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 lg/ 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......... ] /fﬂ:\% M ....... Facility Identification Number (FIN)§/(®Z?(}
Physical address: - ) (i ) !
Street......... CRAWOA Ward.. \AYONSA-. . DistrictMunicipal..... X WM& Region.. K)& LM\
A.2. DETAILS}QF SUPERINTENDENT/OTHER PHARMACEUTICAL PERSONNEL . i : w
Full Name.... &V\'QL\A(M\(\/\“\X\Qi ...... PINGQQ{K%EC ~.Prone.... O LXL LKLl
Address........... S U\ Email... WMt emed WO R (ol
A.3. REASON(s) FOR CHANGE | s '

___________________ e Dot R EMEN
Time frame of notification: (As per Contract) i‘\\’\W‘L\( ....... Signature...&‘. ........... Date..... @\\\AJ((ND'Q
A.4. OWNER’S DETAILS ‘ WA ¢

Full Name.... 4 l’@s’\ . C\J\KU\\'\QJ‘M by +--p: Phone Numbe Oé(ﬂ)qu\’g .............
Remarks....g.......| ?Qé H‘S{S.c.g.\(‘...&b....)\&’.\a&. °"t‘ ......... Cw’?-%}'v"\"“k\*‘l ...................................................
Signature.! r.‘fg..‘.:‘“é‘/; ........ Date..?ﬂx.\.... A

B. TO BE COMPLETED BY THE OWNER ONLY

B.1. NEW SUPERINTENDENT / OTHER PHARMACEUTICAL PERSONNEL

FullName ..o, PIN......oooeni Phone Number................. Email.........cooooii
Physical address:

Street..coooviiviiiiinin WEKH, s s vns sms cnmmums s District/Municipal................ccoevievne. REGION . < w55 s mes wam s s
Details of Previous pharmacy:

Name of Pharmacy ... «ux cvs css vos suiun ves s 65 s iwns sms swies FINson s o 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
(i) Contract Agreement/MOU

(iii) Commitment Letter

. FOR OFFICIAL USE ONLY
INSPECTION/REGISTRATION OR ZONAL OFFICE

RECOMMENUAOMNS 10 s s sem sivmosmve sty ses sise s S5 e 995 AESNTNS LUBFINs F SOPHENT $38 DERUERNEEES 43 H0p U8 £08 SOUsauss (8 il S s
FUull Name......ccoooiii e Designation................... Signature............oolll Date ............

. 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.



