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FONDAZIONE ELEONORA E LIDIA  
RESIDENZA SANITARIA PER DISABILI – ONLUS 

Via Priv.Orsenigo n. 11 Figino Serenza (CO) 
Tel. 031/726539 fax. 031/782201 

C.F./P.IVA 02019250139 
e-mail: elediafond@fondazioneeleonora.191.it 

P.E.C. : elediafond@legalmail.it 
 

Certificato del medico curante 
(da allegare alla domanda di ammissione) 

 
 

Nome e cognome _________________________________________________________________ 

Nato/a a   ________________________________________ il _______________________ 

Residente a  _________________________________________________________________ 

Via/Piazza   ______________________________________________ n° ________________ 

Codice sanitario |__|__|__|__|__|__|__|__| 

 

Attuale sistemazione ❑ domicilio   ❑ ospedale 

   ❑ istituto di riabilitazione ❑ altro ________________________ 
 

 

CONDIZIONI GENERALI ATTUALI:  buone           mediocri          gravi     
 

 

Anamnesi familiare 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
 

Anamnesi fisiologica 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
 

Anamnesi patologica remota 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
 

ESAME OBIETTIVO PARTICOLARE 
 

Stato generale 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
 

Stato psichico 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
 
 

Apparato cardio circolatorio 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
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Pressione arteriosa 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
 

Apparato respiratorio 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
 

Apparato digerente 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
 

Apparato uro genitale 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
 

Apparato scheletrico 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
 

Sistema nervoso centrale 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 

 

Sistema nervoso periferico 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
 
 

AUTONOMIA:  il paziente è autonomo nel: 
 

lavarsi ❑  si  vestirsi   ❑  si  alimentarsi ❑  si  utilizzare servizi igienici ❑  si 

 ❑  no     ❑  no    ❑  no      ❑  no 

 ❑  con aiuto    ❑  con aiuto   ❑ con aiuto     ❑ con aiuto 
 

 

incontinenza urinaria ❑  assente            incontinenza fecale  ❑  assente             piaghe da decubito  ❑  si   ❑  no 
   ❑  saltuaria            ❑  saltuaria   se “ si”  

   ❑  completa            ❑  completa  ❑  stadio …… 
   ❑  cateterizzata        ❑  sede …………………… 
 
 

deambulazione ❑  buona          in riabilitazione motoria    ❑  si     
   ❑  incerta         ❑  no     

   ❑  con appoggio        ❑  data inizio ……………… 
❑ impossibile 

❑ allettato dal ……………………. 
 
 

STATO PSICHICO ATTUALE: 
 

orientamento nel tempo   ❑  si orientamento nello spazio   ❑  si malattie d’ordine psichico   ❑  si 
          ❑  no              ❑  no           ❑  no 

 

fasi di agitazione/aggressività ❑  si   ha subito ricoveri in reparti od ospedali psichiatrici ❑  si 

    ❑  no                ❑  no 

 

presenta anomalie nel comportamento ❑  si 
      ❑  no  

 

Se “si” segnalare quali: aggressività  autolesionismo  distruttività stereotipie picacismo 

    negativismo iperfagia cleptomania  altro ________________________ 
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SENSORIO:  ❑  Cecità ❑   Ipovisus  ❑ è in grado di comunicare verbalmente 
❑  Sordità ❑   Ipoacusia  ❑ è in grado di comunicare con i gesti 
❑  Mutismo ❑   Disartria 

 

 

TERAPIA IN CORSO  Specificare chiaramente il tipo di farmaco, dosaggio e posologia. 

_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
 

DIAGNOSI 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 

 

ALTRE NOTIZIE UTILI 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
 

EVENTUALI CONDIZIONI PATOLOGICHE DI ACCERTATI INTERVENTI SANITARI 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
 
 
 
 
 
 
Data, _______________       _____________________________ 

(timbro e firma del medico curante) 

 
 
 


