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

1.Patient Details/ Tt @7 farawor

Patient Initials/ |:|:| Gender/ o (v): Male/ T50 [] Female/ = ]
I T A Other/ 27 |:|
2. Health Information/ g Haeh SFER

a. Reason(s) for taking medicine(s)(Disease/Symptoms)/ FEI(FaT) T T T (77 / TEI):

Age (Year or Month)/
g (o 7 =) :

b. Medicines Advised by/ TS T WO o T T (v): Doctor/ gigce |:| Pharmacist/ ™= T |:| Fr|ends,-'ReIatwes,l’ EEPAEENE! |:|
Self (Past disease experienced/No past disease experienced)/ ¥ (T8 €T @1 amwa /U0 &M @ 1% 390 TR

3. Details of Person Reporting the Side Effect/ TWTT & a1 & ot @fd a1 fArawor

Name (Optional)/ 79 (d@Teua):

Address/ T
Telephone No/ TomM = Email/ S8
4. Details of Medicine Taking/Taken/ % ST W @ / off &1 7o zarg &1 g
Name of Medicines/ Quantity of Madicines taken (e. g 250 mg, Expiry Date of Date of Start of Date of Stop of
AR R I Two times aday)/ ¥ TS %@ @ T | Medicines/ TaT @ Medicines/ Medicines/ Tarsa
(Emm o o 250 Bt fRA 5 a1 | FRm e @ TS A T o Y
) e o 7 R

Dosage form/E& @ w0 (V) : Tablet/ T (Z7ee) | Capsule/ ﬂ“ﬁ(‘f! |:| Injection/ S99 [ Oral Liquids/ ST

@@ [ If Others (Please Specify_. .. YT IR (e AR

5. About the Side Effect/ T9¥E @ TR ¥

When did the side sffect start?/ T9TT @1 TFAT T8 ;’j 7 ( | Side Effect is still Continuing ( Yes/No)/
When did the side effect stop?/ T9TT T8 TT@ gar a7 | ) @ qerm W g @ A

6.How bad was the Side Effect? (Please V the boxes that Apply)/ TSMITA frer EifvaTaw &7 (Par < & 8, 99 W \ @1 e &)
[ Ipid not affect daily activities/ == TrTalr FaTas 78 g5 91 | [ ]Affect daily activities/ ST@ Toial TEIGT TE
[ JAdmitted to hospital/ JFITTE W F TR [ |Death/ 7
[ Iothers/ a1

7.Describe the Side Effect (What did you do to manage the side effect?)/ 8™ 3 2T & (10 g94TEl | GToW 09 74 @ Ry
w0 f)?

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.

TE fET Hitow T, T FrE (ieaR TE1 ¢ T T TR0 TS F1 G 8 HuR $O £ HeT WY SRR 5o £ 3F W 2 5 TE 9nen

T FOH PO B TRIAR R 8 1 A9 T | A0S S E{E S0 Fawd & Hfaendl o1 Fea o6 00 U Sdae amen AT o @ o
T FUF T P W e 7 i W A g 6
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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 extent. Programme staff is not expected to and will not disclose the reporter’s identity in

response to a request from the public.

I @ TeA @ QU T A B T S § | 0 T R § ST @

T T

2 o =w @ o @ @t wiwe i W R 3 O 9 Tes @ g

Instructions to Complete the Reporting Form

T B @ [ FW @ forg

Section 1 - Patient Details
v' In patient Initial, write first letter of the name and first letter of the sumame
(e.g. Pradeep Sharma-Ps).
v Provide personal information (Gender, Age).
Section -2 Health Information
v Provide reason(s) for taking medicines and medicines advised by (Doctor,
Pharmacists,
Friends/ Relatives and Self).
Section J - Details of Person Reporting the Side Effect
' Pravide the name (optional), address; telephone no. and email are necessary
to assess the report.
Section 4 - Details of the Medicines Taking/Taken
v Give all details about the Medicines (Name of Medicines, Quantity of
Medicines taken, Expiry Date, start and stop date of Medicines) that have
caused side effect.
v Please provide Dosage form (Tablets, Capsule, injections, Oral liquid) and if
others please specify.
Section 5 - About the Side Effect
v Provide side effect start and stop dates and also specify whether the side
effact is still continuing.
Section 6 - 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 the side effect.

fader ¢ - ft a7 P
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