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13 REMARKS Consumer _state: *h:e ‘ gtill éanh"ot ’ "b’elié‘\'r'é‘w his ﬂshcsm, MBA si_:ﬁ

is working w/his pharmacist to obtain an medcial facility/physician to help
EEmwill not go to a private physician and will not work. 'He caii

onknown amout of capsules ec. day and is now addicted to promduct. _Consumer
help his son. Som,

' gontrol the

Qgg_qgﬁ‘téld’ﬁe he

hies has gumx been exp. and now hair loss. Father took 3,

reinxx Twin Lab
e g

14 NAME AND TITLE OF DISPOSITION OFFICIAL was high Tor hours aftetr and call [1s DATE

Ke a report, but not satisfied w/firm respomse, X WATCH form sent to

s and_

=

d %uéﬁﬁﬁg on ephedra products from NYK-DO PAS to be sent to Mr,
’ Py 7‘ L. tows

re 6/30/97

FORM FDA 2516 (1/96)

s

= " > AT o S nmazwy,m;u,w‘.‘xu.umii?{raiwgsm‘vbﬁ‘i ;60,. e B

+ US. GPO: 1996-404-897/41020



"t

NYK-3204 ' MNYK-2 5105{

Form Approved. OMB No 0810-0291 Expires-1

For VOLUNTARY reportmg 2 See OMB statement on reverse

:; : FDA Use Only
by health professionals of adverse A-.*L . —
events and product problems 7/ /7 7 sequence # é é 7( ;%
Page z of l

A. Patient information C. Suspect medication(s)

1 Patient identifier |2 Age attime i 1 Name (give labeled sirength & mifr/labeler, if known)
: i #1 7" N { é \g‘ F
W n Conjaing

2 gnd 22% Cogreime,
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