Name of Hospital:

District:          
      Date:



	ADVERSE DRUG REACTION/SUSPECTED ADVERSE DRUG REACTION REPORTING FROM
	 


 (The from shall be filled in case of any adverse drug reaction or suspected adverse drug reaction and shall be sent to administrator/Hospital Safety Committee. The reporting shall as soon as possible after occurrence of reaction and after the corrective measures.)
	Patient Information

	Name
	
	IPD No
	

	Doctor Incharge
	
	CR No.
	

	Date of Admission
	
	Sex
	

	Room No
	
	Height /Weight
	

	Suspected Medicine

	S. No.
	Name & Brand or generic name.
	Manufacturer 

(if Known)
	Batch No

/Lot No.
	Date of 
Expiry
	Route Used
	Reason for use or Prescribed for

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Visual Inspection of Vial : Intact/Turbidity/fungal Growth/Sedimentation (Circle the appropriate)
Remarks: 

	Suspected Adverse Reaction

	Date of reaction started 
	

	Date of Recovery 
	

	Describe reaction or problem
	

	Seriousness of Reaction

	[image: image2.emf] 

[image: image3.emf] 

        Death                                                                congenital Anomaly 
[image: image4.emf] 

[image: image5.emf] 

        Life Threatening                                             Required intervention to prevent permanent 
[image: image6.emf] 

[image: image7.emf] 

        Hospitalization-initial or prolonged            impairment/damage

[image: image8.emf] 

        Disability                                                          Other (specify)

	Outcomes

	[image: image9.emf] 

[image: image10.emf] 

        Fatal                                                                  Recovering 

[image: image11.emf] 

[image: image12.emf] 

        Continuing                                                       Recovered 

[image: image13.emf] 

[image: image14.emf] 

        Unknown                                                         Other (specify)

	Cause of reaction

	Wrong drug to wrong patient
	

	Wrong dose
	

	Wrong route
	

	Wrong rate of administration
	

	Other
	

	Not a medication error
	

	Reported by (Doctor on Duty)

	Name of Doctor: .........................................

Date of Reporting......................................

Signature ..................................................
	

	Does the reaction abated after stopping drug or reducing dose – Yes / No


	Action Taken after Reaction

	

	

	Relevant Test /Laboratory Data  including date

	Culture of 
medicine
	Date of Sending culture
	Report(Findings)

	Bacterial Culture
	
	

	Fungal Culture
	
	

	Note : If two or more then two Drug Reaction noted with same batch no. Then culture should be sent

	Drug Formulary Committee Remarks 

	

	Final Decision 


	Signature.................................. 

Head Drug Formulary Committee 

Name........................................

Date ..........................................
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