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 [Z Other Pharmaceutical PersonnelD

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..... AWIND | p HAQMA(VFacnhry Identification Number (FIN)OthSIéD 8
Physical address: > R
Street.... o\mach ....... Ward....... L m....oistncuMunicipal ...... %\«ACL'\AReglonA\M\W
A2, DETAIL SYPERI DENT/OTHER PHARMACEUTI PERSONNEL
i oot Ry N miedd 7 e NG Tl S S Phore.. . 2 692218516
ADGFESS..ov e e R gL ] Email. TATHI e wahhay €8 gmanl. (oM
A.3. REAS [ 5
Rt ot Gl Yo TTramen Rom Sys
fearen Yo \anga  due te emmploy vag w00 2& Pub e e
Time frame of notification: (As per Contract) ...... 30"\“,}’5 Signature....... WY
A.4. OWNER'S DETAILS
Full Name.......... JACRE K ELC MW AN Ny tifhone Number....
REITIAIKS ..o sesvssessaaaisiasaesamasssesssesanasasassnssassanssarshesssrergnesiasessassssssiiasssassasssassatsasesssianatiassnasssesasssassisnens
Signature...........ccoooeee Daleiiricaiaieiseosts

B. TO BE COMPLETED BY THE OWNER ONLY
B.1. NEW SUPERINTENDENT / OTHER PHARMACEUTICAL P‘ERSONNEL

FUILINGME o.veivevineviecineaessanasnaesansanecsnnne PIN s fevsisngia Phone Number....c.vveeevinnan Emailsisasianitimin syt
Physical address: )

SHBEL. .. uikvossnsaneplrash RT\TETT [SBTT CONOR £ U0 District/Municipal.....coisssisanannne waREGION.... ot
Details of Previous pharmacy: ;

Name Of Phamacy.......ccoeeamvesimmmisimansonessnenin FIN.oovuaveiss District/Municipali....coccvie REGION. i

B.2. QUALIFICATION DOCUMENTS OF THE NEW SUPERINTENDENT / OTHER PHARMACEUTICAL
PERSONNEL (To be attached)
(i) Copies of registration certificate and valid license to practice

(iiy Contract Agreement/MOU
(iii) Commitment Letter

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

-~
ViasaaaaEaeasy T T LR LR EEE D TR

RECOMIMENGAUONS. 1. v vreessesteserasssssstarsesp a1 E SRR

FUll NBMB......cvviviiiiveesees e, Designation..........ccoueuves SIgnature. . e WDate .
D. NOTE;

Failure 10 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.




PHARMACY COUNCIL
(Made under regulation 4(1))

COMPLAINT FORM

To be filled by the complainant and submitted to the Office of the Registrar)

1. Personal Details: ’
Name: ININFRIDA  EMANVEL  WAHHAY

.............................................

Phone number (s): OQ‘C\Q 2‘ ggl S

2. Are you the complainant? Yes ] No [ ]

3. Are you complaining on someone else behalf? Yes [ ] No}
If ‘Yes’ what is your relationship to the someone behalf?

Wife [ ] Husband [ ] Son [ ] Daughter [ ] Sister [ ] Brother [ ] etc.

4. Details of the pharmaceutical personnel CWDP\ATOQ} AwWiNog D\MMAL\(
Full name of each pharmacedutical personnel you are complaining about
The address of each pharmaceutical personnel work at (if you know) or the

address where you were attended.

AVING . Piaeaacy  CLAmAD)) — Ruielca

.............................................................................................

.............................................................................................

.............................................................................................

............................................................................................

..........

...........



PCF 18

5 Give details of your complaint Please describe your complaint, and state
exaclly what happened and, if possubh’i include dates, time and place of incident

D(nm\u. ¢ Camné = -

 Doned O amg.. . Deh freahen A Clhes

. ‘h‘ N anag ..‘,‘.*“.}j‘. = ( P CL\F(M.?‘
Were, iew"j g s 2

6. Do you have any documents (for example, letters or records) which might back
up your complalnt? If you do, please attach copies and list them below. If
needed, we will return all original documents after taking copies.

indod+ | VE L

f}'.z W, 1eeaenrannseecees

Supen @

N EI[ 3(2vRb, up

e acts you are complaining

7. Are there any other people who witnessed th
w they were involved.

about? If yes, please give their names below, and ho

8. Are those people be prepared to make written statements? Yes [ ] No []

hrough correspondence but, if

9. We are always try to deal with most complaints t
witness at an inquiry of your

it becomes necessary, are you prepared lo be a
complaint? Yes [ 1 No [ ]

on about this matter (example

10. Have you complained to any other organizati
If ‘Yes', please say which

where the pharmaceutical personnel work?).
organization you have lodged your complaint to.
11. Give us brief details of what happened to your complaint, and send us copies
of any letters between you and that organization.

12. Declaration

| hereby certify that the in
accurate, and | solemnly
same o be true.

Name: \/\}H\J[:p-\l)i-) Emand VEL WAHHAY
S

Signature: Cipands

Date: 21 [ 03[V b

formation | have given in this form is complete and
make this declaration, conscientiously believing the




