[image: Untitled-2]ADVERSE EFFECT FROM MEDICATION REPORT FORM       
(This form is intended for Patients and Patient Relatives)

   Please complete all sections marked with * and try to provide as much information as possible.

1. Information about the person experiencing adverse effects: 

[bookmark: _GoBack]
Name or Initials:                                                                         Female				Male
                                                                                                                                                       
* Age or date of birth:                                           Height:                                Weight: 

Other information (The patient’s medical history, presence of diabetes, high blood pressure, allergies, pregnancy, date of last period if pregnant, etc.): 

2. Information about the adverse effect:  


* Please describe the adverse effect and how it occurred (you can add pages to the form if the blank space in this section is inadequate):_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________-________________________________________________________________________________________________
When did it begin? (If the precise date is unknown, you can write down how long after medication the effects were observed):
* How did the adverse effect affect the patient’s life? (Please check the box for the relevant option)      
      Mild			Disturbing, but did not affect daily life			Affected daily life
       Caused hospitalization			Caused permanent injury			Caused birth defect 
 Caused severe illness				Caused death				Other_______________________________

* What is the current condition of the person experiencing the adverse effect?
     The adverse effect is completely gone/healed			Recovering				Symptoms are continuing/not healed
      The illness got worse                                             Died 	Other_____________________   

Can you provide more information? E.g., were other medications used to treat the adverse effect? Did the patient stop taking the medication due to the adverse effect?		                                                                                                      
3. Information about the drug suspected to have caused the adverse effect:  


Provide information about the medication you suspect to have caused the adverse effect. 
* Name of the medication: 
Dosage (e.g. 100 mg tablet, 3 times per day): 
Reason for using the medication:   
Start date:                                                             End date:
Was the medication discontinued due to the adverse effect?                  Yes                              No
Are other medications simultaneously used? If yes, please provide information about these medications. If you wish to provide information for more than one medication you can add pages. Please also provide details for herbal products or alternative treatments, if any.

Name of the other drug: 
Dosage (e.g. 100 mg tablet, 3 times per day): 
Reason for using the medication: 
Start date:                                                             End date:
In your view, can this medication possibly cause the reported adverse effect (Please check the relevant box)      Yes                              No	Maybe			
Was the medication discontinued due to the adverse effect?                 Yes                              No
4. Information about the person reporting the adverse effect:  


It is very important for us to fill in your contact information in order to provide additional information as necessary.
* Name: 
Phone:                                         E-mail address:
*Address: 
Your physician’s name, address or institution (optional): 
 Would you permit us to contact your physician in case we need more detailed medical information?                      Yes                              No
Thank you for completing the form. You can send the form to our center through fax, e-mail or mail.
Address: Türkiye İlaç ve Tıbbi Cihaz Kurumu Söğütözü Mahallesi 2176. Sokak No:5 Kat: 8 
Fax: (0 312) 218 35 99  E-Mail: tufam@titck.gov.tr
   You can contact TÜFAM via our free contact number: 0 800 314 00 08. 

  Please make sure that you complete all sections marked with *                Please turn the page.                                                                                      
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