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MEDICINES SIDE EFFECT REPORTING FORM (FOR CONSUMERS)
BRPNS BB, TBOHBITT WT0H Foo*F (M) TTON)

Indian Pharmacopoeia Commission, National Coordination Centre- Pharmacovigilance Programme of India, Ministry of Health & Family

Welfare, Government of India.
2908603 BRG ToF, 030N, T2y, 003 ABTT 3e0B) — §508ecd BAG BB To0EToOTD FIODFTE, STV, 3B, FoLR0W 5560 RO,

25903 AFFT.

1.Patient Details/ O/¢N0% 330

Patient Initials/ |:|:|

BeeN0 DTIT;

Gender/ ©ori (V): Male/ RTE [ ] Female/ A.¢ ]
Other/ ~=3 [

Age (Year or Month)/
T[ORT,, (PRF BF@ TRF):

2. Health Information/
a. Reason(s) for taking medicine(s)(Disease/Symptoms)/ TRG SRGBRT,O0 10O 590 (MED) (Swen/Ogeansd):

b. Medicines Advised by/ TROMTT BRBATHTY (V): Doctor/wgwbdulzl Pharmacist/ZxG 359;590 |:|Fr|ends/Re|at|ves/ 5_8T00 [ Bowepries [
Self (Past disease experienced/No past disease experienced)/ 3.2 (20007 TRENT LRI / CTRR)TIE 00T TRENT LERID &) |:|

3. Details of Person Reporting the Side Effect/ @&, TOBTTI,, BOR BIRBOB T33,03 DTN

Name (Optional)/ Z=T> (20e3,3):
Address/ S0¥23;

Telephone No/ T/T083 Fos3s: Email/ e
4. Details of Medicine Taking/Taken/ 311G030%0,8,30:/311c30850088. BRG DB[OME
Name of Medicines/ Quantity of Medicines taken (e.g. 250 mg, Expiry Date of Date of Start of Date of Stop of
RIGNRY I Two times a day )/ Sricodncs Bxgns Medicines/ BIFne Medicines/ Medicines/
T3 (VT 250 LWM0, DFF, wITD 390) CRcewliataplel Bxgnvae, Tagnes, 9.0
BSTORAT DJ0T [rsplel

Dosage form/ Gweeies® 2a7F (V) @ Tablet/s=os3.° |:| Capsule/F .o [_] Injection/=ce== ] Oral Liquids/ weeonms [
If Others (Please Specify

5. About the Side Effect/¢333,, T[0T Wi,

When did the side effect start?/ @&, $0F0= 0350m0n ST0ITTCNT? [ ] Side Effect is still Continuing ( Yes/No)/
When did the side effect stop?/ €, KO 0350=N 208337 [ ] 9T, VORI T0TOT (@Cﬁa/”«l@m){:]

6.How bad was the Side Effect? (Please V the boxes that Apply)/ <&,

Sy 6255 = E
0T &3T° w.,:u:,)

[__]pid not affect daily activities/ T3,BO0T 23630383BNY 20eS TODmITH [ ]Affect daily activities/ T3, TO0T 236303383BNY 306 T[0T
n’\rdm"‘m\M 2,‘3@{‘){3
[__JAdmitted to hospital/ =, LT TR0eNT [__JDeath/ S5t

[ others/ 23

7.Describe the Side Effect (What did you do to manage the side effect?)/ <., T0mo330580, Sm02 (&3, BOFTBRY, ABFLALY A W TPRRO?)

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.

S5 OO mmvwcozmﬁw CINDTYTIE TITRTY SRTWHMNTIY, TRODD.., THTY, TRENTDH BTREM; TR, HIF0TT M0 TRoNT. A3, F0N FTYTINT; 7

3

SANEA
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Please turn the page to read the instructions



Send your report by mail or Fax to/ 0,

Pharmacovigilance Programme of India
National Coordination Centre,

Indian Pharmacopoeia Commission, Call us on Helpline

Ministry of Health & Family Welfare, Govt. of India

Sector-23,Rajnagar,Ghaziabad-201002.Uttar Pradesh 1800-180_3024 (Toll Free)
Tel.:0120-2783400, 2783401, 2783392 (9:00 AM to 5:30 PM, weekdays)
FAX: 0120-2783311

Email: pvpi.compat@gmail.com

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

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 t
3 :
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Instructions to Complete the Reporting Form
280 ab SSweFabD), Geearrie PJen BRWINW

tion 1 - Patient Detail
Sectio atient betalls o 1 - Baenod ORTRT
v In patient Initial, write first letter of the name and first letter of the surname

v TREN0T BATOFTIT,,, TAOT IRTO ©FT =08

(e.g. Pradeep Sharma-PS).

v Provide personal information (Gender, Age).
v B,008,8 SPE200, (DoR, BN, WEN,

Section -2 Health Information

v Provide reason(s) for taking medicines and medicines advised by (Doctor, Dort -2 STRETT Bkod

Pharmacists, v

Friends/ Relatives and Self).

Section 3 - Details of Person Reporting the Side Effect Dnt 3 - R, BOFRNED), BOD BB, By, VTN
4 Provide the name (optional), address; telephone no. and email are necessary . SO0HRS,, ARFCRFEL THOVW,B), DTH, BT Hosd, Ty, T WENA.,

to assess the report. DN 4 - BRGER0, Rototh,8,055/3wEe0E DT

Section 4 - Details of the Medicines Taking/Taken _ ]
v ST, TOPTRWI, YLoLRTHRT BITNY Wil, weR., Lmonegms, de(Bxene
v Give all details about the Medicines (Name of Medicines, Quantity of

THO, Sricdecw B 3, BRVOL DTOcE BIFNTS, Sricedncs

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 v TR, TS Posf WENA T8, WS a0, (W91 T,

190, ORFT® MY, LWL T)N) CRYNTBR, AR,

others please specify.

Section 5 - About the Side Effect PN 5 — BT, TOBOIT Wik,
v Provide side effect start and stop dates and also specify whether the side v BT, TOPOT STOWTIT Y, 0T, 0N IR0TE DTOBATT, WiINR THTY, V&,
effect s still continuing. TOFIT TOTTTOTORE NOWITTR, BRL.

Section 6 - How bad was the Side Effect
v Please tick marks the appropriate boxes that apply.
Section 7- Describe the Side Effect

4 Please describe the details of side effect and what treatment was taken to

L

SR, BOFRBR, AWFERALI 037 1¥3E,

manage the side effect.

Thank you for taking the time to complete this form /83 SBRI0DZ0,
TPDFRRLTEN 0D SRTIBRORT By BR5PITNGD




