CATRE

COMISIA LOCALA DE SPECIALITATE PRIVIND APROBAREA TRATAMENTULUI IN AFECTIUNI GINECOLOGICE
REFERAT DE JUSTIFICARE 




TRATAMENT METRORAGIE IDIOPATICA
⁭                         LEVONORGESTRELUM   



Numele si prenumele pacientei__________________________________________

CNP pacient_____________________________________varsta ________________

Domiciliul _____________________________________________________________

Diagnostic_____________________________________________________________
Documentele medicale care sustin diagnosticul si necesitatea instituirii terapiei 

( se anexeaza in copie):

examen ginecologic





          ⁭



examen ecografic transvaginal         


          ⁭



examen citologic si bacteriologic al secretiei vaginale                 ⁭
Comorbiditati__________________________________________________________

Medic curant(nume, prenume, institutia sanitara)____________________________

______________________________________________________________________

Tratament propus(medicament, doza)______________________________________

______________________________________________________________________

______________________________________________________________________

Data intocmirii_____________

Medic curant
(semnatura, parafa)

__________________                                            

Observatiile comisiei_____________________________________________________
_______________________________________________________________________
Comisie,

 prin medicul desemnat

