Consumer Follow Up Form
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                              Vigilance MCN: __________________
            Medinfo reference: __________________
Quality Assurance reference: __________________

Please complete the form and return it to the Vigilance Department 


	Patient details

	Initials
	Date of birth 
	Age 
	Sex
	Pregnant? 
	Height
	Weight

	
	
	
	
	
	
	

	Reporter details: 
Name: _________________  Email:____________________________
Tel: ________________________  Fax: ________________________           
	Address: ________________________________________________________________________________________________
Postcode:________________________

	If you are not the patient, please specify your relationship: __________ 

Signature : ______________  Date: ___________________________
___
	


	Suspect Product(s)

	Name & batch no.
	Daily dose
	Start Date
	Stop Date
	Action taken A
	Taken for

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


A Action taken with suspect products: 1 (Unchanged), 2 (Dose reduced), 3 (Interrupted), 4 (Permanently discontinued), 5 (Unk)

	Details of event 

	Event(s)
	Start date
	Stop date
	Outcome B

	
	
	
	

	
	
	
	

	
	
	
	


B   Outcome: 1 (Recovered), 2 (Recovering), 4 (Not yet recovered), 4 (Died), 5 (Unk)
	Other drugs (including self-medication & herbal medicines)

	

	Relevant Medical histories

	

	Treatment given for the event

	

	Relevant test results

	

	Additional Information

	

	

	

	

	

	

	


All the information and Personal Data you share with us will be protected and kept confidential in line with the General Data Protection Regulation (EU 2016/679) for further information please visit: https://alliancepharmaceuticals.com/en-gb/terms-of-use
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