THE UNIFIED REGISTER OF HERBAL PRACTITIONERS
CONFIDENTIAL SUSPECTED ADVERSE EVENT REPORTING FORM
PLEASE RETURN TO: URHP, 22 PENDRE AVENUE,  PRESTATYN, DENBIGHSHIRE, LL19 9SL
	PATIENT IDENTIFICATION
FIRST THREE LETTERS OF A FIRST 
AND SURNAME
PREGNANT   YES/NO
TRIMESTER   1/  2/  3/    (circle)
	SEX
	AGE
	WEIGHT (KG)
	HEIGHT (M)

	SUSPECT MEDICINE
 (full name of herb and brand name)

	PREPARATION/
STRENGTH
	ROUTE
	DAILY DOSE
	START/STOP DATES

	INDICATIONS
	OTHER MEDICAL CONDITIONS (include known sensitivities)


	SUSPECTED REACTIONS
(Diagnosis, duration, severity and frequency)

	REPORTING PRACTITIONER-
(Name and address in capitals)
TEL NO
DATE
SIGNED

	OUTCOME
RECOVERY/  REFERRAL/  FATAL
	

	WAS THE PATIENT RECHALLENGED?
YES/NO
	AT WHAT DAILY DOSES
	DID THE REACTIONS RECUR?

	RECORD DETAILS OF ALL OTHER MEDICINES TAKEN IN THE PREVIOUS TWO MONTHS. List your actual prescriptions and allopathic medicines with preparation and strength, self-medications with brand names if known. List any indications alongside the product name. Continue on the reverse side if necessary

	ROUTE
	DAILY DOSE
	START/STOP DATES

	ADDITIONAL INFORMATION AND COMMENTS
(e.g. dietary information, your conclusions and suggestions, continue on separate sheet if needed)




