
MEDICINES SIDE EFFECT REPORTING FORM (FOR CONSUMERS) 
vkS"kf/k nq"çHkko lwpuk Q‚eZ ¼miHkksäkvksa ds fy,½

  PHARMAZZ ADDRESS: H-6, Site-C, Surajpur Industrial Area, Greater Noida, UP - 201307, INDIA

1.Patient Details/ jksxh dk fooj.k

Patient Initials/
jksxh ds vk|k{kj%: 

Gender/ fyax (√):    Male/ iq:"k  Female/ L=h  

Other/ vU;        

Age (Year or Month)/ 

vk;q ¼o"kZ ;k ekg½ : 

2. Health Information/ LokLF; laca/kh tkudkjh

a. Reason(s) for taking medicine(s)(Disease/Symptoms)/ nok¼nok,a½ ysus dk dkj.k ¼jksx@y{k.k½: 

b. Medicines Advised by/ nokbZ dh lykg nsus okyk (√): Doctor/ M‚DVj           Pharmacist/ Q‚ekZflLV  Friends/Relatives/ fe=@fj'rsnkj  

Self (Past  disease experienced/No past  disease experienced)/ Lo;a ¼iwoZ chekjh dk vuqHko@iwoZ chekjh dk dksbZ vuqHko ugha½ 
3. Details of Person Reporting the Side Effect/ nq"çHkko dh lwpuk nsus okys O;fDr dk fooj.k

 Name (Optional)/ uke ¼oSdfYid½: 

Address/ irk: 

Telephone No/ VsyhQksu ua: Email/ bZesy: 

4. Details of Medicine Taking/Taken/ yh tk jgh gS @ yh tk pqdh nokbZ dk fooj.k

Name of Medicines/

nokb;ksa ds uke

Quantity of Medicines taken (e.g.  250 mg, 

Two times a day )/ yh xbZ nokbZ dh ek=k

¼mnkgj.k ds fy, 250 fexzk] ,d fnu esa nks 

ckj½

Expiry Date of 

Medicines/ nok ds

fuf"Ø; gksus dh 

frfFk

Date of Start of 
Medicines/
nokb;ka vkjaHk 

djus dh frfFk

Date of Stop of 

Medicines/ nokb;ka

jksdus dh frfFk

dd/mm/yy dd/mm/yy 

dd/mm/yy dd/mm/yy 

dd/mm/yy dd/mm/yy 

Dosage form/[kqjkd dk Lo:i
 (√)   :   Tablet/ xksyh ¼VscysV½  Capsule/ dSIlwy   Injection/ batsD'ku  Oral Liquids/ ekSf[kd

rjy  If Others (Please Specify.................................)/;fn vU; ¼—i;k fufnZ"V djsa---------------------------½

5. About the Side Effect/ nq"çHkko ds ckjs esa

When did the side effect start?/ nq"çHkko dh 'kq:vkr dc gqbZ Fkh\  dd/mm/yy   Side Effect is still Continuing ( Yes/No)/

 When did the side effect stop?/ nq"çHkko dc lekIr gqvk Fkk\  dd/mm/yy D;k nq"çHkko tkjh gaS ¼gka@ugha½:  dd/mm/yy 

6.How bad was the Side Effect? (Please  √ the boxes that Apply)/ nq"çHkko fdrus gkfudkdj Fks\ ¼ —i;k tks ykxw gks] ml ij √ dk fu'kku yxk,a½

 Did not affect daily activities/ nSfud xfrfof/k;ka çHkkfor ugha gqbZ Fkh  Affect daily activities/ nSfud xfrfof/k;ka çHkkfor gqbZ 

 Admitted to hospital/ vLirky ys tkuk iM+k  Death/ èR;q  

 Others/ vU; 

7.Describe the Side Effect (What did you do to manage the side effect?)/ nq"çHkko dh O;k[;k djsa ¼vkius nq"çHkkoksa ls NqVdkjk çkIr djus ds fy,

D;k fd;k½\

 Please turn the page to read the instructions 

funsZ'kksa dks i<+us ds fy, Ñi;k ist iyVsa 

This reporting is voluntary and aims to improve patient safety. Your active participation is valuable. You are requested to cooperate with the 
Pharmacovigilance officials when they contact you for more details. The patient’s identity is held in strict confidence and protected to the fullest 
extent. Submission of a report does not constitute an admission that medical personnel or the product caused or contributed to the reaction.

   

Version 1.0 

laLdj.k 1.0 



Send your report by mail / esy ds }kjk viuh fjiksVZ fuEu irs ij Hkstsa

Pharmazz India Pvt. Ltd.
H-6, Site-C, Surajpur Industrial Area, Greater Noida, 
Uttar Pradesh - 201307, 
Tel.:0120‐2783400, 2783401, 2783392 
Email: 
adr@lyfaquin.com 
For more information visit us at 
www.pharmazz.com

ls 'kke

 Call us on Helpline/ gsYiykbu ij gesa Qksu djsa 

7533005176
(9:00 AM to 5:00 PM, weekdays/ çkr% 9%00 cts

5:00cts rd] izR;sd dk;Zfnol ij)

Confidentiality: The patient’s identity is held in strict confidence and protected to the fullest extent. 

xksiuh;rk% jksxh dh igpku dks iw.kZr% xqIr vkSj lqjf{kr j[kk tk,xkA 

Section 1 - Patient Details 

 In patient Initial, write first letter of the name and first letter of the surname 

(e.g. Pradeep Sharma-PS).

 Provide personal information (Gender, Age).

Section -2 Health Information 

 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 

 Provide the name (optional), address; telephone no. and email are necessary 

to assess the report.

Section 4 - Details of the Medicines Taking/Taken 

 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. 

 Please provide Dosage form (Tablets, Capsule, injections, Oral liquid) and if

others please specify. 

Section 5 - About the Side Effect 

 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 

 Please tick marks the appropriate boxes that apply.

Section 7- Describe the Side Effect 

 Please describe the details of side effect and what treatment was taken to 

manage the side effect.

funZs'k 1 & jksxh dk fooj.k

 jksxh ds vk|k{kj esa] uke dk igyk v{kj fy[ksa vkSj miuke dk çFke v{kj

fy[ksa ¼tSls çnhi 'kekZ&ç'k½A

 O;fäxr tkudkjh ¼fyax] vk;q½ çnku djsaA

funZs'k &2 LokLF; laca/kh tkudkjh

 nok ysus ds dkj.k vkSj ijke'kZnkrk dk uke nsa ¼M‚DVj] QkekZflLV]

fe=@fj'rsnkj vkSj Lo;a½A

funZs'k 3 & nq"çHkko dh fjiksVZ djus okys O;fä dk fooj.k nsa

 fjiksVZ ds ewY;kadu gsrq uke ¼oSdfYid½] irk] VsyhQksu ua vkSj bZ&esy miyC/k

djk,aA

funZs'k 4 & yh tk jgh gS @ yh tk pqdh nokb;ksa dk fooj.k

 mu nokb;ksa ¼nokb;ksa dk uke] yh xbZ nokb;ka] fuf"Ø; gksus dh frfFk] nokb;ka

'kq: djus ,oa jksdus dh frfFk½ dk fooj.k nsa ftuds dkj.k vkidks nq"çHkko 

gqvk gSA

 [kqjkd dk Lo:i ¼xksyh ¼VscysV½] dSIlwy] batsD'ku] ekSf[kd rjy ¼ihus okyh

nok½ vkSj ;fn dksbZ vU; gks rks fufnZ"V djsaA

funZs'k 5 & nq"çHkko ds çHkko ds ckjs esa

 nq"çHkko vkjaHk vkSj lekIr gksus dh frfFk crk,a vkSj ;g Hkh fufnZ"V djsa fd

D;k nq"çHkko vHkh Hkh tkjh gSaA

funZs'k 6 & nq"çHkko fdrus gkfudkdj Fks\

 —i;k mfpr MCcs ij fu'kku yxk,aA

funZs'k 7& nq"çHkko dh O;k[;k djsa

 —i;k nq"izHkko dk fooj.k vkSj ml nq"izHkko ls NqVdkjk ikus ds fy, D;k

mipkj fd;k x;k] foospuk djsaA

bl QkWeZ dks iwjk djus ds fy, viuk le; nsus gsrq vkidk /kU;oknA

Instructions to Complete the Reporting Form 
lwpuk Q‚eZ dks iwjk djus ds fy, funsZ'k




