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 Al Tribunale per i minorenni  

(PEC                                                                                   ) 

 Alla Procura della Repubblica presso il Tribunale per i minorenni  

(PEC                                                                                   ) 

 Al Giudice Tutelare presso il Tribunale Ordinario  

(PEC                                                                                   ) 

 

Il/la sottoscritto ____________________________________________________________________________ 

 

medico della U.O. _______________________________ dell’ospedale di ______________________________ 

 

Dichiaro che 

Il/la paziente/a _________________________________________________ nato/a ____________________  

 

il ___________ residente in ____________________________________ piazza/via _______________________ 

 

è stato valutato in data ___________________________________ e presenta criteri clinici che richiedono: 

 

__________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

I GENITORI 

Genitore 1 _________________________________________________ nato/a ____________________  

 

il ___________ residente in ____________________________________ piazza/via _______________________ 

 

Genitore 2 _________________________________________________ nato/a ____________________  

 

il ___________ residente in ____________________________________ piazza/via _______________________ 

 

HANNO ESPRESSO IL DISSENSO e pertanto 

__________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

Il Medico Richiedente 

Timbro e firma 

 


