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	ADVERSE REACTION REPORTING FORM


	     ARR –Ferrer/Egypt.  001/01/015





	A- Reporter Details

	Name:                                   specialty:                                                  Address: 

	Tel:                                        E-mail:                                                      Date of report :    

	B- Patient details:

	Name:                                      Age/Date of birth:                                            Weight(kg): 

	Gender :                                                                                                                 Patient Contact details:

	Diagnosis : 

	c- Suspected Drug(s) :   (    ) Used alone                                                          (   )Poly pharmacy 

	Drug Name
	 API Conc
	Route
	Dosage /

frequency 
	Used for 
	Date of start 
	Date Stopped 
	Batch NO

	
	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	D- Drug Suspected Reaction(s)

	Please describe the reaction :

	

	

	

	Date the reaction started :                                                                             Date the reaction stopped:

	Action taken towards AR:  (   )   Drug withdrawn           (      ) Dose reduced               (     ) Dose increased

	                                                 (   ) No action  

	Treatment given for AR (IF ANY):

	

	

	Outcome of the reaction :  (    ) Recovered          (      ) Recovering          (      ) worsened           (      ) no change 

	Does the reaction stopped after stopping the drug :

	                                                (    ) YES                       (      )  NO                     

	Does the reaction reappeared  after retaking  the drug :

	                                               (      ) YES                      (        )  NO                     

	E- Seriousness of adverse reaction :

	                                             (     ) Patient died                                                           (       )Patient’s threaten        

	If Hospitalized                   (       )Hospitalized  for less than 7 days                    (       )Hospitalized for more than 7 days 

	                                             (     )  Congenital Anomaly

	                                             (      ) Permanent Disability                                 (      ) Required intervention to prevent damage 

	Other  please specify :

	

	Relevant Tests/Laboratory data including dates : (    )  Yes                       (    )  No

	

	Other relevant history including preexisting medical conditions:

	

	

	F- List of other drugs taken ( please list any other drugs taken during the last month prior to the reactions)

	Drug Name
	API /Conc
	Route
	Dosage /frequency 
	Used for 
	Date of start 
	Date Stopped 
	Batch NO

	
	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	G- List of other concomitant( drugs/food supplement  / food)taken ( please list any other drugs taken during the last month prior to the reactions)

	Drug /food name 
	Ingredient 
	Route 
	Dose /frequency 
	Used for 
	Date start 
	Date stopped 
	comments

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	H- Phoenix Marketing Group Member details :                                                                         

	               Name :                                      Tel:                                                            Email:

	               Scientific office :                      Region:                                                     Line:

	               Date of report received :


Phoenix GRP for FERRER                                                                                                           2069 Upper Mearag,6th District, 

Pharamcovigilance department                                                                                                 Carrefour Maadi,Cairo,Egypt

pv@phoenix-grp.org                                                                                                                     Tel:+20224472750                                                                          Mob: 01010317261
                                                                                                                  Fax:+20224472751 
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