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A: Patient Details and History 

B: Suspected Drug(s) 

C: Details of the Event: 

Relevant laboratory data (if available): 

Any other Detail of Reaction: 

TRACKING FORM 
 

 

 

“For Office Use Only” 

Email : pharmacovigilance@shaigan.com 

Phone : +923339965835 

Address : 14-km Adyala Road, PO Dahgal, Rawalpindi – Pakistan 

Webiste: https://shaigan.com/ 
 

 

 

 

 

Brand and Generic name 
Batch 

No. 
Expiry 
date. 

Route of 
Adm. 

Daily dose 
(Freq.) 

Dosage & 
Strength 

Start date Stop Date 
Indication/ 

Disease 

         

 

Reaction Onset Date & Time:  (DD/M/YY): : Am/Pm Recovery start Date & Time:  (DD/M/YY)  : Am/Pm 
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If yes, please tick all that apply of the following : 

     

Yes No 

     

 

 

Congenital anomaly/Birth Defects 

     

  . 

     

 

       

       

E. Cause of Adverse Event : 

 
 

 

 

Action taken:-  

Drug Withheld 

Drug Discontinued 

Yes 

Yes 

No 

No 

 

 
 

 

Dose changed: Yes No if yes, specify:   

Frequency Changed: Yes No if yes, specify:   

Treatment Given? Yes No if yes, then specify:  
 

Did Reaction subside after stopping drug/changing dose? Yes No 

Did reaction re-occur when the drug was re-started? Yes No 
 

 

Was the reaction due to 
Medication Errors? Yes No 

Dispensing Error  

Administrative Error 
 Prescri
bing Error  

 
 
 
 
 
 

Is the Drug (s) a new Medicine? Yes No 

Was the reaction linked to “Therapeutic failure” : No Yes if yes then tick the reason : 

Poor Quality Improper administration of drug Drug interaction Counterfeit 

Expired Improper storage Over-dosing Under dosing 

 

Other:__________________________________________________________________________________________________________ 
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F. Reporter details : 

 

Affiliation:   Profession:   

 
E-mail:  


