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Casa di Cura Privata “Città di Bra”   
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SI PREGA DI INVIARE I RISULTATI AL N. FAX 0172 472514 

Bra, li _____________________ 

Sig.______________________________ Cod.Paziente___________ 

Nato il ___________________  a: _________________________________ 

Residente a: __________________________________________________ 

In Via: _______________________________________________________ 

Reparto ________________________ Numero camera ______ 

ESAMI RICHIESTI: 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

 

Timbro e Firma Medico Richiedente _____________________________ 
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