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MEDICINES SIDE EFFECT REPORTING FORM (FOR CONSUMERS)
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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/ Xfl &I fdaxor
Patient Initials/ |:|:| Gender/ T (v): Male/ gy [ Female/ ST ] Age (Year or Month)/

AW B aEER: Other/ 3= [] 31y (av a1 HrE) :

a. Reason(s) for taking medicine(s)(Disease/Symptoms)/ SaI(dIV) o= ®T HIRVT [T / AeT0N):

b. Medicines Advised by/ TAT$ B FTE S drelT (V): Doctor/ SIdex [ ] pharmacist/ ®THifR1%e [_] Friends/Relatives/ 7 / RederR ]
Self (Past disease experienced/No past disease experienced)/ @3 (‘1& AR BT E[/‘{cT TR BT PIS q :Fﬁ) ]

Name (Optional)/ FI¥ (ddfedd):

Address/ TdT:

Telephone No/ <elT®IA : Email/ ST
‘ 4. Details of Medicine Taking/Taken/ off ST &I B / o g'cr?r TaTs BT faavor
Name of Medicines/ Quantity of Medicines taken (e.g. 250 mg, Expiry Date of Date of Start of Date of Stop of
Tgrgal & A9 Two times a day )/ o Ts Tdrs & HIET Medicines/ <al & Medicines/ Medicines/ <drsaT
(Se1ERr & forg 250 9, Uas fos & <1 s 89 @ Tarsar A e @ fafdr
IR) farfer B BT fafer

Dosage form/@R1d 1 TG®YU(V) : Tablet/ Mefl (Edeie) [__| Capsule/ d=gal | Injection/ $ota@ [ Oral Liquids/ Hifad®

GG :l If Others (Please Specify..........comrrvverrrvennnnc.n )/?:Iﬁ 3 (puar fAfde dR)

5. About the Side Effect/ ST & R ¥
When did the side effect start?/ SSIMId &I YA Hd gg 21? ( ) Side Effect is still Continuing ( Yes/No)/
When did the side effect stop?/ GMIT & FAIG garr o017 | ) @ gume o € @/ )

\ 6.How bad was the Side Effect? (Please V the boxes that Apply)/ ST e SIF@I@R &7 (HUAT S AFY &1, S9 W \ B A9 oY)

Did not affect daily activities/ <f+re wfifaferar yifad =181 gz o Affect daily activities/ af-Te TfIfaferal yfad g
[__JAdmitted to hospital/ 3RTATA o ST U [__]Death/ 97

[ Jothers/ 3=
7.Describe the Side Effect (What did you do to manage the side effect?)/ TSMIG P AT B (&Tqﬁf W 3 BCPRI U PR P fero

T foan)?

’
The information provided in this form will be forwarded to Pharmacovigilance department for
follow-up. You are requested to cooperate with the officials when they contact you for more details.
Please do report if you do not have all the information.
\

Please turn the page to read the instructions
. ,

et @ ug & fow A o el



Send your report by mail or Fax to/ A I B & gNT IO A 7 190 ) 9ot

For Reporting or for any doubt/queries, contact Pharmacovigilance
department on
Email on: pharmacovigilance@centaurlab.com
For more information visit us at: https://www.centaurpharma.com/

[av
We Impart Health to Life

Centaur Pharmaceuticals Pvt. Ltd.

Call helpline

022-67609341

(9:00 AM to 4:30 PM, Mon to Friday)
Whatsapp on: +91 7506875056
(9:00 AM to 4:30 PM, Mon to Friday)

response to a request from the public.

& |

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

Rl B e B Qi T SR YR W1 ST § | FRISH & WIh W SHIE @) ol © b wIe @1 dig ff afts wrdeie s R RAE 3 aret @1 ugad &1 gardr

Instructions to Complete the Reporting Form

o B B {1 A B forg FAder

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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