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MEDICINES SIDE EFFECT REPORTING FORM (FOR CONSUMERS) ..+
3T gOMTT ET BiF (STHRHTRI @ forg)

MICRO LABS 31, Race Course Road, Bengaluru - 560 001, India
LIMITED ATSh! de fafies, 31, ¥ &1 3S, TR 560 001, HIRA

The data provided by you shall be used by the company or its affiliates or service provider to evaluate the safety of our product and may be shared with
relevant regulatory bodies. You may withdraw your consent anytime, if you wish to

3TI% GRT Y {3 a1 ST U=t a1 Iqb gl a1 JaT Terdl gRT §HR STE &1 GR&M BT Gedidh- I P fa7g IuaT fosar s 3R uRifies Fams
ferat & Ty e faan S wehar 81 3 omg a1g o omg et off eroht wewfa vy & wahd §

[] I agree and authorized the company or its affiliates or service provider to use the data provided by me to evaluate the safety of their product. |
understand that | can withdraw my consent anytime, if | wish to.

(] & 9eud g ok SU-it a1 34 Tedifiral a1 JaT UeTdl &1 3% IdIG b YR BT Hedidh B & o7l IR gRT UM fy T ST &1 Iudh &= & fog
Sffrd FHrar § | H wogran § o orR o arg o & ot oft oot wenfa araw & g g1

‘ 1.Patient Details/ IRfT &7 faaxor
Patient Initials/ :I:l Gender/ T (V): Male/ gy [ Female/ &1 ] Age (Year or Month)/

R B SrereR:: Other/ 3= [ ] IR (@¥ a1 A7E) -
‘ 2. Health Information/ ¥aReyg H€ell SIHGR
a. Reason(s) for taking medicine(s)(Disease/Symptoms)/ SaT(GdTV) o= ®T BRI RIT / A&T0T):

b. Medicines Advised by/ TATS I FATE T dTelT (V): Doctor/ ST [_] pharmacist/ BRI [_] Friends/Relatives/ = / ReceR ]
Self (Past disease experienced/No past disease experienced)/ Epf (‘1—6f IR BT /EET CIE NGl ?ﬁ—g :lﬁ) |:|
3. Details of Person Reporting the Side Effect/ SSIMTa &1 =T T arel |fd o1 faRor

Name (Optional)/ S (A& edd):

Address/ TdT:
Telephone No/ <ell®IF : Email/ SHT:
4. Details of Medicine Taking/Taken/ off ST R& & / <ff o Gl Targ PI faaRor
Name of Medicines/ Quantity of Medicines taken (e.g. 250 mg, Expiry Date of Date of Start of Date of Stop of
gargal & A Two times a day )/ el TS gdIS @I AT Medicines/ TaT & Medicines/ Medicines/ Sdrsdl
(SR & forg 250 9, U& fom1 & <1 fspa g @ TATZAT 3RA T @ fafdy
9R) forfer B DT fafr

Dosage form/TgRT& &I XU (V) : Tablet/ Tl (Sqeic) 1 Capsule/ ??7\5{1?[ [_] Injection/ Soiaer [T oral Liquids/ ®'Rae
aNel :I If Others (Please Specify

5. About the Side Effect/ TSMId & aR #

When did the side effect start?/ 4T Ea) Y31 b g‘&i off? [ ] Side Effect is still Continuing ( Yes/No)/
When did the side effect stop?/ GSMTd &d FAI gam a1? ) @ gwema R € @/ )
6.How bad was the Side Effect? (Please V the boxes that Apply)/ SSTTd fbae BIF®I@R 7 (U1 S aF] &), 96 W V & fAa o)
Did not affect daily activities/ af-ie ITfafaferT sTfad el gg ot Affect daily activities/ <@ TTfafafdren wfda g8
[_JAdmitted to hospital/ 3RUTA o ST U [__]Death/ 5g
[ Jothers/ 3=

7.Describe the Side Effect (What did you do to manage the side effect?)/ S| & AT B (MU TG ¥ GEHRT U B & foIg

a1 faa)?

N
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.

Ig ROiféT Wiss B, 30T BIS B Ffgard 7 8 oiR s Iea it JRem & YUR 1 31 U Afthy WifieR) Sgied 3. 3o SRy 8 i
T B & ISR SR THBRY & T SHTU™ Judhs & al 3T 30T TedT B3 | afe 3% IR UK} SHeR! et § af +ff o Ruid &
. J

Please turn the page to read the instructions
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\ Send your report by mail or Fax to/ U I1 B D gRT AT RAIE = 70 R a5t

- MICRO LABS LIMITED
saveawaw 31, Race Course Road,
Bengaluru-560 001, India

E-mail : drugsafety@microlabs.in

A
i
UL \Wwww.microlabsltd.com

HTgH! ded fofies, 31, W H s,
TR 560 001, R

Call us

080-22343023

¥ ofard | RUIR &1 ugam &1 gar 781 s

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.

Tyt It Bt ggar & g e Mo a1 S § ok O ave GRfé @ ot § 1 o & Hrenial § a8 sem el B STt 8 i 3 SHar & srRiy

Instructions to Complete the Reporting Form

o B B [T wA > g ke

Section 1 - Patient Details
4 In patient Initial, write first letter of the name and first letter of the surname
(e.g. Pradeep Sharma-PS).
4 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.

fder 1 — 1h @1 Raor
v B AR H AW FT uger SR ford iR SUAM @I M 1R
fors (SN i i) |
v IRETd TSR (R, o) waH ¥ |
frder —2 ey Fedf SEER
v T oM B HRYT IR WERISET BT AW § (Sfaex, BHEIRRT,
B3 / ReceR iR ) |
fader 3 — gorE A RAIE o= arel Afe @1 v §
v Rué & qeaied g T (Qofeud), Udl, THHM o 3R e ST
Y |
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