
 

Suspect Adverse Reaction Report  
 

Patient 
Initials: 

 Date of Birth  Age  

Patient 
Weight 

 Reaction date  

Describe 
Reaction: 

 

Patient 
outcome 

Patient Recovered     Patient Died 
Prolonged Hospitalisation 

Suspect Drug 
(including 
batch 
number) 

 

Dose  Route of 
Administration 

 

Date of 
administration 

 Duration of 
therapy 

 

Did reaction abate after stopping the drug? Yes  No N/A 

Concomitant drugs and dates of administration: 
 

Other relevant history: 
 

Reported By *  Email  
Role  Nurse  Pharmacist  Doctor                Other 

*Please note details are only required in connection with this report. 

Please return this form to complaints@bowmed.com as soon as possible. 
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