THE UNITED REPUBLIC OF TANZANIA

MINISTRY OF HEALTH

PHARMACY COUNCIL

Changes to be Made: Superintendent E Other Pharmaceutical Personnei ,:l

A. TO BE COMPLETED BY THE SUPERINTENDENT/OTHER PHARMACEUTICAL PERSONNEL AND OWNER
OF THE PHARMACY.
A.1. DETAILS OF THE ARMACY

Name of the Pharmacy. {$% VEK @AWSAO{ .................... Facility Identification Number (FIN)OIOBQ)L(@
Physical address: .
Street........ N R Ward... K&AWE District/Municipai.KEQQN.’D@%I.....Region.P’?\%ﬁfiWﬂr 2
A.2, DETAILS OF SUL%RINTENDEF";[E?JTHE PHARMACEUTICAL PERSONNEL

Full Name. E-E3CCANE STENES gy T PIN..OLO380 . Phone, .
Address........... KUTTON YRR e Email. 10sec\asdmarealls 5wl dais

A.3.REASON(s) FOR CHANGE
NOU COOPERATIVE,, . Mo

A.4. OWNER'S DETAILS
L BB e e 585 e s e e e
e

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

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

BB, s v s vy Ward....................._ District/Municipal.................. Region.......................
Details of Previous pharmacy:

Name of Pharmacy............vcooicoe FIN.............. District/Municipal.......... . Region...............

PERSONNEL (To be attached)

(i) Copissof registration certificate and valid license to practice
(i) Contract Agreement/MOU

(iif) Commitment Letter

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

Ul BT
FullName. ... Designation.............. Signature................. Date ............
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