
 

Medicines Authority 

 
 

MANAGING PHARMACIST DECLARATION FORM 
 
 
 

I, ____________________________________ (Pharmacist registration number: _______) declare 

that I am the managing pharmacist for : 

 

                                                 __________________________________ 

                                                 __________________________________ 

                                                 __________________________________ 

                                                 __________________________________ 

                                                 __________________________________ 

 

 

I undertake to inform the Medicines Authority in writing of any replacement and/or locum 

pharmacists that may substitute me as the need arises. A signed  declaration shall also be submitted 

when my duties at the above mentioned pharmacy are terminated. 

 

 

 

 

Signature:  

 

Date: 
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