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I, the undersigned .............................................................................................
resident in …………….. ………………….. in Via ………………………………… no. …….
request that a copy of the medical record concerning my inpatient stay is released.

Signature Date
……………………………………… ………………………
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I, the undersigned .............................................................................................
delegate Ms./Mr. ……………………………………………………………..
Identity Card no. ............................................... to collect a copy of my medical record.

Signature Signature of delegate
……………………………… ………………………………


Pursuant to Legislative Decree no. 196 of 30 June 2003, I authorise the use of my personal data.




Ai sensi del d. lg.del  30 giugno 2003 n°.196, autorizzo il trattamento dei miei dati personali.
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