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MEDICINES SIDE EFFECT REPORTING FORM (FOR CONSUMERS)
gcllllofl AISUUR Wdalld S [dUesl HiR)

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

etrcla AERLs U (BB gHISIWsuL 5M2let), AFL2L Asclol Jos — AR WUNEUAEA stlsH (sHISQRA WouH A sl321),

URLRL U FZol SERURL HAEA, LRl UBSIR.
1. Patient Details/e€le(l (Qotct

Patient Initials/€ €loll YU Gender/ (A (v): Male/ Y3M[_| Female/ MGl [_Other/ ol [] Age (Year or Month)/ GHR2 (i 3 Qe :
wed: [ | ]

2. Health Information/ vuRl0as{l G

a. Reason(s) for taking medicine(s) (Disease/Symptoms)/ €cll (Ecl3) Acll M2q] S1RQ(SIRBN) (RAoUARN):

b. Medicines Advised by/ £cll Aol dcle BUR (V): Doctor/ siseR |- Pharmacist/ 8LH1@%€|:| Friends/Relatives / mﬂ/%{(){iﬂ ]
Self (Past disease experienced/No past disease experienced)/ A (UOUB AdLell Uoje /UG Aotell Aol ﬂﬂ)l:l

a. Name (Optional)/ olt{ (As(Es):

b. Address/ URel}:

Telephone No./ 2Al8lot olez: Email/ SRBA:
4. Details of Medicine Taking/Taken/ eciizll Adt 8/cllell 8lat Aol @oatAl
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
gclllle] ol dlaet eate] yraL (el . 250 Acllonn, €A% A gcallell Asuuwssl Medicines/ €l | Medicines/ €l
aud) ARlw a3 saloll ARl | o salell diln

Dosage form/ ECJ.lcj AU (V): Tablet/ sl [ capsule/ %Q%LGL [ Injection/ 8e%8s2lel [__]Oral Liquids/ HuW a2 yaudl ]
If Others (Please SPecify.......cccceveveveeeeernnnns /%8 vla2l (U LT )
5. About the Side Effect/ ausaxz Q3

When did the side effect start?/ wSuR g2 A3 U &cll? :]
When did the side effect stop?/ WISUUR SR 6itl U scl? :]
6. How bad was the Side Effect? (Please V the boxes that Apply)/ UsAHUR 32l WA scl? (drallell sAA cd] U3 A dAsH UR v 53

[ 1 Did not affect daily activities/ A€l st U xR 5l o8l L1 Affect daily activities/ ABEL 03 uAR US scll
[T Admitted to hospital/ @AM EMA sl &cll [T peath/ 4
L] Others/ Wl

Side Effect is still Continuing ( Yes/No)/ AUSAHUR AUlY B :]

(8U/ell)

7. Describe the Side Effect (What did you do to manage the side effect?)/ aisR il (UsAUUR Ratal dA 9 53 &d?)

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.

wl Rl [WBs B, A8 statuR YRS A o2l wA e€loll UAHA Yuraleal 3d B, Al uBa usewdlldl yeauclst B, ut Il vucHl uadl Bl

SAUU M2 AR WAeRFol Aoz HWsAAHL 2. AN dy @t HERZ dHRL AUS 52 RUR UssR AUl dHal Qoldl B, it HERA o sl A gl 130l

\ s Racll WA Sa A 2wl y

Please turn the page to read the instructions

YAl cliual HERellefl 3l uef 3l




Send your report by mail or Fax to/ ARl RWE o(lAell AU HsA

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
3CUALBel UR wHA SlAd $3

1800'180'3024 (Toll Free/ 2l %)

(9:00 AM to 5:30 PM, weekdays)
(AR 9:00¢l Ui 5:30 Yell, xR Ysaur)

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.

allus{latdt: e€lell AAW it AwelHl AU B ual AYUY YA B. Youn 215 3R [Qolcllott uQueHl N 32 52 Acll wURal otell uA RUERBA WaAn 32

523 olgl.

Instructions to Complete the Reporting Form

RURot i yal satell yuell

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
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 side effect.

@Qewot 1 - e€loll Qatct

v e€lall A3vulcdoll HIBAHL oliHoll Y MR ol w2soll YU &R
Al (Bl 313, yelu ad-l).

v clEid 1B U (1@, GuR).

Qewot -2 wuRatell B

vl Qdl HIZe] SIRQU(SIRYL) ua (SIs2R, sy, B/t
U W) 6L YRA el wRUA.

@Qewot 3 — wsAUR QA waladl A A el [Qotd

v RQ&Al sl s 33 otd (As(AAs), URey; 2cllflot oliR
Ul BRBE WL

@Qewot 4 — Qaunt uadlele] gasll [Qote

v BSBUAR R 5\ eclizl @Al i (Aot W (Ecllef ollH,
dlad eats] yrg, Asuwsoll dAlu, ect Aatell aAzuld saisll
oltl sallo{l cdlwm).

v H@R0lell 53 ecloll a3U (QA Ul (ALull, Jryd, BoBsAY,
Yul diR Acld yagl) wal ol wedA 8 A dl U 5.

@Qetol 5 — vUsUAR QA

v AUSBRER A3 Ucloll A oitt clloll AWl wRUA AU USBRAR
AG BF FU A UQl U 5A.

@Qeot 6 — BUsUAR Fecll wRlw &dl

v HE0llell 53 clo] ud A Ao vl Rs WS s3A.
(Qetlol 7- BUSUUR Aot
v ugRulell 53R visuARe (Qolcdl WA dal §R sRcl g URAR
Al ® Q wsaua.

Thank you for taking the time to complete this form. 3l Sl @Rall H2 UHA slOcal HEA WUl WIRUR.



http://www.ipc.gov.in/

