
CASA DI CURA PRIVATA

POLICLINICO SAN MARCO S.p.A.

        
     

RICHIESTA COPIE RADIOGRAFICHERICHIESTA COPIE RADIOGRAFICHE

Il / La Sottoscritto/a_____________________________________________________________Il / La Sottoscritto/a_____________________________________________________________

Residente in________________________________, cap__________________Prov._________Residente in________________________________, cap__________________Prov._________

Via____________________________________________________________nr.____________Via____________________________________________________________nr.____________

Codice Fiscale_________________________________________________________________Codice Fiscale_________________________________________________________________

RICHIEDERICHIEDE

Copia conforme di______________________________________________________________Copia conforme di______________________________________________________________

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

al fine di______________________________________________________________________al fine di______________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

In FedeIn Fede      Mestre     Mestre

    ___________________________                                 _____________________________    ___________________________                                 _____________________________

M-RAD-04 Rev. 1M-RAD-04 Rev. 1


