3. REASON(s) FOR CHANGE Expited (onTAT

Time frame of notification: (As per Contract) ...... ST Signature.... o o.........Date... L1852

O6bs2 Soz okl

A.4. OWNER'S DETAILS
A M \QH ﬂf L M‘ E7 ..Phone Number...

Full Name. B E L

Remarks.......
Signature...... % Date...‘..[?l..z..‘?%‘

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

BUINAME: . oo.covuneiviniinioiimmmummmniana PN s Phone Number................. Email.................
Physical address:

Street..........cocoo.......Ward............, DistrictMunicipal..............cccocoovo..... Region.......cccovvieieene .
Details of Previous pharmacy:

Name of Pharmacy.............ccccoevvvnieciiinir e, 2| DRR—— District/Municipal............... Region...............

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

PERSONNEL (To be attached)

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

(iii) Commitment Letter

C. FOR OFFICIAL USE ONLY
INSPECTION/REGISTRATION OR ZONAL OFFICE

Recommendations.............ccoveveinie v e, $ERAENES e e g AR ks et s st g o s S e
FullName..................ooiiiieeeeee Designation...................Signature..................... Date ............

D. NOTE;
Fallure to acquire the services of another superintendent/ Other Phanmaceutical 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.
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