VACANZE CLIMATICHE PER ANZIANI
Certificato medico.

Nome ________________________________ Cognome __________________________________

nato a ________________________________ il _________________________

* Parere del Medico personale sulle indicazioni del soggiorno in clima marino; ________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

* Anamnesi personale con particolare riferimento alle malattie in atto; _______________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

* Il Medico curante è pregato di indicare se le eventuali terapie instaurate possono essere sospese durante il soggiorno climatico; in caso contrario indicare il preciso schema di trattamento da effettuare; _______________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Frascarolo, li ________________

                                                                                                                IL MEDICO CURANTE

                                                                                                             _______________________

