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	Appendix 1                                                                                                                                                         FIR : Page ½

	Section A                                 FIRST INFORMATION REPORT (FIR)
(To be completed by the person reporting the AEFI and sent to MO - Immediately)

	(Only for Serious Adverse Events Following Immunization)


	Serious AEFI category (Encircle):   Death  /  Hospitalized  /  Cluster*  /  Disability


	State                                                                                      District


	Block/ Ward                                                                 Village/ Urban Area

	
	Address of the site:

	
	Reported by (Name) :

	Today’s Date:


	Designation:

	
	Contact phone number (with STD Code) : 

	
				
	
	Patient Name
																						
	
	Age  / Date of Birth
	Sex

	Male

	Female


	
	Father / Husbands Name
																						
	
	Complete Address of the Case with landmarks (Street name, house number, village, block, Tehsil, PIN No., Telephone No.  etc.)

																												
																												
																												
	P

	I

	N

	-

							P

	H

	O

	N

	E

	-

												
	
	Date of Vaccination

	D

	D

	M

	M

	Y

	Y

	Y

	Y

	Time of Vaccination

	H

	H

	M

	M

	(

	AM

	PM

	)


	Name of recent Vaccine(s) given:

	Date of first symptom

	D

	D

	M

	M

	Y

	Y

	Y

	Y

	Time of first symptom

	H

	H

	M

	M

	(

	AM

	PM

	)


		
	Current status (encircle)
	Death / Still Hospitalized / Recovered & Discharged / Left Against Medical Advice (LAMA)


	
	Date of Death

	D

	D

	M

	M

	Y

	Y

	Y

	Y

	Time of Death

	H

	H

	M

	M

	(

	AM

	PM

	)


	
	Additional Information: 



	


* use separate form for each case in a cluster
Details of Hospitalization:
	 Hospitalization No/ Yes  Date
	D
	D
	M
	M
	Y
	Y
	Y
	Y
	Time of Hospitalization
	H
	H
	M
	M
	(
	AM
	PM
	)

	

	Name and Address of hospital:

	

	Outcome (encircle)
	Death / Still Hospitalized / Recovered & Discharged / Left Against Medical Advice (LAMA)

	

	If died, Date of Death
	D
	D
	M
	M
	Y
	Y
	Y
	Y
	Time of Death
	H
	H
	M
	M
	(
	AM
	PM
	)

	

	Post mortem done? (encircle)
	Yes**/ No / Planned on (date) ________               
	If Yes, Date__________ Time__________

	

	Details of vaccine, diluents & Vitamin-A given to the patient
(*In the doses administered column write the dose received by beneficiary like 1st, 2nd, 3rd, booster and any other)

	Vaccine/Vit-A/ Diluent
	*Dose Administered 
	Name of Manufacturer

(in BLOCK Letters)
	Batch No.
	Manufacturing Date
	Expiry Date

	BCG
	
	 
	 
	 
	 

	BCG Diluent
	
	
	
	
	

	DPT
	
	
	
	
	

	OPV
	
	
	
	
	

	Measles
	
	
	
	
	

	Measles Diluent
	
	
	
	
	

	 Hep-B
	
	
	
	
	

	DT
	
	
	
	
	

	TT
	
	 
	 
	 
	 

	Vit-A
	
	
	
	
	

	Others (H1N!)
	
	
	
	
	

	Place of Vaccination: Govt. Health Facility / Outreach / Private Health Facility/ Other ____ _______________                                                                                     

Total number of beneficiaries immunized at session site:  ______________
Number of other beneficiaries who received vaccine from the SAME VIAL: ___________________

	Signature of Reporting / Verifying Medical officer …………………………………  Email id…………………………………….

	

	Section C:                          The following information is to be completed by DIO &

forwarded to GoI and State within 24 hours of receiving the above information.

	Proposed date of District AEFI committee review meeting for this case
D

D

M

M

Y

Y

Proposed date of preliminary investigation 

D

D

M

M

Y

Y

Notes/comments:



	DIO/ District Nodal Person  (Officer forwarding this report)  
Name ………………………………………………. Date..............................................Designation………………………..…

Mobile No…………………….…………. Landline (with STD code)…………….…………   Fax No. ………………………………

Email id……………………………….     Complete Office address (with Pin code)………………………………………………….

……………………………………………………………………………………………………………………………………………….

…………………………………………………………………………………………………………………………Signature/ Seal

	To be sent to : State Immunization Officer & Assistant commissioner (UIP),

Immunization division of Govt. of India, MOHFW, and Director, EMR, DGHS
Nirman Bhawan, New Delhi – 110108. (Fax No. – 011 23062728    /    e mail: aefiindia@gmail.com
                                                                                                                      diremr@nic.in














