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CONSUMER:

Product - Twin Labs Diet Fuel Capsule
Mfg’d by Twin Labs, N.Y.
Lot # 6B461
120 capsules glass container

Purchased early June, 1997 at_orl-

For 1 week Ms. [ consured 4 capsules/day;
(recommended dosage 3 capsules/meal = 9 capsules/day)

on Sunday, June 15, 1997 at m
felt dizzy an acked out. ransferra
mxﬂi via ambulance. She was treated and
released (rec & an ood test revealed hypoglycemia). The MD
informed Ms. I to stop taking Diet Fuel (MD found container in
Ms . I »ackpack when returning her driver’s license). The MD
informed Ms. [ that she has heard of 3 cases where women OD’d
on this product since it contained amphetamines, al=c Ms. IR

had c/o insomnia for 1 week — MD informed her will "cure" insomnia
when she stops taking product.

No test conducted on Diet Fuel at ER. Ms. still has
product. (Ms. state can release personal information to
firm). Complaint recelved June 17, 1997.

on June 18th per
Investigator, discussed complaint with .y

mr eF stated product contains ephredrine and caffeine (25 ng

ihe and 140 mg caffeine per serving - 2 capsules). FDA has
published in Federal Register proposed rule on ephredrine and
caffeine products. Will refer to FDA.
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Discussed with Ms. status of complaint - referred to FDA.
Inforned Ms. product contains ephredrine and caffeine, she
stated she drinks decaffeinated coffee.

Per ER release form, the attending physician at I

I 2= DT -

piscussaed complaint with Henry Carrillo, FDA Consumer Complaint
Coordinator Los Angeles District who requested copy report. (phone
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