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Adverse Reaction Information Form A
CESAN PTCT # (2527

Complaint Number: iV -757F Investigator: DAud L ADLE
. ]
Consumer Information '

Initial Report Source: YORA Consumer Injury

Date of Report: O///j‘/?g — -1
MM/DD/YY R®Telephone OCorrespondence OMedWatch |
|
|

oUSP OPQRS OPoison Control 0CDC

Race: OF-White  02-Black O3-Asian/Pacific islander  O4-Native American  05-Hispamic
08-Other 09-Unknown

Information on Adverse Reaction

Date of Adverse Reaction: 8[? 5‘/77 Give the sit¢ of consumption/ingcstion (e.g. home, restaurant, office):
Previous Reaction to Product Type: OYes ¥No
w 2 advars vent (including simpxoms and,the time lzpse fzm usujg product to onset Zsympto ): /8%4& ;
How long did th toms last? ij 77, m&

g did the symptoms last? £ 0..() Beat25mm. &3 ,Z.u
Give the,circumstances of exposurc (c g., dose, route of exposure frequency, etc.). 2 ~a «_‘;z /4

List all Medication(s), Dietary Supplemcnt(s), Fc!g7 (s¥, d other product(s) used at the time of the event: 2 oK /

Did event abate after use of suspected product stopped or dose reduced: HYes ONc OUnknown !
Did symptoms reoccur after reintroduction of suspected product: OYes ONo OUnknown GRot Applicable :
Did symptoms reoccur after using other products with the same ingredients: OYes ONo OUnknown ONot Applicable

Medical Information

Was a health care provider seen?: OYes @No
Give health care provider's name, address and telephone number:

Occupation of Health Care Provider: OMD DOsteopath ONaturopath  ONurse OPharmacist
00ther (specify)

What medical tests were performed and what were the results?

What was the medical diagnosis?
What treatment(s) was given (e.g., drugs, other)?

Were there any preexisting condition(s)/treatment(s)? ;
(If YES, list them including allergies, and chronic diseases): CYes ONo |

Product Category

1. Adverse reaction to:
OMedical Food (under medical supervision) OlInfant Formula

DDietary Supplement (a vitamin; an essential mineral: 2 protein, a herb or sumilar nutrinonal sub luding botanicals such as ginseng and yohimbe, amino
acids: extracts from animal glands; garhic exwract; fish oils; oil of evening primrose; fibers such as psyllium and guar gum, compounds not generally recognized as food or
nutrients, such as ioflavonoids, enzymes, germanium, nucleic acids, para-amino-benzoic acid, and ruuin; and of these ingred )

OOther (traditional food)

Other Product Problems
2. OForeign Object (specify):

3. OOther (specify):
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Information on Suspected/Alleged Product

R

Give the Pfow (inchyding dose/servmg size, dur, uon of use, and reason for taking): /? M _%u_ﬂ ( 7o
a4 21 L ()
2Onee, ) ogw,?‘gi ~g 2 W@@Zﬁ

SKZ%%M%/é %me%n,ﬂ
List product ingredients (if ingredients are suspected to be present, but not verified, list as suspected):
OCheck here if ingredients are unknown

_é@@ B2 resy.
&

_Geasana 9,0 2
- laen £90 1y T
Lrocalinsts

If a particular ingredient is suspected of contributing to the reaction, please indicate the appropriate category below:

T * -aartame OColor Additive (please specify)
osodium Glutamate i

Lo oadte
WOther ;
0Unknown

Product Label Available: OYes No OUnknown Product Sample Available: OYes @No OUnknown

Outcome Attributed to Adverse Event:
(If yes, include pertinent medical records)

Death: OYes #No

Life-Threatening: OYes &No

Hospitalization: OYes CR% (if YES, indicate if initial or prolonged)
Required intervention to prevent permanent impairment/damage: OYes OfNo

Did the adverse reaction result in a congenital anomaly: OYes {No

000003

P
L.
-
|
(n-i
-
.-
i



