Reporting Form for Adverse Reactions
to Medicines, Vaccines and Devices

and all clinical events for IMMP


CARM fax:  03 479 7150


CARM phone:  03 479 7247
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PATIENT DETAILS
HP3442
	Surname:
	First Name/s:
	NHI No:

	Address:
	
	Date of Birth:


	Sex:

	
	
	Ethnicity:


ALL MEDICINES IN USE  * ASTERISK SUSPECT MEDICINE/S *  Include over-the-counter (OTC) & alternative medicines
	Medicine or Vaccine+batch no.

(and brand name if known)
	Daily Dose
	Route
	Date Started
	Date Stopped
	Reason for Use

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


DESCRIPTION OF ADVERSE REACTION OR EVENT

	Date of onset:  




	Recovered  FORMCHECKBOX 
     Not yet recovered but improved  FORMCHECKBOX 
     Not yet recovered  FORMCHECKBOX 
     Unknown  FORMCHECKBOX 
     Fatal  FORMCHECKBOX 
 - Date of Death: ………. 

Severe? - Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

Rechallenged? - No  FORMCHECKBOX 
    Yes  FORMCHECKBOX 
 Result: …………………………………………………………


OTHER FACTORS - Please tick or specify as appropriate

	Renal disease  FORMCHECKBOX 
       Allergy  FORMCHECKBOX 
: ………………………….     Other Medical Conditions: ……………………..……………………

Hepatic disease  FORMCHECKBOX 
       Nutritional Suppl or OTC use  FORMCHECKBOX 
: ……………………………….   Industrial Chemicals  FORMCHECKBOX 
: ……………….


REPORTER - Please tick as appropriate:  Doctor  FORMCHECKBOX 
    Pharmacist  FORMCHECKBOX 
    Dentist  FORMCHECKBOX 
   Nurse  FORMCHECKBOX 
    Other  FORMCHECKBOX 
: …………..……….….
	Name:
	
	
	

	Address:
	
	Signature:  
..

	
	
	Phone:  
……..
	Date: 




�





Send completed form to CARM


Freepost 112002, CARM, PO Box 913, Dunedin or Fax:  (03) 479 7150








