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ADVERSE DRUG REACTION (ADR) REPORTING FORM
(To be completed by the patient, a caregiver, or a healthcare professional)
  Any adverse reaction, whether already known or not, serious or non-serious, can be reported. If you notice a serious warning sign (difficulty breathing, swelling of the face/throat, severe discomfort, etc.), contact emergency services immediately before completing this form.
  1. REPORTER INFORMATION
  (the person completing this form)
	☐ The patient
	☐ A parent / caregiver
	☐ A healthcare professional
	☐ Other: ______



	Full name(s)
	 

	Relationship to patient (if applicable)
	 

	Phone number
	 

	Email (optional)
	 

	Country
	 

	City / Location
	 



	☐ I agree to be contacted for additional information


  2. PATIENT INFORMATION
	Patient initials
	e.g., A.K.

	Date of birth or age
	 

	Sex
	☐ Female   ☐ Male

	Weight (kg) / Height (cm)
	 

	Currently pregnant?
	☐ Yes   ☐ No   ☐ Unknown


  3. SUSPECTED DRUG(S) THAT CAUSED THE REACTION
	Medicine name / Batch No.
	Dose and frequency
	Start / end date of treatment
	Indication (reason taken)

	 
	 
	 
	 

	 
	 
	 
	 


  4. DESCRIPTION OF THE ADVERSE REACTION
Describe what happened (symptoms observed, when they started, how they progressed):
	 
 
 
 


Onset date of the adverse reaction: ____________________     End date (if resolved): ____________________


  5. SERIOUSNESS AND OUTCOME
Did this adverse reaction result in any of the following? (check all that apply)
	☐ Death
	☐ Life-threatening

	☐ Hospitalization or prolonged hospitalization
	☐ Persistent disability or incapacity

	☐ Congenital anomaly / birth defect
	☐ Other medically important condition

	☐ None of the above (non-serious reaction)



Current outcome:
	☐ Recovered / resolved
	☐ Recovering
	☐ Not resolved

	☐ Recovered with sequelae
	☐ Fatal
	☐ Unknown



Was the treatment stopped, reduced, or continued after the reaction occurred?
	☐ Stopped
	☐ Dose reduced
	☐ Continued unchanged
	☐ Not applicable


  6. OTHER MEDICINES TAKEN AT THE SAME TIME
  (including self-medication, herbal products, supplements)
	Medicine name
	Since when

	 
	 

	
	

	
	

	 
	 


  7. RELEVANT MEDICAL HISTORY
Known allergies, chronic conditions (diabetes, hypertension, kidney/liver impairment, etc.):
	 
 


  8. CONSENT AND CONFIDENTIALITY
The information collected on this form will be used solely for pharmacovigilance purposes (drug safety) by TIL Healthcare and may be shared, in an anonymized or coded form, with the National Pharmacovigilance Centre of the relevant country and the competent health authorities, in accordance with local personal data protection regulations.
	☐ I confirm that I have read this information and I agree to the transmission of this data


Reporter's name / signature: ____________________________          Date: __________________
  Once completed, please send this form by email to pvglobal@tilhealthcare.com
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