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 REPORT FORM – ADVERSE REACTION / PRODUCT COMPLAINT
LABRHA Laboratory
📧 vigilance@labrha.com
1. PATIENT INFORMATION
· First name / Last Name: .............................................................
· Age: ....................
· Gender: ☐ Female ☐ Male ☐ Other
· Weight (optional): .................... kg
2. PRODUCT CONCERNED
· Product name: .............................................................
· Batch number (shown on the packaging): .....................................
· Expiry date: .............................................................
· Dosage used: .............................................................
· Start date: ........................................................
· Date of discontinuation (if applicable): ..................................................
3. DESCRIPTION OF THE ADVERSE REACTION / COMPLAINT
· Date of occurrence: .............................................................
· Nature of the problem (tick the relevant box(es)):
☐ Adverse reaction (symptoms experienced)
☐ Product quality issue*
☐ Packaging/labelling issue*
☐ Error in use
☐ Other (please specify): ............................................................
*If you have any photos relating to these issues, please attach them to this form. 
 Detailed description:
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
4. DEVELOPMENTS
· Is the effect still present? ☐ Yes ☐ No
· If not, date it disappeared: .................................................
· Have you consulted a healthcare professional?
☐ Yes ☐ No
· If yes, diagnosis or comments:
.....................................................................................................................................................
· Did you have to undergo corrective treatment?
☐ Yes ☐ No
· If so, which one:
……………………………………………………………………………………………………………………
5. OTHER USEFUL INFORMATION
· Do you take any other dietary supplements?
☐ Yes ☐ No → If yes, which ones:
......................................................................................
· Are you taking any medication?
☐ Yes ☐ No → If yes, which ones:
......................................................................................
· Significant medical history (optional):
......................................................................................


6. DECLARANT’S DETAILS
· Name: .............................................................................
· Email: ............................................................................
· Telephone (optional): ......................................................

7. CONFIRMATION
I certify that the information provided is, to the best of my knowledge, accurate.
· Date: ................................................
· Signature: .........................................









📩 SUBMISSION
Please send this completed form to:
📧 vigilance@labrha.com

	Labrha
laboratoire-labrha.fr
	19, Place Tolozan
69001 Lyon – FRANCE
	Telephone: +33 6 72 29 80 92
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