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

1. Patient Details/e€l-ll Qatd

Gender/ %[ (v): Male/ Yg¥[__] Female/ HBcl [ Jother/ wet [

2. Health Information, w3l wi2dl
a. Reason(s) for taking medicing(s) (Disease/Symptoms)/ £<ll (£clld) Alell Mi2e] slzol(szel) (Aaveaal):

Patient Initials/E £l &M
il :

Age (Year or Month)/ Guz (end & ey

b. Medicines Advised by/ £l Aclloll UcAle AUIUeAL2 (v): Doctor/ S1522 ] Pharmacist/ 541322 [] Friends/Relatives / (M=l /aivit]l [
Self (Past disease experienced/No past disease experienced)/ Ulcl (318 dtsll UsjelelAaE atell AUsgetel =gl

3. Details of Person Reporting the Side Effect/ uisuiaz wuiddl 8t A il Raid

a. Name (Optional)/ =ttt (<ls(Fls);

b, Address/ ¥2=113;

Telephone No./ é{{'lglﬂ'l sl Email/ gilbet:
4. Details of Medicine Taking/Taken/ edizl dl 8/clltl da A<l [Qaidl
Name of Medicines/ Quantity of Medicines taken (e.g. 250 mg, Two times a day)/ | Expiry Date of Medicines Date of Start of Date of Stop of
gczlle otiu cllflet eeud ymol(eL d. 250 Mellauy, g2l @ gclullell Wsuuindl Medicines/ Eclidl | Medicines/ £clludl
) dldlw 93 sellell ddlw | oled selell cidlw

Dosage form/ £¢lle] #¢13\. (v): Tablet/ 20l [ Capsule/ 5u=iet [ Injection/ e 5dlel [ JOral Liquids/ HWl el uendl [
If Others (Please SPETiff. e L B2l (U2 5Trsssnsssnsnns)
5. About the Side Effect/ wsuyz @3

When did the side effect start?/ sllsuaz s 33 a¢ adl? [:
When did the side effect stop?/ 2U5uH2 s ot 4 odl? :

6. How bad was the Side Effect? (Please V the boxes that Apply)/ uisuia? beell Watot edl? pdeael sdld ey w3 A st w2 v 53
[ Did not affect daily activities/ AR] stollfl uz vt sedl «ddl | [_] affect daily activities/ A%¢] stuoldlA wue ud sdl
[ Admitted to hospital/ SlE2cil erwet 52l st [ Death/ 4=y

[ ] Others/ o2l

7. Describe the Side Effect (What did you do to manage the side effect?)/ usuar wRudl (usuu Rara dll ¢ 59 sd)

Side Effect s still Continuing  Yes/No)/ 2L5ulu2 e B [:

(&=l

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.

w Roiléo #(@s B, 86 sabar yfad wila qd wd edll wend yurad & B audl aBa wseolla e B w Dl wuand wadl widl
Acluy e Adlae NFeRa Aezed Mocteuni wiadl, Al ay Bad wd daud dub 5d e vesiz wudl dud Bedl 3. dsn wldl « da dl g udeeud

sdla weell wilddl Aa 3w
—
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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.

lusflac: el 2l g Twesl Wl B wel dyplud yeEld B, D @iy wde Beddlel yldmes Waw wd s2dl Al wile Adl wa Briléeed wilow wd?

EEEET

Instructions to Complete the Reporting Form

Bl b1 yol secell Yl

Section 1 - Patient Details

¥ In patient Initial, write first letter of the name and first letter of the
surname (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 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

v Give all details about the Medicines (Name of Medicines, Quantity
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

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

Section 6 - How bad wias the Side Effect

¥ Please tick marks the appropriate boxes that apply.

Section 7- Describe the Side Effect

v Please describe the details of side effect and what treatment was taken
o manage side effect.

[@euat 1 - el @atd

v E€lotl 3lctoll MUBAIHE oMol yaH U uel wesell UM use
anll (vl ofly, wély sd-Jld),

v alsad HR wd g, GH).

[Rewat -2 widloasll wildl

v el Al Hize steeysiRel) wa (Slsee, sy, Rl
el Uld) g2l Y[Ed eqrd woudl

[@euat 3 - wisuar @3 youdd du d @l Qad

v 08l wisizell sear oadl sum (AslEs), weet; 2clldlel oiw
el $llee Wl

(@ewat 4 - Aaml wadleliell el Rad

v usuu U2 seed el @Al dmim (@atd widl (Ece] o,
clltlet ece] yHe, Asuusdlel adlw, ea Adiel uzud suid
ol sallall ddlw).

v el sflal esl a3y [ soudd (allel, Suge, Bensale,
uu i daig yadl) et %l w51 A dl wwe s

[Aeuat 5 - wisuuz @A

v oulsuue 9403 deell wel ot gcoll gl wouel du wisuuz
L ETRRTE NS

[t 6 - wisuur deell wae gdl

v upaolell sl ey ud o Al wistilHl s ub sdl.
[@eual 7- sisuuze ddat
v upzollell 5fla wisuzel [@ordl ual del g2 sl § wealR
clltll & A weudl

Thank you for taking the time to complete this form. %l 521 ®2cll HI2 ¥M Sloclal GLEC BlUoll UL,
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