ZVd@ MEDICINES SIDEEFFECT REPORTING FORM (FOR CONSUMERS)
Dedicated To Life YIS U9 o BiH (SUHRHISI & eTg)

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

[ 1 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.

1.Patient Details/ 3?1 &7 foaro
Patient Initials/ |:|:| Gender/ T (v): Male/ J%Y [_|Female/ i ] Age (Year or Month)/

AW P ATEMER:: Other/ 30 [ ] 3y (v a1 A1) :
j 2. Health Information/ ¥dRey Faell SR
a. Reason(s) for taking medicine(s)(Disease/Symptoms)/ &d1(Gdm) BT DR (AT / AeT0T):

b. Medicines Advised by/ E_C|Ts§ B FATE < T (V): Doctor/ Siaex |:| Pharmacist/ BHIRRT [_IFriends/Relatives/ ﬁa/ﬁsﬁm |:|
Self (Past disease experienced/No past disease experienced)/ & (T:f R BT W/Eﬁ ElkIrial aﬁé' SNGE :Iﬁ) ]
3. Details of Person Reporting the Side Effect/ S¥¥Id D SEN T dTel fdd @1 fqavo

Name (Optional)/ =TH

Address/ UdT:
Telephone No/ Cll®I =: Email/ SHeT:
4. Details of Medicine Taking/Taken/ T ©
Name of Medicines/ Quantity of Medicines taken (e.g. 250 mg, Expiry Date of Date of Start of Date of Stop of
qdrsdl & M Two timesa day)/ il 7T TaTs &I Rlel Medicines/ <dT & Medicines/ Medicines/ <dTS
(IeTeRer & forg 250 fm, ww fa # <1 fpa 8m @1 ATSAT 3IRA NEEICARGIC]
IR) farfer B B Ay

Dosage form/RTd &I w4 (V) @ Tablet/ el (Cgeie) [ | Capsule/ '%U{i?[ [_] Injection/ $oider [ Oral Liquids/ HIRdeh
GG :l If Others (Please Specify.... .A.“)/ﬁ Y (puan fafde By,

5. About the Side Effect/ SS4Td

" When did the side effect start?/ ST dl /3T hd T [ ]Side Effect is still Continuing ( Yes/No)/
When did the side effect stop?/ GSIMTd Bd FHATE AT AT? ( ) I g S € @/ ) T )
|—| Did A ect daily activities
] Admitted to hospital/ 3YdTeT of SITHI sl :| Death/ 9
|:| Others/ I

7.Describe the Side Effect (What did you do to manage the side effect?)/ g4 E2rel|
QR foa)?

r~

This reporting is voluntary, has no legal implication and aims to improve patient safety. Your active participation is valuable. You are requested to cooperate

with the company officials when they contact you for more details. Please do report even if you do not have all the information.
g RUIET WRe® €, D3 BN MRl T8 € 3R U e WIS BT YR H YER BT | 3UD! Aishy ER] Aeda 81 o iRy 2 & ama &t
B ARBIRAT BT FEART N T4 T 3T THASR W X B oI MU FUa B | Huar gof THer 7 89 W A afd x|

\

Please turn the page to read the instructions

DUt



Send your report by mail to/ A & gRT U= Rurd 7 o W Aof ‘

Zydus Lifesciences Limited
Zydus Corporate Park
Scheme No. 63, Survey No.536,
Khoraj (Gandhinagar), Nr. Vaishnodevi Circle
Sarkhej — Gandhinagar Highway, Ahmedabad — 382481,
Gujarat, India
Email: drugsafety@zyduslife.com
For more details visit us at www.zyduslife.com

Call us on/ &1 I &

1800-419-1141

(Toll Free throughout India/ ¢ ¥d & 2/ 1 )

response to a request from the public.

TE |

Confidentiality: The patient’s identity is held in strict confidence and protected to the fullest extent. Company staff is not expected to and will not disclose the reporter’s identity in

2 Rl @Y gEE B g I SR GRI XET e | pUE @ Wi W SR 3 Ol € 5 e o1 B o cfts ardwifie R ) R 9 9l Y agam o1 gerr

Instructions to Complete the Reporting Form

A BT BT )T IR B forg fder

Section 1 - Patient Details
v Inpatient Initial, write first letter of the name and first letter of the surname
(e.g.PradeepSharma-PS).
v' 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 - Detail s of the Medicines Taking/Taken
v' Giveall 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
4 Provide side effect startand stop dates and also specify whetherthe side
effect is still continuing.
Section 6 - How bad was the Side Effect
v' Pleasetick marks the appropriate boxes thatapply.
Section 7- Describe the Side Effect

v Please describe the details of side effectand what treatment was taken to
manage the side effect.

fder 1 — M @7 faaRor
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ford (O i i) |
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Thank you for taking time to complete this form


mailto:drugsafety@zyduscadila.com
http://www.zyduscadila.com/



