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Synokem Pharmaceutical Ltd. & Its Subsidiaries

(Synokem Lifesciences Ltd., Nitin Lifesciences Ltd. & Kemsyn Lifesciences Pvt. Ltd.)

ADVERSE EVENT REPORTING FORM (FOR CONSUMERS)
wfige e RatafeT it @uHiadai e

CON

1) Patient Details / f> Wt &1 faf>foor

Age (Year) / 3 ((@3=1):
Weight (in kg)/ a9 (..

Patient Initials / 7T SH3HTRNER:
Example: write SKS for Sunil Kumar Sharma/ 3&8R0T: Id $HR HET & A § F I dcd

Please Tick /F0ar a5t &1 A=A @Y (v)

Gender/delT: O Male/ TR O Female/Hdgell O Other/ 3

2) Health Information / W4 vt st

Reason of taking medicine (Disease/symptoms)/ Gal T &1 ®RUT (XN /ST&I0):

Please Tick / $ua1 Fg &1 I TE (¥)
Medicine advised by/ Tars & JaTg 3 ara
O Doctor/ Sfaex O Pharmacist / BHITIRE

O Friends/Relatives TH3/ WIACR O Self/ W4

3) Details of Person Reporting the Adverse Event / Wfa@e ge-T 3t a1 ¢ forer sraaaa ®1 faf>foor

Name (Optional)/ AT (@ UD):

Address/ Udr:

Phone No. / B : Email / 38Q ;

4) Details of Medicine Taking/ Taken &t 5T 28t / <t st gt fa1s @1

Manufact-
S. No. Name of Medicine urer name Batch/ Drug Quantity of medicine | Date of start | Date of stop
. R #17 R Lot No. |Expiry date| taken (Example: 250 mg| of medicine | of medicine
(28 d . '{iw aﬂ/ﬁ'ﬁ' two times a day) Tlg'g far = far 9 f
NB”‘“/ G;“e"c R A | wofd | R yomn @efeuzse| A @t FI fafy
ame, ame : N . T
IS SHfYe R : )
IR
1.
2.

Please Tick /Fuam dgt &I A= @ (v)
Dosage Form/ 1 &1 WY

O Tablet / ¢scie

O Capsule/ F&@

O other/ 3 (please specify/ $UdT TIAGIT Bx)

O Injection /3STaRH

O Oral Liquids / Hieqad &Rd

5) Describe the adverse event / Ufage ge-1 &1 foor= fd

When did the adverse event start? Udidgd gel $d Y= gs UI?
When did the adverse event stop? Udddd YcHT e HHIW g3 UT?
Adverse event is still Continuing? (Yes/No)/ Yad@a ge-T 3ft ot It § &1 /7785 2
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{? @ - (Synokem Lifesciences Ltd., Nitin Lifesciences Ltd. & Kemsyn Lifesciences Pvt. Ltd.)
_ADVERSE EVENT REPORTING FORM (FOR CONSUMERS)
wfiga ge RatafeT By @iddre waag

6) How bad was the adverse event / Ufdgd ge=T afe1 graae s fo o172

Please Tick /Ul T8} &1 TR T (v)

O Did not affect daily activities / <@ Tedeaierl yHad el g &t

O Affect Daily Activities / GeF® Tadaatera w1Idad g5

O Admitted to Hospital/ SRUdTA & Yl g1 TST O Death / 9 O Other / 39

Describe the adverse event (What did you do to manage the adverse event?) /WWWW&
(GG FeT Y GEHRT UK B DHereid S0 T Ah)?

§end the complete form by ryail or post to this address / Note/ re:

T A AT URE gt o1 QU T i e aeg fir fr S e Attach photo copy of Medicine Bill Receipt

M/s Synokem Pharmaceuticals Ltd., agd Doctor’s Prescvript'ion /WWW R
/55y Slaex BT DI IeThId Hed Y |

Pharmacovigilance department, 14/486, Sunder Vihar,
Quter Ring Road, Paschim Vihar, New De|h|'110087, India. o |f any additional data (|ab reports)’ then

Or email the scanned copy to pv@synokempharma.com please attach with this form / Jag IR
Py to pv@sy P TARA Sl (QId Rueer) B, & U 39 B & Y
REEER]

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.

M- a8 Ratafén Wfde 8, sa®1 $Ig S aqaferiod Tl & 130 suer sz Donft  gien 0 gt
1 81 3Must Tawa wRfert> G 3 fRm B F vgaE & quifty: 7 3 ghaf @ smem Ren
I 3 &1 g8 Ioad 81 § aF aadeet Yot a1 TR a1 SdTg Ul yfAgd UeT g8 § T 5 DI
T gl

This section filled by Synokem only

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

Receipt Date:
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