Pharmacovigilance Department Version 1.0/May 2022

{? SYNOKEM

PHARMACEUTICALS LTD.
ADVERSE EVENT REPORTING FORM (FOR CONSUMERS)

ufaga gear Ruifén wid @uutarsi & for)

1) Patient Details / 371t &7 faazur

Age (Year) / 3g (@d):
Weight (in kg)/ @ (fb.am):;

Patient Initials / IFT & SHTMER:
Example: write SKS for Sunil Kumar Sharma/ J&TeR0T : §Hd AR Qm’f?ﬁmﬁ?ﬂﬁﬁ

Please Tick /&uan 98 &1 =1 1T (v)

Gender/fif: O Male/g¥¥ O Female/dfgel O Other/ 3=

2) Health Information / WA T=I STHSRT

Reason of taking medicine (Disease/symptoms)/ GaT o &1 HRUT [FT /cA&(0T):

Please Tick / $uam 9g! &1 =11 @MY (v)
Medicine advised by/ T8 &! g S aTel
O Doctor/ Siaex O Pharmacist / BHIRRE

O Friends/Relatives 5/ RTdGR O Self/ W

3) Details of Person Reporting the Adverse Event / Ufagd ge=T 31 GaAT ¢ aTel afad $T faawor

Name (Optional)/ ¥ @ icte):

Address/ UdT:

Phone No. / B =: Email / A :

4) Details of Medicine Taking/ Taken @ ST ¥&@t / &t &1 gl gars &7 faawor

O other/ 37 (please specify/ Fuar AfEy &)

Manufact-
S.No.| Name of Medicine urer name | Batch/ Drug Quantity of medicine | Date of start | Date of stop
. 331'&‘37[71111 Lot No. Expiry date| taken (Example: 250 mg| of medicine | of medicine
®. 4. | gt | dg/dte two times a day) 11'%? 341 Y& B | a1 §¢ P
Brand Generic aM EEH HAN | Ga1 S ATAT (SGIERVT 250| &I aRIE 3t fafy
Name/ Name ferie | P f@Eddan)
gisam  |SHR® A
1.
2.
3.
Please Tick /&uan T8l &1 A=A &M (v)
Dosage Form/ TId &1 WU
O Tablet / ¢ade O Capsule/ Fd O Injection /$9&®H O Oral Liquids / Aifae® &Ra

5) Describe the adverse event /7 U@ T T Ui B

When did the adverse event start? Ufd&%d gc & & g3 A?
When did the adverse event stop? Ufdgd g1 dd THI g1 UT?
Adverse event is still Continuing? (Yes/No)/ Ufagd ger 3nft oft ot B &1/ 7162
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ufaea gear Raifén wid @uaitarsit & i)

6) How bad was the adverse event / Wfa@ @ "e- fam giaR® 41?2
Please Tick /&Ua1 Hg! &1 =M &I (v)
O Did not affect daily activities / e nfafafiat gurfaa =&t g &
O Affect Daily Activities / e nfafafiat ganfad g3
0O Admitted to Hospital/ SRTdTa & 4l g1 U1 O Death / G O Other / 30

Describe the adverse event (What did you do to manage the adverse event?) / Ufd&%d geT &1 qUH $H<
@B g1 ¥ GebRI T B & ol 319 o1 faam)?

Send the complete form by mail or post to this address / Note/ =ﬁE:

ﬁamlﬂwﬂ?mqﬁwmﬁﬁnﬁwﬂﬁl o Attach photo copy of Medicine Bill Receipt

M/s Synokem Pharmaceuticals Ltd., aDd Doctor’s PrescEipti_on /@mm R
/s Sy " Sldex & U ] BIIh IOl Jad B |

Pharmacovigilance department, 14/486, Sunder Vihar,
Outer Ring Road, Paschim Vihar, New Delhi-110087, India. e If any additional data (lab reports), then

, lease attach with this form / afe &I
Or email the scanned copy to pv@synokempharma.com / pﬁ R N o
ska@synokempharma.com waﬁ?ﬂ(ﬁa ) &, TP ST

Confidentiality: This reporting is voluntary, has no legal implication and aims to improve patient safety. Your
active participation is valuable. 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 manufacturer or
the product caused or contributed to the reaction.

Mu-taar: gg fRuifén Qfese 8, 391 $13 S Afgard 98 § otk sue Sexa Wit &) qRem & Jur F-r
B 3t Ttk UTfier) Yeaa 8 1 Aft Ft uga &) quia: T 3R JRiga @1 s | Ko e 3A s198
Haad 81 ¢ & R &f a1 fAufar a1 Sae & FRu ufoga gear g8 T3 oI5 T g1

This section filled by Synokem only

Report ID: Signature and name of receiving PV-personnel at Synokem

Receipt Date:
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