SCHEDA SANITARIA PER MINORI (Legge regionale n° 247/18) 

Nome e Cognome ________________________________________________________________  

Codice Fiscale: __________________________________________________________________ 
Medico Curante: __________________________________ AUSL: _________________________ 

VACCINAZIONI E MALATTIE PREGRESSE 

[image: image1.png]Difterite si-Yes O
Vaccinato - vaccinated
Diphtheria No a
Tetano si-Yes O
Vaccinato - vaccinated
Tetanus N [
Poliomielite si-ves O
Vaccinato - vaccinated
Poliomyelitis N [0
Epatite B Si-Yes O Malattiapregressa-  Si-Yes OJ
Vaccinato - vaccinated
Hepatitis B N [ Previousdisease  No  [J
Pertosse Si-Yes O | Malattiapregressa-  si-Yes O
Vaccinato - vaccinated
Pertussis No [ Previousdisease  No  []
Emofilob Si-Yes O | Malattiapregressa-  si-Yes [
Vaccinato - vaccinated
Haemophilus b No [J| Previousdisease No []
Morbillo Si-Yes O | Malattiapregressa-  si-Yes [
Vaccinato - vaccinated
Measles N[O Previousdisease _No  [J
Parotite Si-Yes 0| Malattiapregressa-  Si-Yes O
Vaccinato - vaccinated
Mumps N [ Previousdisease  No  []
Rosolia Si-Yes 0| Malattiapregressa-  Si-Yes O
Vaccinato - vaccinated
Rubella No O Previousdisease _No  [J
Varicella Si-Yes 0| Malattiapregressa-  Si-Yes O
Vaccinato - vaccinated
Varicella No  [J Previousdisease  No [
Pneumococco si-Yes 0| Malattiapregressa-  Si-Yes O
Vacinato - vaccinated
Pneumococcal No  [J Previousdisease  No [
Meningococco C ) si-Yes 0| Malattia pregress: si-ves O
Vaccinato - vaccinated
Meningococeal C. No [0 Previousdisease  No [




 

ALLERGIE 

	Elenco 
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Specificare 

	FARMACI 
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	POLLINI 
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	POLVERI 
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	MUFFE 
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	INSETTI 
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INTOLLERANZE ALIMENTARI 

	Elenco 
	[image: image9.png]



Specificare 
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ALTRO: _________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Documentazione allegata inerente patologie e terapie in atto. 

O si in allegato

O no nulla
Data




 Firma del genitore o di chi esercita la responsabilità genitoriale 
_______________________

______________________________________________
