( . GREENSIGNAL BIO PHARMA PRIVATE LIMITED

Green - ¥ ~
‘ 1o Pratms pvi Lie No.49, Pappankuppam Village, Gummidipoondi,

Chennai — 601201.
Suspected Adverse Drug Reaction Reporting Form
#For Voluntary Reporting of ADRs by Public or Healthcare Professionals

1.Patient Details/(=157 fam=r

Patient Initials: |:|:|
=fE am

2. Health Information/3rE &7

Gender (V] ﬁtﬁT{x‘}:Malefﬁ‘? [ | Female/mar [_|Other /==en [_]| Age(Year or Month):

T (TFRT T AR):

a. Reason(s) for taking medicine(s)(Disease/Symptoms)/3T4 (¥3T) (V&7 T FE9(@F) (=99 THHE ) :

b. Medicines Advised by (vV)/3T8F &R T (v): Doctor/b i@ v 1] Pharmacist/ TGS ] Fﬁendsfﬂelativesﬁ?quEI]fI T[] self
[Past disease experienced/No past disease experienced) fTs (89 (= afowel @AFES (31 afewer a3) [

3. Details of Person Reporting the Side Effect/Td S8 Sfe@n 341 Ifex fa@ad

Name (Optional)/=T ( T SA=E <61 ) :

Address/F@:
Telephone No/(GFH 54: Email AT
4. Details of Medicine Taking/Taken/«T ¥&1/(¥@] 3747 fG@dq
Name of Medicines Quantity of Medicinas taken (e.g. 250 mg, Expiry Date of Date of Start of Date of Stop of
37 A Twao times a day ) Medicines Medicines Medicines
(4E 3T Al (W e fafm, | 3E A 9 | 39 WmE w0 | 3 3% w4 wfe
o= =) SRR Bkl

Dosage form (v)/¥1@ T (v): Tablet/(5ae[___| Capsule/@57 [__| Injection/Z@@sa [ OralLiquids [ | If Others (Please
SDECITY.cvrssreseressssesessenes [T (A S B AE TR (T BT TEY T ewnnnnnen)

5. About the Side Effect/sT{ e@= @@
When did the side effect start?/ 9T¢ SEE (Fed] J=T m'ﬁ?[:] Side Effect is still Continuing ( Yes/No): [ )
When did the side effect stop?/TT% 8@ (@fed 35 ?EFWF'[:] T TeE AT vF 9w H(W/Wf-::'

6.How bad was the Side Effect? [Please v the boxes that Applv].'m‘ ol & wEE W (S e W’i a‘mﬁr— V F99)
[ Did not affect daily activities/ = STeldI5F Sel@e Faral=s | [ | Affect daily activities/ 5=

[ Admitted to hospital/EfF=FTe =f¢ &= [ |Death/gar

[ ] Others/Sw&a

7.Describe the Side Effect (What did you do to manage the side effect?)/T{ Fe@ 341 799 (Irf[« 9 Zo@ =ar= 1@ &
FfafeeT)?

\

This reporting is voluntary, has no legal implication and aims to improve patient safety. Your active participation is valuable. The information provided in this
form will be forwarded to ADR Monitoring Centre for follow-up. You are requested to cooperate with the programme officials when they contact you for more
details. Please do report even if you do not have all the information.

% ofSE (TEREE, IR (I aEaTs e A% 59 IR 9 (@0 99 5Fe I (EF AEE SET ST §EEE| 13
TIHEE T T4 OF FYEA A TE AR FEwT @EE amEeE T ow B e TE e e @ 9 e
L—WWWMW AT FqEE F4 T AEE B4 AT AFEEE e aNTEEd SeEn Seaw
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WELLNESS FOR AL
Suspected Adverse Drug Reaction Reporting Form
#For Voluntary Reporting of ADRs by Public or Healthcare Professionals

Confidentiality: The patient’s identity is held in strict confidence and protected to the fullest extent. Programme staff is not expected to
and will not disclose the reporter’s identity in response to a request from the public.

(ST (A AT SIS (N T W TE, T (A 7] | A5 SAA A IR S feEed A
TFT FAT F APT T4 A5 WA AW T

Instructions to Complete the Reporting Form

1G] G i L O = B B ) i

Section 1 - Patient Detalls e s - @ =
v In patient Initial, write first letter of tha name and first letter of the v E@E e, dHT FNH AN el @’qﬂ’fﬁ’ T e ﬁﬁ-
surname (e.g. Pradeep Sharma-PS). W—ﬁﬂE )
v Provide personal information (Gender, Age). d aﬁg@ o] T W%W (ﬁ"ﬁ, ) |
Section -2 Health Information feewr 3 - ¥
v Provide reasonis) for taking medicines and medicines advised by v @w (VEE FEA(TR) =5 IE =t WETE
(Docter, Pharmacists, (fefFws, TETE, ﬁﬁﬁﬂﬂﬁ EIES )7 T #63)
Friends/ Relatives and Self). feerr © - o geE sfewm F91 Ted [Kaad
Section 3 - Detalls of Person Reporting the Side Effect Y gfeEes A e 9@ e T (),
v Provide the name (optional), address; telephone no. and email are ffﬁﬁr,fﬁ%ft’ﬁlﬂ EEEREICH IR IUE 39
necessary to assess the report. fasrr 8 - 47 w@/E dTE g
Section 4 - Detalls of the Medicines Taking/Taken v o1 el it 3% IE [N NrEE [EEd swe
' Give all details about the Medicines (Name of Medicines, Quantity of 745 (3T W, (VE ITF AEAE, T o ([JE]
Medicines taken, Expiry Date, start and stop date of Medicines) that By, 3T IEE 741 dE 9% F4 =)
have caused side effect. G 3% g 9 ffim (Gars, (P, IAEPEA,
v Please provide Dosage form (Tablets, Capsule, injections, Oral liguid) S{\f’"ﬁ (=T 3@’4’[ =) aﬁ :qﬁr{ AR (B W
and if others please specify. T4 UEY 399
Section 5 - About the Side Effect feerr ¢« - 9 geEes FEE
v Provide side effect start and stop dates and also specify whether the v 9 TBE IET (OF g TH (2@ E‘I]%N TAE O
side effect is still continuing. 9 seE ofeTe oF R @fF cme SR
Section 6 - How bad was the Side Effect ey w - 9 geE e fEE afe
v Please tick marks the appropriate boxes that apply. v @gﬁﬁ q,'ﬁ' ST W ﬁ:q: T'“ﬁ ﬁ,ﬁ—|
Section 7- Describe the Side Effect fEEpr 9 - a7 geEE i 39F
" Please describe the details of side effect and what treatment was Y R #fx o seEs IdM F58 T o TEE sEEEE
taken to manage the side effect. - ﬁ? fﬁﬁﬂ-‘ﬂ \fﬂﬁ_"[ - Tq'ffﬂT _—

Thank you for taking the time to complete this form

18 973 TR FEAE WY MFF IqE SEE

Page 2 of 2



