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: Superinté'ndent Other Pharmaceutical Personnel l:l

A. TO BE COMPLETED BY THE SUPERINTENDENT/OTHER PHARMACEUTICAL PERSONNEL AND OWNER
OF THE PHARMACY.
A.1. DETAILS OF THE PHARMACY
Name of the Pharmacy ..... QZ%FHWWWH C\l .......... Facility Identification Number (FIN) o102 4'0 ?

Lot
Street.N..ﬁﬁ%@@..Ward ............................... Dlstnct/MunlmpaIF\" ..... 5’{‘1"\\31“ ..... Region.@\%

A.2. DETAILS OF SUPERINTENDENT/OTHER PHARMACEUTiC :
Full Name..%.. e .C.D.SE-/PJA AN KD, PIN OIOH765 .
Address. | W52, ﬁﬁb(g{—\\ .............................. Email. AB sy h,km

Time frame of notification: (As per Contract) -‘} ......... = - Slgnatur@?"

A.4. OWNER’S DETAILS

Full Nam HR\SU.’Qﬁ ..... mﬂﬂ\\m&ﬂ‘mo ...... Phone umberOé B354 O\ ..................
Remarks p. ....... o...cl.c}%’mgofaouée of lachlof. Supelindtodent ...

Slgnature Date

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

FUI NAME osssissmssnsssnsnsrsssinssemssssmssionesses PIN.............. Phone Number................. Email...........cccooeeiiin
Physical address:

Street........ccooiiiiiiinn Ward.: .coouicvmmmesnesasisian District/Municipal...............ccccoeiann. Region..........c.cocoiiiinn.
Details of Previous pharmacy:

Name of Pharmacy.............c.ccocoiiiiiiiiii i, (o A — 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
(i) Contract Agreement/MOU
(iii) Commitment Letter

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

RECOMMENAAONS . .« vemwiiv e mmmwsmainam e s o s s aisiniss e e oceimisinmn o sia50 816 0000 58 00 65 508 48 0416 058 9760 ST S0 SR WA SRR
FUll Name .« smmssmammsmmsnnss smssvmmsssssswssnmass Designation................... SIGNAUE. s semvsmsmsssnins vss 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.



