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[bookmark: _GoBack]Adverse Drug Reactions/Event Report Form

Note: marked * are required fields
	Patient Information

	＊Name
	＊Gender
	Age

	Weight（KG）
	＊Past medical or allergy history
	Hospitals and departments

	Medication Information

	Suspected drugs（the drug that reporter believes causes adverse reactions in patientses c）
	

	＊Suspected drugs's name
	＊Manufacturer's name
	＊Production lot number

	Indication
	Dosing start and stop time
	Usage & Dosage

	Co-administered drugs（other drugs that the patient is using in combination with the suspected drug）
	

	＊Co-administered drugs's name
	＊Manufacturer's name
	＊Lot number

	Indication
	Dosing start and stop time
	Usage & Dosage

	Process Description

	＊Name of adverse drug reactions/event
	＊Time of adverse drug reactions/event reaction
	＊Whether to agree to the follow-up visit

	＊Descripe the process of adverse drug reactions/even
（Suggested reference format: patient used a particular drug for a particular disease on paticular time; when did the adverse reactions/event occur (relevant symptoms, signs and relevant examinations); when did the measures be taken, when did the adverse reaction be cured or improved (relevant symptoms, signs and relevant examinations)

	Reporter Information

	＊Name
	＊Contact
	＊Identity
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