THE UNITED REPi‘lL BLIC OF TANZANIA y

MINISTRY|OF HEALTH

PHARMA'Y COUNCIL

NOTIFICE FOR CHANGE OF MANAG]

EMENT OR PHARMACEUTICAL PERSONNEL OF A
PHARMACY
(Regulation 17(1) of The Pharmacy (Pharmacy Prac ‘1 and the Conduct of Business of Pharmacy) GN No. 267)

Changes to be Made: Superintendent !_—_l OthT | Pharmaceutical Personnel E/

A. TO BE COMPLETED BY THE SUPERINTENDENT/(QJTHER PHARMACEUTICAL PERSONNEL AND OWNER

i
X

OF THE PHARMACY. }
A.1. DETAILS OF THE PHARMACY

Name of the Pharmacy... (&ANW%ZL@HAQQA(Y Facility Identification Number (FIN)CJ 0 éhé
Physical ad

d
Street... M1 {S .Z./‘.\/(.“'.T..%....Ward b:ﬂ 10. M/A E“;Z‘TADistrict/Municipal. K' N NDMU’ Region@.@:&'iﬁlﬁfé%’ ’

m—

A.2. DETAILS OF SUPERINTENDENT/OTHER PHAAW{MACEUTICAL PERSONNEL )
Full Name........ D_I./}M...Dr*‘t % v‘r_s, .................. 1..PIN .@.ﬂ‘b‘r‘}o‘iphone OTees (2684,
Address........ 2AD &L ! ....Emall ....... a*)aﬂa daaans.. q#a/. ?;%L_(_@_wy ...........

A3 R ) BR‘%W & 'nwffgj f.fi(...b?...@v.é?«.l{ei?\z T 24/{1¢M,S ond Ll

F PP o vl cwodule gl nows .
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Time frame of notification: (As perContraot)La; f*‘é‘ %/ Signature... .. r%f ....... Dete 8 6‘6 '74
A.4. OWNER’ DETAILS

Full Name....[->A F‘AJ—LANC:?A .................... 1 S— Phone Number O. QZE ?&3?‘?6

‘Tﬁ:‘; -

B. TO BE COMPLETED BY THE OWNER ONLY

B.1. NEW SUPERINTENDENT / OTHER PHARMACE:|JTICAL PERSONNEL

FullName ... PIN...... ... Phone Number................. Email............o....o
Physical address:

SO e s smmmmsnns st WWBTD e we w e e soomesmmrss s Distrigi/Municipal............................. Region.........................
Details of Previous pharmacy: J

Name of Pharmacy....................cccovviiiiiii RIN.............. District/Municipal............... Region...............

B.2. QUALIFICATION DOCUMENTS OF THE NEW SU PERINTENDENT / OTHER PHARMACEUTICAL
PERSONNEL (To be attached)

|
(i) Copies of registration certificate and valid licshse to practice
(i) Contract Agreement/MOU
(iiiy Commitment Letter

C. FOR OFFICIAL USE ONLY
INSPECTION/REGISTRATION OR ZONAL OFFICE

Recommendations................ccoooooonnennone o
Full Name..........oo.ooooo Desigration................... Signature..................... Date ............

D. NOTE;
Failure to acquire the services of another superintende
frame, shall lead to immediate closure of the premises

/ Other Pharmaceutical Personnel within the mentioned time
5 per Section 43 of the Pharmacy Act Cap 311.

B —\ ) W—— )

NB: Other pharmaceutical personnel mean any pharmi|;eutical personnel apart from superintendent.




