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CARTELLA ASSISTENZA DOMICILIARE PROGRAMMATA (ADP) 
 
 
DISTRETTO __________________________________ 
 
 
 
 

COGNOME ______________________________NOME____________________ESENZ. _____________ 

NATO A ______________________________ IL __________ ___________ C.F. ____________________ 

DOMICILIO ___________________________________________________________________________ 

FAMILIARE _________________________________________ ___TEL. __________________________ 

RECAPITI TELEFONICI _________________________________________________________________ 

 
 

 

 
AMBULATORIO INFERMIERISTICO 

 
GIORNO E ORARIO _________________________ 

TEL. AMB. _________________________________ 

 

 
MEDICO DI FAMIGLIA 

dalle ore 8.00 alle 20.00 dal lunedì al venerdì 
sabato e prefestivo fino alle ore 10.00 

 
GIORNO E ORARIO _________________________ 

TEL. AMB. _________________________________ 

CELLULARE _______________________________ 

 

 
GUARDIA MEDICA 

dal lunedì al venerdì dalle ore 20.00 alle ore 8.00  
sabato dalle ore 10.00 fino alle ore 8.00 del luned ì 
prefestivi dalle ore 10.00 
 

 
 

TELEFONO_______________________________ 
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ANAMNESI PATOLOGICA REMOTA 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

 

ANAMNESI PATOLOGICA PROSSIMA 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 
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ESAME OBIETTIVO 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

 

 

DIAGNOSI 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

 

ALLERGIE INTOLLERANZE 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

 

DATA __________________________ 

 

FIRMA DEL MEDICO DI FAMIGLIA 
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DATA DIARIO CLINICO FIRMA 
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DATA DIARIO CLINICO FIRMA 
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SCHEDA DI TERAPIA 
La terapia va prescritta unicamente su questa sched a in modo leggibile e inequivocabile (stampatello).  

L’aggiornamento della terapia prevede che venga bar rata la prescrizione precedente con trascrizione co mpleta. 

Ogni variazione di terapia deve essere datata, timb rata e controfirmata. 

Gli infermieri non son autorizzati a trascrivere la  terapia medica. 

 

DATA FARMACO POSOLOGIA 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 
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SCHEDA DI TERAPIA 
La terapia va prescritta unicamente su questa sched a in modo leggibile e inequivocabile (stampatello).  

L’aggiornamento della terapia prevede che venga bar rata la prescrizione precedente con trascrizione co mpleta. 

Ogni variazione di terapia deve essere datata, timb rata e controfirmata. 

Gli infermieri non son autorizzati a trascrivere la  terapia medica. 

 

DATA FARMACO POSOLOGIA 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 
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INFORMAZIONI 

 

 

A COSA SERVE IL MODULO  
Il presente modulo viene utilizzato per la registrazione degli accessi effettuati dal MMG c/o il domicilio dei propri 
assistiti in regime di Assistenza Domiciliare Programmata. 
 
CHI DEVE COMPILARE IL MODULO  
Il modulo deve essere compilato dal MMG 
 
MODALITA’ DI CONSEGNA DEL MODULO ALL’ASL 
Il modulo, terminato il servizio di Assistenza Domiciliare Programmata, deve essere consegnato al Distretto 
territorialmente competente  
 
MODALITÀ E TERMINI DI RISPOSTA  
La frequenza degli accessi programmati può essere settimanale, quindicinale o mensile e la durata di intervento 
in A.D.P. può essere trimestrale, semestrale o annuale, così come definito nel modello di proposta autorizzato dal 
Distretto territorialmente competente (MODdad702). 
 
 
RIFERIMENTI  
Distretti  http://www.aslcn1.it/assistenza-territoriale/distretti-sanitari/assistenza-domiciliare/  

 
 


