FORM 17.

Regulations 10

Application for a Licence to Operate Retail Pharmacy.

Physical	address	of	premises	____________________________________

P.O. Box No. ______________ Tel. ______________ Fax ______________

Name of applicant _______________________________________________

Qualifications—

(Pharmaceutical)	________________________________________________

(Other)	_______________________________________________________

Application is made for—

a partnership ____________________________________________________

a company _____________________________________________________

If applying on behalf of a company—

Physical address of registered office_________________________________

P.O. Box No. _____________ Tel. _______________ Fax ______________

Name of managing director ________________________________________

If applying on behalf of a company or partnership, give the following information for all directors or partners —

Name__________________________________________________________

Address________________________________________________________

Qualifications___________________________________________________

Has the applicant or any partner or director been convicted, of any offence involving the wrongful or illegal dealing in or supply or possession of drugs within or outside Uganda? Yes/No

If “yes”, give details _____________________________________________

Has any previous application by the applicant, or any partner or director, for a licence to operate any type of business under the Act, including the business

of selling class C drugs, been refused or cancelled?	Yes/No

If “yes”, give details ______________________________________________
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[bookmark: page19]Purposes for which premises are to be used (tick proposed activities)—

retail pharmacy __________________________________________________

dispensing prescriptions ___________________________________________

compounding for prescription ______________________________________

compounding for retail sale ________________________________________

packing ________________________________________________________

Name and registration number of pharmacist to be in charge of the premises

_____________________________________________________________

I certify that the above information is correct and apply for a licence to operate retail pharmacy at the above-named premises.

Signature of applicant_____________________________________________ Date_________________________________________________________

For Authority use:

Suitability of premises certificate checked	Yes/No

____________________________________________________ (signature)

Applicant’s information checked and verified Yes/No ___________________ Licence to operate a retail pharmacy approved/not approved

If not approved, give reasons _______________________________________


________________________________	_________________________

[bookmark: _GoBack]For the Authority	Date















