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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 estert. Programme staff is not expedied ta and will not disdlase the reparter's

identity in respanse to a request from the public.
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Instructions to Complete the Reporting Form
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Section 1 - Patient Details

¥ In patient Initial, write first letter of the name and first letter of
the surname [e.g. Pradeep Sharma-P5).

¥ Provide personal information (Gender, Age).

Section 2 - Health Information

¥ Provide reasons) for taking medicine|s) and medicines advised
by |Doctor, Pharmacist, Friends, Relatives and Self).

Section 3 - Details of Person Reporting the Side Effect

¥ Provide the name |optional], address; telephone no. and email
are necessary to assess the report.

Section 4 - Details of the Medicines Taking/Taken

¥ Give all details about the Medicine(s) (Name of Medicines,
Cuantity of Medicines taken, Expiry Date, start and stop date
Medicines) that have caused side effect.

# Please provide Dosage form |Tablets, Capsule, injectionl,
Crral liquid) and if others, please specify.

Section 5 - About the Side Effact

¥ Provide side effect start and stop dates and also specify whether
the side effect is still continuing.

Section & - How bad was the Side Effect

¥ Please tick marks the appropriate boxes that apply.

Section 7- Describe the Side Effect

¥ Please describe the details of side effect and what treatment was
taken to manage side effact.
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