
SCHEDA DI PRIMA VISITA - Foglio A: Modulo di invio 
  

Al Centro di Salute Mentale di ____________________________________ 

 
 

 

 

SIG./RA __________________________________________________________________  DI ANNI   ____________  

 

RESIDENTE A    _________________________________________________________________________________ 

 

MOTIVO DELLA RICHIESTA  _____________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

STORIA CLINICA E TRATTAMENTI PSICHIATRICI PREGRESSI  ______________________________________ 

 

________________________________________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

ELEMENTI SIGNIFICATIVI DELLA STORIA PERSONALE E DELLA SITUAZIONE SOCIOAMBIENTALE 

 

_______________________________________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

PATOLOGIE FISICHE CONCOMITANTI  ____________________________________________________________ 

 

________________________________________________________________________________________________ 

 

________________________________________________________________________________________________ 

 
TERAPIE IN ATTO  ______________________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

 

 Data  _________________   Il Medico di Medicina Generale 

 

 

       Dott. __________________________   

 

 



 

 

SCHEDA DI PRIMA VISITA – Foglio B: Consulenza psichiatrica 
 

Al Medico di Medicina Generale Dott. ___________________________ 

 

 
SIG./RA _______________________________________________________________________________________ 

 
ESAME PSICHICO _______________________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

 

CONCLUSIONI DIAGNOSTICHE  __________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

 

INDICAZIONI TERAPEUTICHE  ___________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

 

INDICAZIONI SULLA PRESA IN CARICO 

 

    

 

    
 

     

 

________________________________________________________________________________ 

   

________________________________________________________________________________________________ 

 

 

 

 Data  _________________        Lo Psichiatra del Centro di Salute Mentale 

 

       Dott. _____________________________  

 

 


