JONES TUNZO

P. O BOX 320
KYELA
TANZANIA
PIN:0100594
REGISTRAR,
PHARMACY COUNCIL
P.O.BOX 1277
DODOMA
Dear Sir/Madam

REF: CHANGE OF MANAGEMENT

The above subject refers.
I would like to change my management from MCC PHARMACY in Kyela to MPITA
PHARMACY IN DAR ES SALAAM, ILALA MUNICIPALITY.

The reasons for this change are as follows.
e MMC pharmacy was sold without my knowledge.
e The owner is not cooperating as well as not honoring our agreement. The owner has not
responded to my communication for over a month.

e The new owner is not willing to proceed with the same agreement.

I'm personally relocating to DAR ES SALAAM as of 12th September 2025 so per regulations I

won't be able to render my services.
Thank you for the anticipation of your help

JONES TUNZO
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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 |:]

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

A.1. DETAILS OF THE P MACY -~ / ) 2
Name of the Pharmacy...w. {QC, ..... V%RMHCYFaCHRy Identification Number {FIN)(’lO“/?qO
Physical address: T VLS = I~
Streetﬁk.wl.k.?o.w.ﬂfmprd..}.’é../.(.z...lfﬁ./% ....... DistricUMunicipaI...,4.../.q1.'.'."—....a.’..'..‘Region.‘.M..@t_ A
A.2. DETAILS OF SUPERINTENDENT/OTHER PHARMACEUT|CAL ONNEL . — 207N 0)
Full Name. ... .9.&%1.&!.1&’%.;2 .................... PIN .@.’Q?é.of,..pho Cfécc“‘ﬂza)«'
e o Lo G A BT o S T — Email.....Cﬁ{..v’U_cm.. C@/ OANRL L LT

k; \

O WNER SelD ’H,E....Eu:s_w_a._s?,,-.Lm._’rrtajg__f_/ﬁ ORIMING THE ...
gLLPtFl!NTf!\JDE:’W'rL- OwNETd NOT (WOLERA !Gél- _
Time frame of notification: (As per Contract) Lm.m@/kfgSignatureu.lJ font---Date. =G = 2928

B S PR IMNVAK | NG . phone number. D7 6S. 70668 &

ROITIEITKS .. s s o sns e oo sy o e S G 3 K i M S s N S 3 S A 4T3
Signature.............cceee. Date. [/ 957} ‘—:20&_2__5’

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

FUullName ... PIN......osesiszise Phone Number................. Emailosmsissmissas
Physical address:

Street........ccoevevieenns Ward......cormesssramsnsnn DistretMUnIGiDals: o ssnssmssve siss g RegioNismmsmmsmsmsonss
Details of Previous pharmacy:

Name ot Phamaioyiv...owamerasmmiania s mmaiim vl | ——— 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

R B OMIMIE NI A ONS . ..ottt e oo et e e e e e et a e e
FUull Name......oooooviiiiie e Designation................... Signature..................... Date ............

D. NOTE;
Failure to acquire the services of another superintendent/ Other Phammaceutical 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.



