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 Al Responsabile Sanitario 
[bookmark: _GoBack]

Il sottoscritto/a__________________________________________________________________________,
nato/a_______________________________________________________il_____________________, in qualità di familiare e/o Amministratore di Sostegno dell’ospite_____________________________________

RICHIEDE

copia della seguente documentazione sanitaria: 

· ________________________________________________________________________________

· ________________________________________________________________________________

· ________________________________________________________________________________

· ________________________________________________________________________________

· ________________________________________________________________________________ 

· ________________________________________________________________________________ 

· ________________________________________________________________________________

Tricase lì, __________________


FIRMA ____________________________________

Allegare fotocopia Carta di identità.



