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MODULO DI RICHIESTA  
ESAME ISTOLOGICO  

Parola chiave: anatomia patologica 
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DATA INTERVENTO: __________________   REPARTO: _____________________________ 

MEDICO RICHIEDENTE: ________________________________________________________ 

 

COGNOME: _____________________________________  NOME: ____________________________________ 

NATO A: ______________________________________________________  IL: ________________________ 

RESIDENTE A: ______________________________________________________________________________ 

IN VIA: ___________________________________________________________________________________ 

COD. PAZIENTE: ______________________ CODICE FISCALE: _______________________________________ 

 

NOTIZIE CLINICHE: ________________________________________________________________________ 

_________________________________________________________________________________________

_________________________________________________________________________________________ 

 

TIPO INTERVENTO: _______________________________________________________________________ 

_________________________________________________________________________________________

_________________________________________________________________________________________ 

 

TIPO ESAME RICHIESTO: ___________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

 

Bra, li __________________________ 

 

Firma Chirurgo ________________________________ Firma Infermiere _____________________________ 

 

Firma Trasportatore ___________________________ Firma Ricevuta ________________________________ 


