THE UNITED REPUBLIC OF TANZANIA

MINISTRY OF HEALTH

PHARMACY COUNCIL

NOTIFICE FOR CHANGE OF MANAGEMENT OR PHARMACEUTICAL PERSONNEL OF A

PHARMACY

(Reguiation 17(1) of The Pharmacy (Pharmacy Practice and the Conduct of Business of Pharmacy) GN No. 267)

‘Changes to be Made: Superintendent B Other Pharmaceutical Personnel D

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

A.1. DETAILS OF THE PHARMACY ;
Name of the Pharmacy... IN.EVY _ DOVVAADE Ly X-....Facility Identification Number (FIN). Q1.9 ) O U |

A.2. DETAILS OF SUPERINTENDENT/OTHER PHARMACEUTICAL PERSONNEL
Full Name MAL1 b JARL AN - 299 oAl OV PIN 212\ 312, . Phone.. O T 68 “ {q.gg

Address....E?...Ba.)&....L.'-..J..s;....mg.\';y.A...-.....Email...m.uLM.r.\a.u..mil.,f.ﬁé&ﬁf@g:"mﬁil~ con

A.3. REASON(s) FOR CHANGE E7< P\Q’ A—Y—(\D /\) &
....................................................................................................... X _
Time frame of notification: (As per Contract) ; D X %&.Signature ....... ..Date..Q.l.[‘Q. g {&@2&
A.4. OWNE S 7

Full Name.. F¥\\A Phone Number.....@ .. } ....... [ .. - gagw .......
Remarks......: : Tt [ s [ s s in e e e
Signature...

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

FUullName .........coovveevriieeee e PIN.............. Phone Number................. Emall......cccocvivunniiinnnnens
Physical address:
Street..ccceiiniiiieenn, by |- 1o R———————— District/Municipal................ccecurvennnn.. Region........ccceeevvvennnnnnn.
Details of Previous pharmacy: ‘ )
Name of Pharmacy..............cecerveerrimeernrnnamnsninsad FING s sssmsse 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

Recommendatlons ...................................................
FUL DB .o 1o sissesmssnsmssisnsisinsessisnemnemsmsnsss Designation................... Signature..............covnis 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.
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