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Nulla Osta del Direttore Sanitario Aziendale                                                                     _________________________________________________
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UOC FARMACIA OSPEDALIERA

Timbro e firma del Direttore UOC____________________________________________________________
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CENTRO PRESCRITTORE

CDC_______________________Descrizione CDC__________________________________________________________

N. Telefono_________________________Mail___________________________________________________________

Principio Attivo______________________________________________________________________________________

Specialità___________________________________________________________________________________________

Patologia___________________________________________________________________________________________

Timbro e firma del Direttore UOC_____________________________________________________________
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RESPONSABILE CENTRO PRESCRITTORE*

*Sezione da compilare per le richieste di abilitazione su portale Sinfonia

Nome________________________________________Cognome______________________________________________

C.F.__________________________________________

Telefono________________________________Mail Aziendale__________________________________________________

Descrizione profilo__________________________________________________________________________________

Descrizione Centro_________________________________________________________________________________
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DATI MEDICO

Nome________________________________________Cognome______________________________________________

C.F. _________________________________________N.° Albo prof.le________________________________________

Telefono________________________________Mail Aziendale__________________________________________________

Descrizione profilo___________________________________________________________________________________

Tipologia di incarico/durata____________________________________________________________________________

Timbro e firma del Medico____________________________________________________________________________


