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Notification Form for Designation as a Qualified Person for Pharmacovigilance (QPPV)

1. Market Authorisation Holder Details:

1. Name of MAH: _____________________________________________________

2. Postal and Physical Address of MAH:  _____________________________
                                                       _____________________________
                                                       _____________________________
                                                       _____________________________

2. Particulars of the QPPV: 

1. Name and title:  ______________________________________________________
2. Postal and Physical Address: ______________________
                                            ______________________
                                            ______________________
                                           _______________________
3. Contact number(s): ________________________________________

4. Email: __________________________________________________

5. Educational Qualification / Profession
1) _______________________________________________
2) _______________________________________________
3) _______________________________________________
4) _______________________________________________

6. Date of Formal Designation as a QPPV: ____________________________

7. Date of Expiration of designation as a QPPV: __________________________

3. Employment History as A Qualified Person for Pharmacovigilance 

	No.
	Name of Marketing Authorization Holder Period
	Date (dd/mm/yyyy)


	
	
	


	
	
	




4. Continuing Professional Development Undertaken Within the Last Three Years.

	No.
	Name of Training
Programme

	Institution
	Date of Training (dd/mm/yyyy)

	Certificate
Awarded? Y/N (attach
copies)

	
	
	
	

	

	
	
	
	

	



5. Declaration 
I/We, the undersigned, hereby declare that all information contained herein is correct and true. 
Name of QPPV: _____________________________________ 
Signature: _________________________________________
Date: ______________________________________________

If QPPV is designated to a company 
Name of Director of MAH: ____________________________
Signature: _________________________________________
Date: ______________________________________________

Official Stamp:
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