CATRE

COMISIA LOCALA DE SPECIALITATE PRIVIND APROBAREA TRATAMENTULUI IN AFECTIUNI NEUROPSIHIATRICE INFANTILE

REFERAT DE JUSTIFICARE 




TRATAMENT CU

⁭    METHYLFENIDATUM






            ⁭    ATOMOXETINUM

   ⁫ Initiere




   ⁫ Continuare

Numele si prenumele pacientului__________________________________________

CNP pacient____________________________________________________________

Domiciliul _____________________________________________________________

Diagnostic_____________________________________________________________

Documentele medicale care sustin diagnosticul si necesitatea instituirii/continuarii terapiei:



consult neuropsihiatric         ⁭


examen psihologic                 ⁭
se gasesc la sediul cabinetului. 

Medic curant(nume, prenume, institutia sanitara)____________________________

______________________________________________________________________

Tratament propus( doza)______________________________________

______________________________________________________________________

______________________________________________________________________

Durata propusa pentru efectuarea tratamentului____________________________

Data intocmirii_____________

Raspund de exactitatea datelor 
Medic curant
(semnatura, parafa)






__________________      
Perioada de tratament aprobata de comisie_________________________________

Observatii_____________________________________________________________

______________________________________________________________________

Comisie,

 prin medicul desemnat

