MEDICINES SIDE EFFECT REPORTING FORM (FOR CONSUMERS)  -coer <.
74T 7 o1 Fhe@wd I3 (I12FT D)

Indian Pharmacopoeia Commission, National Coordination Centre- Pharmacovigilance Programme of India, Ministry of
Health & Family Welfare, Government of India.
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1.Patient Details/(ITNT f3gF

Patient Initials: |:|:|

@NT 9
2. Health Information/33y ©X§

a. Reason(s) for taking medicine(s)(Disease/Symptoms)/@?’:f(YWB’) CIF FF FRA(FEF) (QE/THDTR) :

Gender (V) feizsT(v):Male/3F [_] Female/aifxelm [__|Other /Sfamas [_] | Age (Year or Month) :

7 (=T 91 IR):

b. Medicines Advised by (V)/Q¥5F =T 53T (v): Doctor/ffF5% ] Pharmacist/FI68 L] Friends/Relatives/3% /9 EE L1 self
(Past disease experienced/No past disease experienced) TS (‘ﬁ% (IR0 /W“ﬁ% @ Afeser T1R) L]
3. Details of Person Reporting the Side Effect/o T Zo for@ud F11 Tfex [FIv

Name (Optional)/a (IM@ SR [61F) :

Address/f5Fa:
Telephone No/(GFT&E 999 Email /2073
4. Details of Medicine Taking/Taken/31R ¥T/ET dF4F 99
Name of Medicines Quantity of Medicines taken (e.g. 250 mg, Expiry Date of Date of Start of Date of Stop of
DFHF N Two times a day ) Medicines Medicines Medicines
AT 3FHF AT (T o s, | 3¥HF Ww TH | 39y AEE FAT | 3FY TH FIT o9
i@ 739) SISIBCIER] SURE]

Dosage form (V)/*Tfe/¥ T (v): Tablet/(GIEG[__| Capsule/@Tge [ Injection/3a@6a [___] Oral Liquids [__]  If Others (Please

SPECHY.vvvvreererereessssaarrreneeens /TS (TR AR G IR ST (SAgz I CEA TP, )

5. About the Side Effect/T¥ Selgs @ |
When did the side effect start?/ =T ToIF (FfoI] ART ?5%?[ ] Side Effect is still Continuing ( Yes/No): :]
When did the side effect stop?/"Tf Se1d (o1 I3 e | ) smf se afemie FT e @ (=w/aE) ()

[ Did not affect daily activities/Tafe SIfsfIf&F Tefae FaTNMRe | [ | Affect daily activities/tmaifrey sTTeff&sF To1ke HfafeeT
[ ] Admitted to hospital/fSfFs e 6 & [ |Death/g@y
[ ] others/raTes

7.Describe the Side Effect (What did you do to manage the side effect?)/‘mf TOIFT AT FIF( @T‘*’ﬂ";[ I TeE AfarE IE F

e ) ?

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.
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Please turn the page to read the instructions
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~ sendyour report by mail or Fax to/ITAIR Ffe@wd GRT AN F@E MIEF

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
@ INE (FGIRNS T FIF

1800'180'3024 (Toll Free)

VBoo-Sbo-wox8 (T HI)

(9:00 AM to 5:30 PM, weekdays)
(1 >.00 FOF T NHIT ¢. 00 TG, YEMRSF fvere)

FFTT BT J[FT AP F1 AT A AW ASE|

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.
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Instructions to Complete the Reporting Form

sfor@nd g9a 59 FIE HErenEar

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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