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RECLAMO 
“INCONVENIENTE” DA DISPOSITIVO MEDICO
NON CONFORME NELL’UTILIZZO

Nome commerciale  del  Dispositivo Medico*______________________________________________________
REF.*_________________________FABBRICANTE*_____________________FORNITORE______________________
Lotto* _________________N° di Serie*(se presente)_____________Scadenza____________________________
 CODICE  aziendale (Cepas )* ______________________________
Data dell’evento: __________________________________________
Descrizione dell’evento
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
N° di pezzi coinvolti: 
[bookmark: _GoBack]Altre informazioni ritenute rilevanti _______________________________________________________________________________________________________________________________________________________________________________________________________

Data della segnalazione ____________________________
Reparto _______________________________________________________________________________________

Persona di riferimento* __________________________________________tel.___________________________
e-mail ________________________________________________________________________________________

Firma_____________________________________________
N.B. Il modulo debitamente compilato deve essere inviato per via e-mail  o per fax alla 
Farmacia Ospedaliera di riferimento
Nota: * campi obbligatori 
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