
MODULO RICHIESTA CONSEGNA FARMACI A DOMICILIO

Il /La Sotooscrto/a

____________________________________________C.F. ________________________________________
                           (Cognome Nome)

____________________________________________C.F. ________________________________________
                           (Cognome Nome)

____________________________________________C.F. ________________________________________
                           (Cognome Nome)

Reordente rn _________________________________Vra/Prazza____________________________________

Resaprto Telefonrso_______________________________________________________________________

RICHIEDE

Dr uoufcurce del oecvrzro dr sonoegna a domrsrlro dr facmasr,  actsolr oanrtacr e facmasr da banso droponrbrlr rn
facmasra.

Drshraca dr assetace la ooottuzrone son facmaso genecrso equrvalente, oalvo drvecoa rndrsazrone del medrso
pceoscrtoce.       SI      NO

Data,________________________________ Frcma______________________________________________

Frcma_____________________________________________

Frcma_____________________________________________

Il  /La  Sotooscrto/a______________________________ eoecsente la  poteotà  genrtocrale  pec  r  famrglracr
mrnocennr, crshrede rl oecvrzro pec :

__________________________________________ C.F.__________________________________________

__________________________________________C.F. __________________________________________


