
 
 

 

SEGNALAZIONE DI REAZIONE/EVENTO AVVERSO 
AL RESPONSABILE MEDICO 

BANCA DEI TESSUTI MUSCOLO-SCHELETRICI 
TORINO 

 
 
Il sottoscritto Dr. _______________________________________________________________________________ 

Operante presso la seguente Struttura Sanitaria: 

Ospedale/Casa di Cura___________________________________________Reparto_________________________ 

Indirizzo______________________________________________________________________________________ 

Recapito telefonico/fax per comunicazioni urgenti_____________________________________________________ 

 
Segnala di aver rilevato il seguente evento o reazione avversa: 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

Rilevata nel seguente modo: 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

in data_____________________a carico del paziente__________________________________________________ 

sottoposto a impianto di tessuto muscolo-scheletrico in data____________________________________________ 

tipologia del tessuto impiantato ___________________________________________________________________ 

codice identificativo ____________________________________________________________________________  

Note:________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

 Si allega copia della documentazione clinica in merito 
 
 
Data_____________________                        Firma_____________________________________ 
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