DRUG ADVERSE
EVENTS FORM

To be completed by nurses and return to the District Medical Officer.
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PATIENT INFORMATION Date
[ ] of Birth [ ]
Sex: M: () F: (] Registration number: [: Weight: [ ]
Name of attending physician: [ ]
Medical History:
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Tick the relevant box to show which event(s) the child has suffered from and write in the date
of the adverse event.
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To be completed by the Chief District Medical.
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Specify: Follow up: Cl:l:]
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