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MODULO RICHIESTA CONSULENZA INTERNA PER PAZIENTI RICOVERATI 

UO/SD richiedente________________________________________________Codice SIS_______________________ 

Medico richiedente_______________________________________________________________________________ 

Data richiesta_____/________/_________ 

Telefono_________________________________________Fax____________________________________________ 

Cognome____________________________________________Nome______________________________________ 

Data di nascita_______/________/__________ N. nosologico (SDO)________________________________________ 

Prestazione/i richiesta/e___________________________________________________________________________ 

_______________________________________________________________________________________________ 

Quesito clinico___________________________________________________________________________________ 

_______________________________________________________________________________________________ 

Prestazione Urgente? SI NO 

Da effettuarsi: 
al letto del degente 

nei locali della

 UO/SD erogante 

Timbro UO/SD Firma Medico richiedente 

__________________________________________________ 

UO/SD erogante__________________________________________________Codice SIS_______________________ 

Medico di riferimento_____________________________________________________________________________ 

Data erogazione_____/________/_________ 

Prestazione/i erogata/e____________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

Timbro UO/SD Firma Medico Erogante 

__________________________________________________ 
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Stabilimento___________________
Edificio_______________________
Piano_________Letto n._________ 
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