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DIAGNÓSTICO POR IMÁGENES
:
 
HOJA DE DERIVACIÓN
EFECTOR QUE DERIVA
:
  __________________________________       
FECHA: 
_______________________________   
       
MÉDICO SOLICITANTE: __________________________________
                      
TEL. DE CONTACTO:
 
 
__________________________________
__
    
1-
DATOS DE
 
L
A
 PACIENTE
: 
NOMBRE Y APELLIDO
:
 _____________
____________________________________________________________________
 
DNI:
 _____________________________________
_______
     
  F. N
AC
:
 
__________________________________________
DOMICILO:
 _____________
_________________________     
LOCALIDAD: 
______________________________________
__
TELÉFONO:   __________________________________________________________________________________________
OBRA SOCIAL:
 ______________________________________________________________________________________
_
_
ESTUDIO SOLICITADO: _________________________________________________________________________________
2- DIAGNÓSTICO CLÍNIC
O
:
_______________________ ____________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________
__________
_________________________
3- BREVE RESUMEN DE HISTORIA CLÍNICA:
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________
FIRMA: ____________________
SELLO: ____________________
CONCURRIR CON ESTUDIOS PREVIOS
)
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