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Adverse Drug Reaction Reporting Form

A- Patient Data:
	Name
	Sex : M or F
	Weight
	Age

	
	
	
	



B- Suspected Drugs
	Drug name
	concentration
	used for         
	Dose             
	route    
	date started       
	date stopped   

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	



C- Suspected Reactions:
· Please describe the reaction:
· Date reaction started:  -----------                 Date reaction stopped: --------
· Does the reaction stopped after stopping the drug?
                                     Yes                                No                     Don't Know
· Does the reaction re-appear after re-taking the drug?
                                      Yes                                No                     Don't Know
· Seriousness of ADR:
□Patient died                                □ Life Threatening            □ Hospitalization                    
□Prolonged hospitalization        □ Congenital Anomaly     □ Permanent Disability    
□Required intervention to prevent damage                        □other, specify: --------- 

D- List of other Drugs taken (please list any other drugs during the last month prior to the reaction- other than the suspected drugs):

	Drug name
	concentration
	used for         
	Dose             
	Route    
	date started       
	date stopped   

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	



E- Reporter Data:
□Patient       □ Physician        □ Pharmacist            □ Nurse            □ Other, Specify: 
Name:   --------------------------- -----------            Specialty (If Physician): ---------
Address: --------------------------------------------------------------------------------------------
Email: -------------------------------------------          Telephone/ mobile: -----------
Signature: --------------------------------------          Date of reporting:

Note:
The information in this report is confidential & totally protected including both the patient & reporter identity.
Fill this report & send it to the following mail: 
Pharmacovigilance@copadpharma.com
Mobile: 01206807080
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