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Adverse Drug Reaction Reporting Form
	   PATIENT DETAILS

	Name (or Initials): 
..............................
	Date of Birth:
..............................
	Weight (kg):
..............................
	Gender:
..............................


	SUSPECTED PRODUCT DETAILS


	Indication for Use
	Date Stopped
	Date Started
	 Route of Admin
	Dosage
	Batch No.
	Product (Trade Name + Composition)

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	



	ADVERSE EVENT DETAILS


	Adverse event:

	Date of Onset:
	Date of Resolution:

	Signs and Symptoms:

	SERIOUSNESS OF THE REACTION

	Is the reaction serious? □ Yes □ No, If Yes, specify: 

	□ Patient Death (Date: …………………. / Cause: ……………….)

	□ Life-threatening	                                     □ Hospitalization                                 □ Prolonged Hospitalization

	□ Persistent Disability or Incapacity              □ Surgical Intervention to prevent damage
□ Congenital Anomaly / Birth Defect

	□ Other: 


	Outcome of the Event: □ Recovered   □ Recovering   □ Ongoing   □ Death   □ Unknown



	ACTION TAKEN

	□ Unknown
	□ No
	□ Yes
	Was the suspected drug stopped?

	□ No Change
	□ Dose Reduced
	□ Dose Increased
	Dose Adjustment

	□ Unknown
	□ No
	□ Yes
	Did symptoms improve after stopping/adjusting dose?

	□ Unknown
	□ No
	□ Yes
	Was the suspected drug reintroduced?

	□ Unknown
	□ No
	□ Yes
	Did the reaction recur after reintroduction?


	CONCOMITANT MEDICATIONS & SUPPLEMENTS

	Indication
	Date Stopped
	Date Started
	Route
	Dosage
	Manufacturer
	Product
(Trade Name + Composition)

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	 ADDITIONAL RELEVANT INFORMATION (Medical history, known allergies, test results, etc.)

	


	REPORTER DETAILS

	Profession:
	□ Physician
	□ Pharmacist
	□ Dentist
	□ Nurse
	□ Other

	Reporter Name:
	Contact Number / Email:

	Workplace:
	Reporting Date:

	Province:
	Signature:
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