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DATA: ______________________ ORA: ______________ 

 

Sig. ________________________________ nato a ______________________il _________  

 

Residente a ________________________________ in via ___________________________n. _____ 

 

Qualifica ____________________________ Reparto _______________________________________ 

 
VALUTAZIONE CLINICA: ______________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

NOTIZIE RELATIVE ALLA FONTE DEL CONTAGIO: _________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

ESAMI DA RICHIEDERE AL PAZIENTE-FONTE: _____________________________________________________ 

__________________________________________________________________________________________ 

ESAMI RICHIESTI AL DIPENTENTE: ______________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

PROVVEDIMENTI CONSIGLIATI: ________________________________________________________________ 

__________________________________________________________________________________________ 

 

NECESSITA’ DI SOTTOPORRE IL DIPENDENTE ALLA PROFILASSI FARMACOLOGICA POST ESPOSIZIONE:        

   SI                NO 

 

Il Medico ______________________________ 


