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NOTIFICE FOR CHANGE OF MANAGEMENT OR PHARMACEUTICAL PERSONNEL OF A

PHARMACY
|Hegutalion 1711 of [te Fharmacy (Plrariiy Piactice and the Conduct of Business of Plunmacy) GHHD 20T

changes lo be Made Superintendent |1.. l Olher Pharmaceutical Pu:-rmmml' jl

A TOBE COMPLETED BY THE SUPERINTEMDENT/OTHER PHARMACEUTICAL PERSONNEL AND OWNER

OF THE PHARMACY
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A4 OWNER'S DETAILS ,
ot Name T S L . .. Phone Number
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Date | Iir-.]_),. kg
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B TOBE COMPLETED BY THE OWNER ONLY

B.1. NEW SUPERINTENDENT / OTHER PHARMACEUTICAL PERSONNEL
Full Mame PIN . Phone Number Emai

Physical address
Sirep! Ward DistrictMymcipal _ Rexjith
Cistails al Previous pharmacy ” L

: . . .H - DistricUMunmicipal Region

Name of Pharmcy
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PERSONNEL (To be attached)
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D. NOTE:
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COMPLAINT FORM

1o be filled by the complainant and submitied to the Olffice of the Registrar)

!

Personal Details:
Name .. HADWLw Dottt

Address: ... ...~ . .=

Phone number (s): .. O 48" 243252

Are you he complainant? Yes [4'No []

Are you complaining on someone else behall? Yes [ ] No[ ]
If “Yes' whal is your relationship to the someone behalf?

Wife [ ] Husband [ ] Son [ ] Daughter [ ] Sister [ ] Brother [ ] elc

Delails of the pharmaceulical personnel
Full name of each pharmaceulical personnel you are complaiming aboul

The address of each pharmaceulical personnel
address where you were atlended.
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work at (if you know) or the
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5 Give details of your complant Please describe your complaint, and state

exaclly what happened and, if possible include dates. time and PIace of incident
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6. Do you have any documents (for example. letiers or cecords) which might back
ub your complaint? If you do, please allach copies and lst ther below. If
needod, we will return all onginal documents afler laking copes

7 Are there any olher people who wilnessed the acls you are complaining
aboul? Il yes, please give lheir names below, and how lhey were involved.

8. Are (hose people be prepared to make wrillen stalements? Yes [ 1 No[]

9. We are always lry lo deal with most complaints through correspondence but. i
\ becomes necessary, are you prepared to be 2 witness at an inquiry of your
complant? Yes [ | Mo | ]

10. Have you complained to any other organizalion aboul this malter (example
where the pharmaceulical personnel work?). If Yes', please say which
organization you have lodged your complaint 10.

11 Give us brief details of whal happened lo your complaint, and send us copies
of any letters belween you and that arganizalion.

12. Declaration

| hereby cerlify that (he information | have given in this form is complete and
sccurate. and | solemnly make this declaration, canscientiously believing the
same lo be rue

Name: MADuLL.  Doil®
Signature: ___ M- Dolle
Date: (7|08 |2085




