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SCHEDA DI SEGNALAZIONE DEL MEDICO SPECIALISTA - DGR 1481/2023 

 

Alla Commissione per l’attuazione della DGRT 1481/2023 

 
Deve essere redatta dal Medico Specialista   

non è valida se redatta da un Medico di Medicina Generale o da un Medico sostituto 

 Scheda da allegare alla richiesta per il contributo economico  

 
Sig./Sig.ra ________________________________________________________ *CF_____________________________________ 

Indirizzo ___________________________________________________________________________________________________ 

 

*DIAGNOSI (Specificare la patologia per la quale è richiesto il trattamento) 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

 

*RELAZIONE SULLA STORIA SANITARIA DEL/DELLA PAZIENTE 

dalla quale risulti che sono state espletate le procedure terapeutiche appropriate definite da Linee Guida 

consolidate ed è stata altresì dimostrata l’inefficacia delle procedure standard e dove si motivi l’indispensabilità 

e insostituibilità della terapia proposta, nonché le evidenze che consigliano il trattamento. 

 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________
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___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

 

 

Elenco della documentazione sanitaria allegata dimostrativa di quanto sopra, compresa l’indicazione delle 

consulenze specialistiche rese da Strutture Pubbliche: 

1. _____________________________________________________________________________________________ 

2. _____________________________________________________________________________________________ 

3. _____________________________________________________________________________________________ 

4. _____________________________________________________________________________________________ 

5. _____________________________________________________________________________________________ 

TERAPIA PER LA QUALE SI RICHIEDE IL RIMBORSO 

Deve riportare SOLO il farmaco e/o l’integratore prescritto specificandone il principio attivo e la posologia per 

il/i quale/i si richiede il contributo economico  

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

* Se RINNOVO 

Specificare le motivazioni a sostegno del rinnovo documentando il beneficio terapeutico ottenuto con il 

trattamento autorizzato. La struttura specialistica richiedente l’eventuale rinnovo/prosecuzione del piano 

terapeutico deve allegare la relazione sul follow up del paziente.  

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

 

Dichiaro inoltre di aver informato il paziente ed averne acquisito il consenso (obbligatorio in caso di specialità 

medicinale impiegata al di fuori delle indicazioni di registrazione).  

Dichiaro, altresì, che la cura proposta verrà monitorata e verificata dall'ente prescrittore. 

 

 

Data ________________                       

____________________________________ 

       * Timbro e Firma del Medico Specialista 

*Campo Obbligatorio 


