PCF. 1/
UL N
THE UNITED REPUBLIC OF TANZANIA & 2R

MINISTRY OF HEALTH @Z\Ty

PHARMACY COUNCIL

NOTIEICE FOR CHANGE OF MANAGEMENT OR PHARMACEUTICAL PERSONNEL OF A

PHARMACY
(Requiation 17{1) of The Pharmacy (Pharmacy Practice and the Conduct of Business of Pharmacy] GN Ne. 267)

Changes lo be Made  Superintendent Other Pharmaceutical PersunMID

A. TO BE COMPLETED BY THE SUPERINTENDENT/OTHER PHARMACEUTICAL PERSONNEL AND OWNER
OF THE PHARMACY,
A.1. DETAILS OF THE PHARMACY P
Name of the Pharmacy . M0 PHARMA LY. Facilly Identiication Number (FiN 1211 62
Pnysicala) dress

street . PEADA . ward KIRMAA ... Dlsm:uMuniclpaL!.'.L.:;:.n?f.'.'-:ﬁ..........chion..ﬁ:]l.!?:‘.’t-‘.'e‘“:l
A.2. DETAILS OF SUPERINTENDENT/OTHER PHARMAGEUTICAL PERSONNEL

Ful Name . Clliku @ A RawviA, FIN..C103298_ Phon +J?3?U7o105
Address MK DLANG . MWANTO . Email. Cilj!wmmm @\jm‘u.f com...

Ad, REASUN{S] FOR CHANGE

-~

G B, P o TIME
<+Lgnc” O, LonTRAG 7.
Time frame of nolification: (As per Contract) .0 "lfJ-' .Signature... GEM- Dale. 0-'@?1‘.-1.@.5 .......
A4, OWNER'S DETAILS
RV o AR ORYERTPTIRS ol 1 1313\ (1)) |- -1 U PP I P U TTES R L o
Signature. ... ... Date.......coeeeeens
B. TO BE COMPLETED BY THE OWNER ONLY

B.1. NEW SUPERINTENDENT / OTHER PHARMACEUTICAL PERSONNEL

FUllMame .. . . iisieiioeieiescinenese  PINC o Phone Number.......oo Email

Physical address:

SULEL oo VAR, e svasrnres e DISLCUMunigipal. L RegIONL
Delails of Previous pharmacy;

Name of Pharmacy ........ccovvvmnosinnns veeeeeee FIN. e .. DistricUMunicipal L. Region. e

B.2. QUALIFICATION DOCUMENTS OF THE NEW SUPERINTENDENT / OTHER PHARMACEUTICAL

PERSONNEL (To be attached)

(ij Copies of regisiralion certificale and valid license to praclice
(i} Contract Agreement/MOU

{1ii) Commitment Leller

C. FOR OFFICIAL USE ONLY
INSPECTION/REGISTRATION OR ZONAL OFFICE
Recommendalions sfhva o LT roor e ] 4 TR Vs TEPCRIAAT
Full Name........ i dreessnasrasensss DEBIGNBIOM . siavinserannnnss Signalure..........oveenDAlE

D. NOTE;
Failure lo acquire the services of anolher superintendent! Other Phamaceutical Personnel within the menlioned ime

frame, shall lead to immediate closure of the premises as per Section 43 of the Pharmacy Act Cap 111,

NB: Other pharmaceulical personnel mean any pharmaceulical persannel apar from superintendenl



PHARMACY COUNCIL
(Made under regulation 4(1))

“ﬂ'} ‘PI',.%

®

COMPLAINT FORM

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

1. Personal Details:

Name: (,H[kuszﬂuMi‘J
Address: ........MKkospn. = MUWAARA. ...
Phone number (s); ... 782, 107.203......

2. Are you the complainant? Yes MNo ]

3. Are you complaining on someone else behalf? Yes [ ] Noby
If ‘Yes' what is your relationship to the someone behalf?
Wife [ ] Husband [ ] Son [] Daughter [ ] Sister [ ] Brother []ete.

4. Details of the pharmaceutical personnel

Full name of each pharmaceutical personnel you are complaining about

PCF. 18

The address of each pharmaceutical personnel work at (if you know) or the

address where you were attended.

U eopiame. B ... PHARMACY. . AMUBADA.....

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

........



PCF. 18

5 Give details of your complainl Please describe your complaint, and state
tly what happened and, if possible include dates, time and place of incident

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

exac

A0 PHARIAC... PROPATOR. . REFUIES. . T0 e KGN
T (OMIRACL...... ECMINATION., . (DR v

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

7. Are there any other people who witnessed the acts you are complaining
about? If yes, please give their names below, and how they were involved.

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

9. We are always try to deal with most complaints through correspondence but, if
it becomes necessary, are you prepared fo be a witness at an inquiry of your
complaint? Yes [] No[]

10. Have you complained to any other organization about this matter (example
where the pharmaceutical personnel work?). If ‘Yes', please say which
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 information | have given in this form is complete and
accurate, and | solemnly make this declaration, conscientiously believing the

same fo be true.

Name: Cie -8B Mo

Signature: £anre.
Date: 08~ 09-2025




