Tear along the dotted line

YellowCard® report

Use blue or black ink. Complete all the lines marked with ¥ and give as much other information as you can

Confidential

1 About the suspected side effect
% What were the symptoms of the suspected side effect, and how did it happen? If there isn't enough space here, attach an
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How bad was the suspected side effect? Tick the box that best describes how bad the symptoms were,

* D Mild |:] Unpleasant, but did not affect everyday activities I:l Bad enough to affect everyday activities Bad enough to see doctor
[] Bad enough to be admitted to hospital || Caused very serious iliness || Causeddeath || Other
When did the side effect start? Acvund Lt m‘{-}j 201

How is the person feeling now? Tick the box that best describes whether the person still has symptoms of the suspected side efiect,
* |E/Be'ltar (no more symptoms) [_] Getting better L| 5till has symptoms D More seriously ill D Died D Other

Can you give any more details? For example, did the person take or receive any other treatment for the symptoms?
Did they stop tal-dn(gjﬁ;nedpcme as a result of the side effect?
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2 About the person who had the suspected side effect
Who had the suspected side effect?
* You [ ] Yourchild [ ] Someone else

Information about the person Supply as much information as you can. even if you prefer not to give a name.
First name or initials ..) CU/]‘L- ) Family name J oNeS |:| Male m Femnale
== i I
¥ Age é) 6 Weight ’ 0 / == O kg mgonesfpounds Height S C{- [ metres r‘l/!eetfinches

Any other I“efevalll.t information? For example, does the person have any medical conditions or aliergies?

Ry cholesterol
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Make sure you have completed all the lines marked % Please turn over =p
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-3 About the medicine(s) which might have caused the side effect
Give details of the medicine you suspect of causing the side effect.
Name of the medicine %L’m vasta G m{rﬁscripﬁon [ ] bought in pharmacy ~ [| bought elsewhere
Dossoe b earce, cn Z0mg e ks sy -0 My eadn Ny he O
What was it taken for? H‘l&j h Cho lesterv ('
Start date: Ffebma__/‘g 2010 Enddate:  /° T 'Z‘:;;IZ___ ' Did you stop because of side effects? [ Yes [ | No

If you (or the person you're reporting for) were taking any other medicine at the same time (which might have caused an
interaction), give details of it. If you need to give details of more than one other medicine, attach an extra sheet of paper.

Name of other medicine bmd@g(u’ me (:(/L-L'CLZ.E {’E'e E{r&scription D bought In pharmacy D bought elsewhere
Dosage (for example, one 250 myg tablst, twice a day) f(; g iw‘i‘i ‘QU% Wm L,f\j =

What was it taken for? 1‘4 _(.L‘i l/) [()LC)CCQ F)(&DE‘:LU e,
TR R - !

7
Do you think this medicine might also have caused the side effect? | ] Yes [ No [] Possibly

Start date: Dec_cm g ) 200 7 &nd dute: shll f:“f‘-‘-_‘f] 6{“’? _ Did you stop because of side effects? [_| Yes ErNo

Have you taken any other medicines or herbal remedies (as well as the above) within the last 3 months? [ | Yes [\ No

4 About your doctor (optional)

ou like a copy of this report to be sent to your doctor? * / /
?‘ " : Doctor's name D r~ f q % -f\'%(.(/\z
Yes D No I Yes, give the doctor's name and N

address. A\ T e " i 2 u;‘z £
If you want us to send a copy of this report to any other healthcare adaress _[\ELOCOLIN = : [%
professional, attach a separate sheet with thelr contact details. J { _h &}LL %t*f“éd:

If we need more medical information (such as test results), do ) o
we have your permission to contact your doctor directly for it? f Oé(,'..f(.wr N Postcode F}l&{ QCD
[] Yes 1 No

5 About you — the person making the report

We need contact details — please supply a full postal address, even if you prefer not to give a phone number or email address.

Title f\’l% First name or initlals __\ ) LN Family name J eNES
Address \ 9\ me-ﬁaﬁ QL/C(_(/Q

N e own o poucois. 8l D EFE
Telephone number 01 23 S 67590  email address \!CL"@ ‘JO"‘QS_“(‘; ‘3:]@}& .net

T LR e e e s | agree that the Medicines and Healthcare products Regulatory Authority (MHRA) can
F___I“so._ .Siﬂﬂ;_ﬂﬂd: date this form contact me to discuss the suspected side effect, and to ask for more information that
might help understanding of the case.

Signed »Q-m% Date 20.09. L2012

Please return this form in the envelope provided to: MHRA, CHM FREEPOST, London SW8 5BR @ Crown Copyright 2008




