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 l:] Other Pharmaceutical Personnel ‘ZI

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

A.1. DETAILS OF THE PHARI$ 5: ﬂ6
Name of the Pharmacy.. E/ ‘F ' AR}V’A )/ » Facility Identification Number (FIN)..Q!.Q[ ......
Physical addr

Stroet & LANKL NAOKO ward. LEVOLQC) _DistrictMunicipal. APM AHA Reglon..ép’b .... . hETTA—«
A.2. DETAILS OF SUPERINTENDENT/OTHER PHARMACEUT|CAL PERSONNEL ,
Full Name.} E‘FD\\VDMW@ LPIN.D493322 09 4*‘%3 ‘135&
Address.............. RN Emall..‘l?.. nengq éﬁ [N L= N
A.3. REASON(s) FOR CHANGE
________________ FAMILY, PR & A e
Time frame of nofification: (As per Contract) D]\/ _C.(f.HQM.H..Signature.Ef_ jM %4—2/ ‘ZI QOD‘LT_

Ve A.4. OWNER’S DETAILS
FUulName. ... et e Phone Number...........................
REIMMATKS .. v snsmmensns s ssansiasniossn e s sotiws s Eme iamsimnrsie mmmsmmim oo sim s im0 34 £ S1ER Se 8 5.5195 58 54 Ha 30 65 455 5 WS SHR S8 b s s
Signature................... Date..................
B. TO BE COMPLETED BY THE OWNER ONLY

B.1. NEW SUPERINTENDENT / OTHER PHARMACEUTICAL PERSONNEL

Full Name . .....ccivuisovmasimmsossmsussomssnssssisian PIN....c.o8:..: Phone Number................. EMAN. oo cammmsrestines
Physical address:

Street.................. Ward.........a District/Municipal....................... ... Region.................
Details of Previous pharmacy: ’ .

Name of Pharmacy..... ... 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

RECOMMENUAHONS........cotoerenccnsivose soscommnsisnssnssinssoss Bl nosisasiosnssnoss o eheisssssssissneisinses ioinsis dinda sobansssinibnn &ousnsosninet o
FU NAIME .- oo ciiinccc trusssimomssisns sovisss sossansunsi Designation................... Signature..................... 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.



