JUDETUL ________________________________                      NR.___________/________________

LOCALITATEA___________________________

UNITATEA SANITARA____________________

REFERAT   MEDIC  SPECIALIST 
Privind situatia d-nei / d-lui __________________________________________________

posesor al B.I. / C.I. serie _______Nr.__________________ C.N.P. ______________________________

domiciliat in localitataea _____________________________ str/ sat _____________________________

nr. _____ bl. _______sc.______ ap._______.

1. Nr.fisa disensarizare ____________, data intocmirii____________________________________

2.  Antecedente privind afectiunea____________________________________________________

         ________________________________________________________________________________

         ________________________________________________________________________________

         ________________________________________________________________________________

3. Debutul si evolutia  bolii _________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________          

4. Vechimea bolii ________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5. Internarea inspital  ______________________________________________________________
________________________________________________________________________________________________________________________________________________________________

6. Examenul clinic ( subiectiv, obiectiv, functional ) _____________________________________
________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________

7. Diagnostic clinic________________________________________________________________
          ________________________________________________________________________________

          ________________________________________________________________________________

          ________________________________________________________________________________

          ________________________________________________________________________________

8. Dependent sau partial dependent de alta persoana______________________________________
________________________________________________________________________________________________________________________________________________________________

9. Deplasabila  sau nedeplasabila ____________________________________________________

________________________________________________________________________________________________________________________________________________________________

10. Se propune acordarea ajutorului special pentru persoana cu handicap______________________

________________________________________________________________________________________________________________________________________________________________

11. Plan de recuperare______________________________________________________________
________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Data completarii_________/_________/_______________
Nr.Fisei de consultatii / Nr. Foi de observatie ____________________

__________________________________________________________

( Nume, semnatura si parafa medicului )

