MEDICINES SIDE EFFECT REPORTING FORM (FOR CONSUMERS) Versin 1.0
FATTEier TEARUTH e faUaraTS e Ius (ST TSN =

Indian Pharmacopoeia Commlssnon, National Coordination Centre- Pharmacovigilance Programme of India, Ministry of Health & Family
Welfare, Government of India.

m AR SiTafarenter [T, Tedie aa-ad hg — AR STTee Ser Hashd, [ o Figaheanu Hatead, 9Rd .

1.Patient Details/ STUTTEIT AT{R<T

Patient Initials/ I:l:l Gender/ ffTT (v): Male/ 9@ [ | Female/ &1 []
FUUTTE SRS Other/ @

2. Health Information/ [ {rafere=res |tfedt
a. Reason(s) for taking medicine(s)(Disease/Symptoms)/ 3TISei(&r) U= HITOT(oT) (TRT/T&T0T):

Age (Year or Month)/
a7 (¥ forar #fgam)

b. Medicines Advised by/ 37w gaifomdt =<k (v): Doctor/ St [ Pharmacist/ 3fiwaas_] Friends/Relatives/ fim/Amamsss | Self (Past
disease experienced/No past disease experienced)/ &q: (f:ffﬁ’T W/@WW)D

3. Details of Person Reporting the Side Effect/ meﬁﬁﬁﬁﬁ ‘

Name (Optional)/ T (Uf=a):

Address/ 9dT:
Telephone No/ E;(?Hﬁ%: Email/ 8T
4. Details of Medicine Taking/Taken/ U AT/ ATATAT STTATHT ARt
Name of Medicines/ Quantity of Medicines taken (e.g. 250 mg, Expiry Date of Date of Start of Date of Stop of
Sty I Two times a day )/ NS Sdelel JHOT (3&T. | Medicines/ 309ei=T | Medicines/ 398 | Medicines/ 099 sg
250 fEf, ST 3 da) HEAEHTH! TR & e i e faish

Dosage form/ SE=TRI (V) : Tablet/ et C 1 Capsule/ 375‘3851’ L] Injection/ 3T :Oral Liquids/ distare ga L1 ifothers

(Please SPecify.......owvverevererrrrerrneee ) T FAHAATH (FUATTTE ... )
5. About the Side Effect/ SSTRUTTHTSA ATfedt |
When did the side effect start?/ gaftoms et ge smam | ) side Effect is still Continuing ( Yes/No)/ :]
When did the side effect stop?/ SR efl erisrer? ( ] ERISILG RS IR (B/ATED): :]
6.How bad was the Side Effect? (Please V the boxes that Apply)/ gwhmﬁr«ﬁaﬁzgﬁm? (Ut Wmﬁ \/T*'{T)
[_]Did not affect daily activities/ 2=feT sratar afom et Arer [ Affect daily activities/ &feT Frrtax gftoms e
[_]Admitted to hospital/ ¥ SRS et [ IDeath/ #eq_
[ Jothers/ 3@

7.Describe the Side Effect (What did you do to manage the side effect?)/ STTRUTTHTEI SO ST (SEURUTTHTR SHREATI FHIIATATST THET HTT
HA?)

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.

1 fate Yo 31Te, et hivrdie! et afeonms T, ST Tt Feiaar Qermor 81 @I o 78, THaT GisRT TedTT HieTr= 18, a1 T feereft mfedt
TTSTUATHTS ! TERAR AT fT Hetehs TTafarelt STEa. SieeT Frishn SR i Afed et qrreaTet Hoieh Werdier coal c=aTsil Heshrl Fodre qreTe ford Foard

Please turn the page to read the instructions
AT LT FTEUATEIE 9T 3T



Send your report by mail or Fax to/ Wﬁﬁm%wwm

Pharmacovigilance Programme of India

National Coordination Centre,

Indian Pharmacopoeia Commission,

Ministry of Health & Family Welfare, Govt. of India
Sector-23,Rajnagar,Ghaziabad-201002.Uttar Pradesh
Tel.:0120-2783400, 2783401, 2783392

FAX: 0120-2783311

Email: pvpi.compat@gmail.com

For more information visit us at www.ipc.gov.in

Call us on Helpline/ RTIITEHSR SATFETAT Shicd U

1800-180-3024 (vo Freey

@I %)
(9:00 AM to 5:30 PM, weekdays/ 4. 9:00 q
e, 5:30, TSI feaeth)

response to a request from the public.

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

Saeft ST 7 ferer TRRrerdw Te107 Shet ST, HISSRATEAT FHHET-H i SAlehi=aT ford et Tet JU=aT SRR 713 39 ol STUFRI T o § 78 ShuTR AT,

Instructions to Complete the Reporting Form

Traré srvaTa g sRuaTETdt gt

Section 1 - Patient Details
v' 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
v" 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 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 effect is still continuing.
Section 6 - How bad was the Side Effect
v' 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 to manage the side effect.
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Thank you for taking the time to complete this form
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