
 

LICENCE UNDER DRUGS & COSMETICS ACT, 1940 & RULES THEREUNDER 

(GRANT /RENEWAL OF RETAIL SALE DRUGS LICENCE (PHARMACY). 

 

1
  

Name of 
licence  

Grant /Renewal of Retail Drugs Licence (Pharmacy) 

2 Compete
nt 
Authority 

Drugs Licensing Authority 

3 Applicabil
ity 
Criteria 

Every Citizen can get appointment for firm licence on working day of office.  

4 Stage  Pre-Operation  

5 Timeline 30 Days  

6 Documen
t 
Required 

Sr. 
No.  

Documents No. of 
copies 

1 Covering letter 1 copy 

2 Self Assesed check list of documents 1 copy 

3 Form – 19.  1 copy 

4 Copy of Ownership of premises/Agreement of leave  
& Licence/Lease Agreement./Rent receipt. 

1 copy 

5 Copy of Memorandum and Articles of Association. 1 copy 

6 List of Directors 1 copy 

7 Copy of Plan of Premises/Lay out of location.  1 copy 

8 Certificates of Competent Person/ Super wiser in 
charge.  

a) Copy of Offer of Appointment. 
b) Copy of Consent/Acceptance Letter. 
c) Copy of Experience Certificate. 
d) Copy of Degree Certificate.  

       e)   Copy of Marks Statement.  
       f) Affidavit of pharmacist.  

1 copy 

9 Copy of Power of attorney to sign the documents. 1 copy 

10 Photo Identity proof 1 copy  
 

7 Procedur
e for 
Registrati
on  

Step -2  The designated /Inward clerk will accept the 
application and will forward to the Drugs 
Inspector.  

Step -3 The Drugs Inspector will examine the attached 
documents and will inspect the premises.  

Step -4  The Drugs Inspector will convey to the 
applicant, if any deficiencies in documents and 
observation of inspection. 

Step –5 After the compliance of observations the Drugs 
Inspector will forward the application to Drugs 
Licensing Authority.  

Step – 6 After the Compliance the Drugs Licensing 



Authority will grant the licence with his/her 
signature.  

 
 
 

8 Fee & 
Mode of 
Payment  

Rs. 3000/-  

9 Applicatio
n Form  

 
FORM 19 

[See Rule 59 (2)] 
 

APPLICATION FOR GRANT OR RENEWAL OF A LICENCE TO SELL, STOCK, EXHIBIT 
OR OFFER FOR SALE OR DISTRIBUTE DRUGS OTHER THANTHOSE SPECIFIED IN 

SCHEDULE X.  
 
1)............................................................................................................................. ................... 
 
................................................................................................................................................... 
 
hereby apply for licence to sell by wholesale/retail drugs specified in Schedule C and C(1) 

excluding those specified in Schedule X and/or drugs other then those specified in Schedules 

C and C(1) and X to the Drugs and Cosmetics Rules 1945 and also to operate a pharmacy on 

the premises situated at .............................................................................. 

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

 

2) The sale and dispensing of drugs will be made under the personal supervision of the 

qualified persons namely: -  

 

Name: - ________________________________ Qualification: _____________________ 

 

Name: - ________________________________ Qualification: _____________________ 

 

3) Categories of drugs to be sold:  

4) Particulars for special storage accommodation: 

5) A fee of rupees ____________ has been credited to the Government Account under the 

head of account:  

 

Dated:        Signature: 

 
 
 
 
 
 
 
 
 



 
 
 

ADMINISTRATION OF DAMAN & DIU (UT) 
OFFICE OF THE DRUGS LICENSING AUTHORITY 

DRUGS CONTROL DEPARTMENT 

PRIMARY HEALTH CENTRE, DAMAN 
 

ADDITIONAL INFORMATION TO BE SUPPLIED WITH THE APPLICATION IN 

                       
FORM - 19/19 A 

 

 
1.   Name of the Establishment: 
 

 
2.   Address      House No.    Road       Vaddo       Taluka      Tel.No. 
 

 
 
 

3.   Category of the Establishment:        Retailer and Wholesaler. 
 
4.   Name of the applicant       Address         Age       Qualification 

 
 
 

 
5.   Whether the applicant is owner/ 
     Partner/Secretary/Managing Director:         

      
     (Attach the Power of attorney in case 
     of Managing Director/Secretary) 

 
6.   Whether the Establishment is to be 
     operated      under   Partnership/ 

     Proprietorship/Pvt. Ltd. Co., Public 
     Ltd. Co.                                     
 

     In case of Partnership/Pvt. Ltd. Co. 
     please furnish the following details:- 
------------------------------------------------------------------------------------------------------------------------ 

Name of the working partner/   Age   Qualification   Experience     Tel. 
Managing Director/Secretary                           in the line     No. 
------------------------------------------------------------------------------------------------------------------------ 

 
 
 

7.   Name of the qualified person appointed. 
------------------------------------------------------------------------------------------------------------------------ 
Name        Address        Age      Qualification      Experience      

Tel. 
                                                         in the line      
    No. 

------------------------------------------------------------------------------------------------------------------------ 
 
 
8.   In   case   of   proprietorship  or 

     partnership, what was the  business 
     carried on by the applicant for the  
     last three years. 

 
9.   Was  the  applicant  over   engaged  
     himself or on behalf  of firm  in   

     dealing with  drugs? If so,  please 
     furnish the particulars. 
---------------------------------------------------------------------------------------------------------------------------- 

Name of the       Category of the      Address       License     Whether 
Establishment      Establishment                        No. &              it  is  

                                                      Date                still in 

---------------------------------------------------------------------------------------------------------------------------- 
 
 

 



 
 

 
 
10.  Was the application over rejected 

     or license previously suspended or 
     cancelled or  surrendered ? If so, 
     the reasons thereof: 

---------------------------------------------------------------------------------------------------------------------------- 
Name of the          Category        Address        Licence No. Surrendered/  
Establishment.       of  the                           rejected/cancelled/   

                      Establishment                       suspended. 
---------------------------------------------------------------------------------------------------------------------------- 
 

 
 
 

11.  Whether  the applicant  or  Firm is 
     already  licenced to  sell drugs If 
     so, give details.                                  

---------------------------------------------------------------------------------------------------------------------------- 
Name of Establishment       Address             Category of Establishment  

Licence 

---------------------------------------------------------------------------------------------------------------------------- 
 
 

 
 
 

12.  Was the applicant or any  person at 
     present  employed by  him  on  this 
     proposed  premises  over  convicted 

     and sentenced sentenced under Drugs 
     & Cosmetics  Act, 1940  or  D.D.Act  
     1930, Poison Act, 1918 or  Pharmacy 

     Act, 1940. If so, give details:                   
---------------------------------------------------------------------------------------------------------------------------- 
Name of the person            Address              Whether he was employed 

---------------------------------------------------------------------------------------------------------------------------- 
 
 

 
 
13.  Whether  the  qualified  person was 

     empolyed during previous 5 years If 
     so, give details: 
---------------------------------------------------------------------------------------------------------------------------- 

Name of the Establishment      Address     Category      Reason for 
leaving 
---------------------------------------------------------------------------------------------------------------------------- 

 
 
 

 
 
 

14.  How many persons will be  engaged on 
     the counter for selling drugs ?          
--------------------------------------------------------------------------------------------------------------------------- 

          Qualification                           Age 
--------------------------------------------------------------------------------------------------------------------------- 
 

 
 
15.  If the application is for wholesaler 

     please furnish the name and address  
     of the manufacturer which they will 
     represent as sole distribution/Agent/ 

     Importer. 
---------------------------------------------------------------------------------------------------------------------------- 
Name of the manufacturer                     Address 

---------------------------------------------------------------------------------------------------------------------------- 
 
 

 



 
 

 
16.  What  are  the  classes  of  drugs  
     proposed  to  be stocked?                  

                                                
                                             
                                              

 
17.  In case of narcotics  or  poisonous 
     whether separate cupboard with lock 

     and key will be provided: 
 
 

 
18.  Besides drugs, whether the applicant 
     wants to deal with any other commod- 

     ities  like  milk powder, cosmetics, 
     etc. If so,  give  details.  Whether  
     separate cupboard will  be  provided 

     for this purpose. 
 
19.  Hours of business and working days:- 

 
 
 

20.  Whether the applicant is prepared to 
     do the night duty voluntarily:- 
 

 
21.  Name of the trade or professional 
     Association of which the applicant 

     is  a  member   and  the  date  of 
     commencement of membership: 
 

22.  Financial  resources   to   run  the 
     Establishment. Furnish details. 
 

 
23.  Documents to be attached: 
     I) Blue print of the premises with  

     Dimension. 
 
     II) Brief description of the building 

     in  respect of area, number of rooms, 
     area of rooms, type of construction, 
     type of flooring, ceiling,  water 

     connection, W.C.,lighting arrangements, 
     painting, number of windows, doors,  
     etc., 

 
24.  Area and population of the village 
     where the Establishment is to be set 

     up: 
 
25.  Numbers of permanent Doctors residing: 

     in the area: 
---------------------------------------------------------------------------------------------------------------------------- 
               Name                                  Address 

---------------------------------------------------------------------------------------------------------------------------- 
 
 

 
26.  Whether  there  is  any   hospital/ 
     Nursing Home/P.C.H./R.M.C./ in the 

     locality. If so, dive details: 
 
 

 
27.  Whether there is any licenced retail 
     sale of drugs. If so, give details. 

---------------------------------------------------------------------------------------------------------------------------- 
    Name of the Establishment                  Category 
---------------------------------------------------------------------------------------------------------------------------- 

 



Date:                                           Signature :---------------------------- 
 

                                                                                                                  Name____________________ 
 

ADDITIONAL INFORMATION IN SR.NO.23. 

 
 
1.   Area:       i) Plinth Area:  ____________________  

  
ii) Floor Area:  ____________________   

 

 
2.   Numbers of Room:  ___________ Total Rooms. ______________ 
 

3.   Area of Rooms:    
 
 

 
 
4.   Type of Construction   : ____________________________________           

 
5.   Type of Flooring       : ____________________________________              
 

 
6.   Type of Ceiling        : ____________________________________ 
 

 
7.   Water Connection       : _____________________________________               
 

8.   W.C.                    : _____________________________________                          
 
9.   Lightning Arrangement  : _____________________________________           

 
10.  Painting               : _____________________________________                       
 

11.  Number of windows & Doors : _____________________________________ 
 
 

 
 
Date:                                             

 
Signature: 
___________________________ 

 
Name: 

___________________
___________ 

 

   

 














