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‘ 1.Patient Details/ RFfT &7 faavor
Patient Initials/ |:|:| Gender/ fofTT (v):  Male/ Iy [ Female/ =i ]
<l & arerer:: Other/ a1 []
2. Health Information/ SRed Geel SITHRNI

a. Reason(s) for taking medicine(s)(Disease/Symptoms)/ TaT(EdTq) &= &7 HRUT R / <AeT0):

Age (Year or Month)/
SR RIKISOE

b. Medicines Advised by/ TaIs &1 Hellg <+ dTell (V): Doctor/ Sidex ] pharmacist/ waffe [ Friends/Relatives/ a1 / RedeR ]
Self (Past disease experienced/No past disease experienced)/ = ‘3@ ST BT Tc‘f S BT Bl :I%}f) 1]

3. Details of Person Reporting the Side Effect/ gSHId | @ 9 91 |afdT &1 faRer
Name (Optional)/ 9 (ddfedad):

Address/ UdT:
Telephone No/ TeT®I : Email/ S8
4. Details of Medicine Taking/Taken/ & ST %@ & / off o ﬂiﬁ arg &l g
Name of Medicines/ Quantity of Medicines taken (e.g. 250 mg, Expiry Date of Date of Start of Date of Stop of
SIS & A Two times a day )/ <ff TS TaTs &I AT Medicines/ &dT & Medicines/ Medicines/ GdTsdl
(Sarerwr & forg 250 A, o s # <1 fafepa 89 &1 TATSAT R e B fafr
IR) forfer B B fafy

Dosage form/QRTd &I W@ (V) : Tablet/ el (C¥eic) [ Capsule/ &=qet [__] Injection/ SoTaeTe [T oral Liquids/ e

aNel I:I If Others (Please Specify............................m.,)/?ﬂ% 3 (@uan AT PN )

| 5. About the Side Effect/ ST @ R A
When did the side effect start?/ g&HTd EA YHIAT P §§ ofi? [ ] Side Effect is still Continuing ( Yes/No)/
When did the side effect stop?/ SSI¥Td dd FATC gaT &1? | ) @ gue o @ @ /AN

‘ 6.How bad was the Side Effect? (Please V the boxes that Apply)/ SSMIT fam sIfN®®HR A? (FUAT S A1 &1, 89 W \ & e o)
[ Ipid not affect daily activities/ <f+@ TITIRRI wrfdd &1 g8 off [ |Affect daily activities/ af-1a wrfafafdri wrfad gs
[ JAdmitted to hospital/ 3T¥ddTel of ST Ul [ ]Death/ 4G

[ Jothers/ s

7.Describe the Side Effect (What did you do to manage the side effect?)/ g4I P AT BN (SJTCﬁ ENJI“TW} 3 BTHRT AT<T B D forg

a1 fdm)?

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



