VACCINE ADVERSE EVENT REPORTING FORM
HarreRTuT fauda e frfeT wid

The data provided by you shall be used by the company or its affiliates or service provider to evaluate the safety of our product and may be shared with relevant regulatory

bodies. You may withdraw your consent anytime, if you wish to

AT GRI W TehT 7T 221 kT ST Ho1/41 Sqeb FeTire/= Wil Terl §R1 §HR SedTS <h1 GRE oh Yealich T o ferq fohall S ofi wrifirer foremmes fehrail = wner wren feent <1 Wehenl

| 91T T A oo wentd weft o o o e

O Tagree 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 I can withdraw
my consent anytime, if I wish to.

O ¥ werd SR e He § 1 SHu/a1 S5 FeAfirEl/a o1 Ul bl S IS okl GUE F1 Yedichd F3A & ¢ W g YeH Ry T 22 1 SwEn S | § weeramed § o o #
= 1 # aroeht wewfa weft oft oo o weRdaeRd € |

Pharmacovigilance Department .
Zydus Lifesciences Limited, Zydus Corporate park, To be filled by Manufacturer only
Scheme No. 63, Survey No. 536, Khoraj (Gandhinagar), Near Vaishnodevi ScqTEeh gRT a AU IR T:lTF&'E
Z d@ Circle, Sarkhej Gandhinagar Highway, Ahmedabad - 382481, Gujarat, India Safety Report ID:
y AR i fuid (o &)
Dedicated To Life THSH ARHEEYS i, SFed Hituie U, )
TH FR &3, T F 438, WS (MFR), Awiieet Tehet & 7, GPV Receipt Date::
TRES- TR B, STeHeEE-3¢34¢2, ToRM, Sfedr sirdreft R ara
1. Patient Name T3l &1 -9 : 2. Vaccine administered by (Name) 3. Form completed by (Name) (3T) g0 0 fehan T2 wid
GUOR-RUEE T PRI
Last ¥ First T Relation to Patient Fi<l & Fae]
Address 9dt Responsible Physician SR fafsers 0 Vaccine Provider [ Patient/Parent
TR TR st et
O Manufacturer O Other
Facility Name/Address Hfa¢ <1 /9l BRI B
Address (if different from patient or provider)
A (e TSI ¥ ST B @)
City =X State 59 City 2T State T4
City 31X State T4
Telephone no. R Telephone no. R Telephone no. TA®MA FaX
( ) ( ) ( )
4. State T County where administered 5. Date of birth 57/ ai@ Patient age Sex fem 6. Date form completed
USRI / / IS A 30 OM OF HH qUf T T
mm dd yy R it / /
WA e e mm dd yy
LRG| @ 1
7. Describe adverse events(s) (symptoms, signs, time course) and treatment, if any 8. Check all appropriate gt 3faq W e 8
T seet (e, Tebd, T S7af) SR gest bt av Y, AR i @ O Patient died date (/| )
TS Y o ¢ HR/ARE A
O Life threatening illness
e 1 T # eteraet et
O Required emergency room/doctor visit
ST SR HAY/STHR Y JaAThT
O Required hospitalization ( days)
ST SO F T (oo et 7h)
O Resulted in prolongation of hospitalization
TS T T ST § ol T % g e
O Resulted in permanent disability
T faeaTar & wftoms w@ey
O None of the above
ISWH I TF off T
9. Patientrecovered [ YES [ NO [ UNKNOWN 10. Date of vaccination 11. Adverse event onset
wWedwdam™ Ow O O R T TR oo =T it yeeTd
/ / / /
mm  dd yy mm  dd yy
12. Relevant diagnostic tests/laboratory data WA e ™ W e 9™
3fed frem wram/erane S . .
Time am/pm Time am/pm
g HIRAT g HaRAT
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13. Enter all vaccines given on date listed in no. 10

FeR 20 T Yfeag aRiE i T TC Tt SRR i T hi

Vaccine (type) Manufacturer Lot number Route/Site No. Previous Doses
SRR TER Exiced e R IR 1 /A st S &1 dEn
a.
b.
c
d.
14. Any other vaccinations within 4 weeks prior to the date listed in no. 10
TR Qo H gHlas ARG | ¢ THE & e HE 37 SRR
Vaccine (type) Manufacturer Lot number Route/Site No. Previous Doses Date given
R Fh Eiced ICEER SRR T/ frget st &1 HeE g =i fean T
a.
b.

15. Vaccinated at : FYehTeRto fefam T ¢ 16. Vaccine purchased with: STt Bl ¢

O Private doctor’s office /hospital WEa Slaex & 3TithHa/3Teqare § O Private funds WgaE %e ¥

O Public health clinic/hospital TS T@rees fefen)/ srerdre O Public funds 9fsis ®E &

17. Other medications 3771 gaTd

O Other/unknown T=/9dl &t

O Other/unknown T=/9dl F&i

18. Illness at time of vaccination (specify)

R & O SR (I )

19. Pre-existing physician-diagnosed allergies, birth defects, medical conditions (specify)

fefercash 0 fem - dicer werstl, 5w <, Afeshet fearfa (Se@ %)

20. Have you reported this adverse event previously?

Only for children 5 and under &ae & T4 ¥ W 3H & deal o foTq

T A TRl 39 faadd we w1 fdie fen @ 2
O No =&t

O To health department T&Tee fgsmm st

22. Birth weight 5= & 99 g

kg e _ gm7H

O To doctor ST

O To manufacturer ScIEsh i

23. No. of brothers and sisters

g SR A H T Hen

21. Adverse event following prior vaccination (check all applicable, specify)

& Fere & ag faeia e (Weft 3fad W few e, 3o )

Only for reports submitted by manufacturer/immunization project

haret frmten/EreRTeRtor Wisiee g W e & ferg

25. Date received by mfr./imm.proj.

i/ eeRTe ISt gRI W 1 T A

Adverse Onset Type Dose no. in 24. Mfr./imm. proj. report no.
Event Age Vaccine series .
. At/ ETeRTeRT o R Her
foulid e TSN I W IR0 BT YHR  FT H SIS b
stz
O In patient
A 26. 15 day report? 2 fa =1 R 2
O In brother o
O Yes& O Nol
or sister
T A1 I8 |

27. Report type 2 =g
O Initial TRf¥eR

O Follow-Up lcl-3Tq

Website: https://www.zyduslife.com Email: drugsafety@zyduslife.com

Toll Free Number: 1800 419 1141
(24 x 7, Throughout India)

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 fedifen wifess 8, voer g S fifedred T8 € ot gueh Sevd wiiel o Geen #§ GUR B ¢ | S9! GhR e omed € | il ol € fn
F & ARIHIE & TN TEI FE o o ATk SRR o T ol Hoeh e | o Fid Y oot & oTaeh o1 |y SRRy T 3 |

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 response to a request from the public.

TR < TS BT TEE <1 qofd; 6 SR GRIE @ SO | O & I W SEE s S € T T i i s i st e W R S
1 TEH 1 G T hT |

Page 2 of 2



Instruction to complete Vaccine Adverse Event Reporting Form

Ereprepor faudid gear RAféar wist &l g &eer 1 &der

Section 1: Write patient’s name, address and telephone number

Ex ¢ 7S &1 a9, gar 3R SAwe FeR |

Section 2: Write details of vaccine administrator, responsible physician,
and facility name with address.

=T R: Sreprencor iR, fFAeR Rifthcds AR R (9o & @) & a1 &
Taxor ford |

Section 3: Write details of person completing Vaccine Adverse Event
Reporting Form

A3 3: Srpretor T g ROfEr v Ry arer safFa &1 fRawor o)

Section 4: Write state and country where vaccine is administered

8 ¥: o 31K er Fore oTgt Ser aremT I ¥

Section 5: Write date of birth, age and sex of patient

Frr o avlier B e el 3 AT BT R

Section 6: Write date on which Vaccine Adverse Event Reporting Form
was completed

ﬁ%&:wmﬁmmﬁmmmﬁmﬁw
fFar amr am

Section 7: Describe the adverse event(s) patient experienced post
vaccination and provide treatment received, if any

R o: ST & arg gy B S i et @ 9ol #, R afy
FIS SUUR Yelel A I g o 3§ 1 o faaRor ford |

Section 8: Check the result(s) or outcome(s) for the patient. If the
patient did not have any outcome listed select “none of above”

38 ¢: A @1 Raodia e & aRonE 7 ST F Gy Aedd gear &
F$ getaey aRome 8 &, a "SR A A TS W el T+

Section 9: Check “Yes” if the patient’s health is the same as it was
prior to the vaccination or “No” if the patient has not returned to the
same state of health prior to the vaccination, and provide details section
7. Select “Unknown” if patient’s present condition is not known

&R R g1 &1 T Y, IR A T TAELT ST I TgeT ST & | FE F
T Y, AT AN ErhrerioT A Uger i Tareey feufa & argw 7487 3man g, 3k @3
b & AIOT Yot | "FET I & T Y, Ffe Al T aTAT AT AT A8 &

Section 10: Write date of vaccination

8 20: Srpraor 1 Al |

Section 11: Write date of adverse event onset date

8w 99 Radid TeaT i IR BF Bl I |

Section 12: Write details of any medical tests and laboratory results
related to the adverse event(s).

39T R ol Teamsit & Fafta e off Rifrear afeTor iR seremer
gRoT#AT 7 Faver o |

Section 13: Write details of vaccines administered on date specified in
section 10

e 3 w0 A ol 8 o X wenfia &t & Rawer o)

Section 14: Write details of any other vaccines the patient received
within one month prior to the vaccination date specified section10.

S ¥: R 3t 31 Srrator F1 fyaRoT o 51 9T Y Srepreor A S
=T 20 H FoREl 718 § I P Ueh AQ 3 SR 1o E3HT Y

Section 15: Select the option that best describes the type of facility
where the vaccine(s) was administered.

ER o4 38 TFed & a9 HY oTET ST S9TT AT AT

Section 16: Select the option that best describes the vaccine purchase

8T 3% 37 ReT T 79 Y olgT Y ol Tl |

Section 17: Write the details of other medication patient received

=1 Q: TSI B & 7T 31 gar @ T o

Section 18: Write the details of any illness, which patient was
experiencing while vaccination

1T 8¢ Ry it hardy ot faawor o, S A Eprahtor & T 3gid
T |

Section 19: Write the details of pre-existing allergies, birth defects,
health abnormality, if any

fERT 2%: vger A Alsfg TersHl, SieA Y, TaRR AT 1 Ravr fog, At
Skl

Section 20: Select the option that best describes, have you reported this
adverse event previously

ST R0: /T 3T g 3H wiAge g B HIAT & §? WA 3eoT quie
e drel fdehod 1 T |

Section 21: Write the details of adverse event experienced by the
patient following prior vaccination

FIER % g T & a1 AUV GRT 3iegea Y a1 Rodd gear &
favor ford|

Note: Section 22 and 23: are applicable for children 5 and under

et & ARRR IR FEwR3, ¢ 3R 359 &4 37 & seat & e ang €

Section 22: Write weight of patient at the time of birth

AT R o7 F TIw W F7 a7 ford |

Section 23: Write numbers of patient’s siblings

e 3 AG & amdaeet & e o

Note: Section 24, 25, 26, 27 are only applicable to reports submitted
by manufacturer/immunization project

eat & FIERIRY, Y, R, v: el HATA/EBERT RS ZaRT T
RAE o @] 81d 8l

Section 24: Write details of manufacturer/immunization project report
number

A& y: T SFEReT aiEietar R dear & fFawer |

Section 25: Write date on which manufacturer/immunization project
received the adverse event report

ATy 97 atre R o e WeTay Ao aRaesT #1 R gear
RAiE gred g3

Section 26: Select the option whether report is of 15 day

8w & T R QU RA Fr &2 Aoy e a7 0T Y

Section 27: Select the option that best describes the report type

SR 20: NN YR F7 T 36T aUTe T aTe) FAsHed T a9 HY

Thank you for taking time to complete this form

Y HIH DI TR HIA P (AT TAT JHT S B ATIDT 4=IaTe,




