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Relazione per il Sig./Sig.ra _________________________________________________________
Nato/a a _________________________________________ il ______________________________
Residente in ______________________ Indirizzo _________________________ Prov.________
ANAMNESI PATOLOGICA REMOTA
ALLERGIE e INTOLLERANZE: __________________________________________________________
__________________________________________________________________________________
APPARATO CARDIOCIRCOLATORIO: ____________________________________________________ ____________________________________________________________________________________________________________________________________________________________________

APPARATO RESPIRATORIO: ___________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________
APPARATO UROGENITALE: ____________________________________________________________________________________________________________________________________________________________________
sistEMA Endocrino: ______________________________________________________________ __________________________________________________________________________________
SISTEMA NERVOSO e PSICHE: ________________________________________________________             ____________________________________________________________________________________________________________________________________________________________________
Ricoveri ospedalieri/interventi chirurgici pregressi: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
DEFICIT SENSORIALI SIGNIFICATIVI (Specificare se uso  di  protesi): _________________________________ __________________________________________________________________________________ PRESIDI MEDICI in USO (C.V., C.V.C., PICC, PEG...): ______________________________________________
__________________________________________________________________________________
ESAME OBIETTIVO:
Peso ________________Kg.    Altezza __________________cm.

__________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
TERAPIA IN CORSO (specificare orari e dosaggi), da indicare per esteso, qualora non venga compilata la scheda terapia. ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
CONTROLLI CLINICI, ESAMI STRUMENTALI e DI LABORATORIO PROGRAMMATI:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
TRATTAMENTO FKT SPECIFICO:
________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Si certifica che il Sig. / la Sig.ra ____________________________________________  

ATTUALMENTE NON E’ PORTATORE DI MALATTIE CONTAGIOSE ED INOLTRE PER IL SUO STATO PSICOFISICO PUO’ VIVERE IN COMUNITA’.

Data  ______________



Il Medico Curante 









 (timbro e firma)


     ________________________________
	


Questo documento è di proprietà di San Pio Società Cooperativa Sociale e non può essere riprodotto, usato o reso noto a terzi senza autorizzazione scritta di San Pio Società Cooperativa Sociale

