
                                                                                  Department of Pharmacy 
                                                                    445 Lenox Road, Box #36  
                                                              Brooklyn, NY 11203 

ADVERSE DRUG REACTION REPORTING FORM 

 

ADVERSE REACTION INFORMATION 
4. MEDICAL RECORD # 5. DIAGNOSIS 1. NAME & LOCATION 2. AGE 

    YRS 
3. SEX  

6. DATE/TIME 7. ATTENDING MD 

7. TYPE OF REACTION: 
     
    INTERVENTION FOR REACTION: 
    (Continue on the back if necessary) 
 
 
 
 
 
 
 

8. Check all appropriate 
 

           Patient expired 
           Reaction treated with   
           Rx drug 
           Resulted in, or    
           prolonged,  inpatient  
           hospitalization  
           None of the above 
 
9. Did reaction abate after 
    stopping the drug?    
 

           Y          N          N/A 
 
10. Did reaction reappear 
      after reintroduction? 
 

           Y          N          N/A 

11. RELEVANT TESTS/LABORATORY DATA 
 
 

SUSPECTED DRUG(S) INFORMATION 
12. SUSPECTED DRUG(S) Give manufacturer and lot number for vaccine/biologics 
 
 

16. DATES OF  
      ADMINSTRATION 
 

13. DOSE AND FREQUENCY 
 

14. ROUTE OF ADMINISTRATION 
 

17. DURATION OF 
      ADMINISTRATION 
 

15. INDICATION(S) FOR USE 
 

CONCOMITANT DRUG HISTORY 
18. CONCOMITANT DRUGS AND DATES OF ADMINISTRATION (Exclude those used to treat the reaction) 
 
 
 
 

PAST MEDICAL HISTORY 
19. INDICATE RELEVENT PAST MEDICAL HISTORY 

20. DRUG ALLERGIES & SIDE EFFECTS (Please indicate the type of reaction for each drug) 

21. REPORTER’S SIGNATURE                                                                                         DATE 



 
The Naranjo Nomogram (source: Clin Pharmacol Ther 1981;30(2):239-45.) 
 

ASSESSMENT YES NO DON’T 
KNOW 

SCORING 
SYSTEM 

1. Are there previous reports of this reaction? (If no, please 
provide documentation of search strategy) 

+1 0 0 

2. Did the ADR appear after the suspected drug was 
administered? (If no, please explain). 

+2 -1 0 

3. Did the ADR improve when the drug was discontinued or a 
specific antagonist was administered? (If no, please explain). 

+1 0 0 

4. Did the ADR reappear when the drug was readministered? +2 -1 0 
5. Are there alternative causes (other than the drug) that 

could, on their own, have caused the ADR? (If yes, please 
explain). 

-1 +2 0 

6. Did the ADR reappear when a placebo was given? -1 +1 0 
7. Was the drug detected in the blood or other fluids in 

concentrations known to be toxic? 
+1 0 0 

8. Was the ADR more severe when the dose was increased or 
less severe when the dose was decreased? 

+1 0 0 

9. Did the patients have a similar reaction to the same or 
similar drugs in any other previous exposure? 

+1 0 0 

10. Was the adverse event confirmed by any objective      
       evidence? 

+1 0 0 

Based on the 
total score, 

circle the term 
that best defines 

this ADR: 
≥ 9   Definite 

 
5 – 8 Probable 

 
1 – 4 Possible 

 
≤ 0 Doubtful 

TOTAL SCORE 
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