                                                                                                   Alla Cooperativa PROGEST

RICHIESTA ATTIVAZIONE INTERVENTI ASSISTENZIALI
Sig./Sig.ra_______________________________________________________________________
luogo e data di nascita______________________________________________________________
indirizzo_________________________________________________________________________
recapito telefonico_________________________________________________________________
altri recapiti______________________________________________________________________
MEDICO CURANTE______________________________________________________________
AREA ED OPERATORE DI RIFERIMENTO___________________________________________

STATO GENERALE DI SALUTE

percentuale invalidità civile__________________indennità accompagnamento ________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

STATO DELL’ABITAZIONE

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________

FIGURE DI RIFERIMENTO FAMILIARI/PARENTALI/AMICALI

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

OBIETTIVO GENERALE DEGLI INTERVENTI
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

IPOTESI DURATA PROGETTO
________________________________________________________________________________

INTERVENTI POSSIBILI
1. ASSISTENZA DOMICILIARE FERIALE DIURNA

2. ASSISTENZA DOMICILIARE FESTIVA E/O NOTTURNA

3. MANUTENZIONE AMBIENTE DOMESTICO

4. INTERVENTI NON PROFESSIONALI DI SOSTEGNO

5. CONSEGNA PASTI AL DOMICILIO

6. TELESOCCORSO

7. CUSTODIA DIURNA

8. ALTRO

OBIETTIVI/ATTIVITA’/CADENZA INTERVENTI

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Firma interessato/familiare___________________________________________________

Firma operatore____________________________________________________________

Data_____________________________________________________________________

deroga presentazione ISEE_____motivazione___________________________________________

Approvato in data_________________________________________________________________

Firma responsabile Area________________________________________________________

	Tipologia beneficiario

	O anziano autosufficiente 
O anziano non autosufficiente 
O disabile 
O minori /famiglia 
O utente CSM


