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MEDICINES SIDE EFFECT REPORTING FORM (FOR CONSUMERS)
NS gorTa I B (U & o)

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

YRAT A9S GiRdT 3N, TS G by — ARG BAPIaTer hrRiHH,
WReY Ud URAR 0T HATET, IR TR |

\ 1.Patient Details/ M &7 faawor
Patient Initials/ |:|:| Gender/ fefiT (v):  Male/ g&Y [] Female/ i
R @ srener:: Other/ =7 [ ]
2. Health Information/ aTeqd Heel SIHBR

a. Reason(s) for taking medicine(s)(Disease/Symptoms)/ TaT(GaTq) & &T HIROT (1T / ALT0T):

Age (Year or Month)/
I (a9 A1 A1) :

b. Medicines Advised by/ TdTs &1 HelTg < dTalT (V): Doctor/ Sfdex || Pharmacist/ ®iATRRE [ Frnends/ReIatnves/%ﬁ/ﬁ%ﬁ?l'\’ ]
R

Self (Past disease experienced/No past disease experienced)/ ¥
3. Details of Person Reporting the Side Effect/ SSIMTd &1 T Ul aw‘r fa &1 fdaxor
Name (Optional)/ =T (dafedd):

Address/ UdT:
Telephone No/ <elT®IF : Email/ $8cT:
4. Details of Medicine Taking/Taken/ <ff ST %8I & / ot o ﬂ'cﬁ TS BT faaRoT
Name of Medicines/ Quantity of Medicines taken (e.g. 250 mg, Expiry Date of Date of Start of Date of Stop of
garsgl & A Two times a day )/ o 78 TaTs &I AT Medicines/ TdT & Medicines/ Medicines/ Sargdi
(SaTexur & fory 250 A, U@ fF # < fafSra a9 & TATGAT 3RA AT B fafer
9R) fafer B By fafer

Dosage form/WRTd &1 TwY (V) : Tablet/ el (Sdete) [__] capsule/ E%Qi?[ [_] Injection/ sot@@= [ Oral Liquids/ AR

Nl |:| If Others (Please Specify......ccoc.omvvvvrrerrnnnc. )/Zlﬁ 3 (puar AT B,

5. About the Side Effect/ gSMT & IR |
When did the side effect start?/ SSIMd ! YN Hd gg AT? ( ) Side Effect is still Continuing ( Yes/No)/
When did the side effect stop?/ SMTd Hd FHTC ga a? | ) @ gunma o # @ /N )

Did not affect daily act|V|t|es/ < fafafde wfad =2 g8 o Affect daily actlwtles/ e Tﬁﬁ@m I g8
[ JAdmitted to hospital/ 3RTel of STHT TsT [ |Death/ g
[ lothers/ 3=

7.Describe the Side Effect (What did you do to manage the side effect?)/ SSIMId &I TG B (MU GOMTEI ¥ BEHRNT AT &R B g
T fean)?

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.

& RufdT Wied & @18 oril Miar! 781 2 &R s9aT deg TS @ GReT # GuR ST © | 3UP! Ay AEER) Jead™ 2| 39 B 3 & T8 SIHaRT
BT I PRATS & TSR FRET D BT A ST | AU IR € b T PRIPA & AABIRAT BT FEART HY 99 d AP TAHRI W XA B fog
MY HIS B | HUAT Yo SN 7 89 o ff g o |

Please turn the page to read the instructions



‘ Send your report by mail or Fax to/ el IT B D ERT 94T RAE 791 190 ) Ao

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/ IS TR B BN &N

1800'180'3024 (Toll Free/
(et )

(9:00 AM to 5:30 PM, weekdays/ UT<T: 9:00 o
5:30 g9 P, TP BRIRTH W)

response to a request from the public.

&l P |

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

2 Jefl @Y gEEE @7 e ) AR QR @1 SO 8| BRiEE © H A SR 3 S 2 6 WwIe &1 $1g Al it Ardore g W RUE < arel @) ugh 1 g

Instructions to Complete the Reporting Form

I B B g B B forg fder

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
4 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.

fder 1 — Jft @1 feRor
v M B omEmeR H, A BT UgT SR ford iR SUM BT U ek
foref (OR1 e i) |
v AR SN (fof, o1my) Fe Y |
e —2 W@y @& TEE
v TAoF B BRI MR WRHETT B 9 < (SfaeR, BTHIRRT,
firm / ReaeR 3R ) |
e 3 — o @ RUE H= arel & &1 v &
v Ruré & qeaied ¥ AW (Jwfeud), Ud, THWM o 3R $—3el Iucrer
Bl
féT4—A M@ T / o 1 Fa <asaAt & faawor
v 39 garsdl (qargat o1 A, off TS A, Aftey g @ fOfY, garsar
IT& BT U4 A o1 [f) @1 fdaver § e BReT e g

B T
v GE BT @R (el (STere), e, Soiger, AIRad aRal (9 atelt
1) 3R I DI 3= B 1 [ & |
fder 5 — goME & T9E B IR A
v TUMIE T SR AT BN P Y 991 iR I8 0 fAfde aX b
T GHMIE 31T T IR E |
frder 6 — g o Eifi@@R O
v PUAT SRA S WA e |
fder 7— gorTe @ T AN

v PUIT TUME T fIaR0T 3R I §MIE W PRI UM & forg
SR fFam T, fadeer wR |
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