
Casa per Anziani Fondazione cav. Bruno Patrioli – onlus 

Medesano (PR) 
RELAZIONE MEDICA
Nome _________________________________________________________________________________________
Data e luogo di nascita ___________________________________________________________________________

Residenza _______________________________________________________________________________________________
1. ABITUDINI PERSONALI

ALCOOL


SI’ (


NO (
SUPERALCOOLICI 

SI’ (


NO (
FUMO 



SI’ (


NO (
CAFFE’



SI’ (


NO (
2. ALVO DIURESI

( CONTINENZA

( INCONTINENZA SALTUARIA



( INCONTINENZA TOTALE 

 

( PRESENZA DI CATERE 


 

3. ALIMENTAZIONE
( APPETTITO

( DIETE NECESSARIE ______________________________________________________________________________________
( DIETE CONSIGLIATE _____________________________________________________________________________________
4. NUTRIZIONE

( DA SOLO

( NECESSITA DI AIUTO

( DEVE ESSERE IMBOCCATO

5. ESAME OBIETTIVO

A. CUTE ED ANNESSI (con particolare riferimento a decubiti)

_________________________________________________________________________________________________________
___________________________________________________________________________________________________________
B. APPARATO CARDIO-CIRCOLATORIO

___________________________________________________________________________________________________________
C. APPARATO RESPIRATORIO

___________________________________________________________________________________________________________
D. URO-GENITALE

___________________________________________________________________________________________________________
E. ARTI

___________________________________________________________________________________________________________
F. DEAMBULAZIONE

( DA SOLO
( CON APPOGGIO

( COSTRETTO SEDUTO

( COSTRETTO A LETTO

G. USO DI PROTESI (riferito a tutti gli organi ed apparati) __________________________________________________________
H. PSICHE-SENSORIO

h. 1 ORIENTAMENTO

( COMPLETAMENTE ORIENTATO

( PARZIALMENTE CONFUSO 

 

( TOALMENTE CONFUSO 


 

DESCRIZIONE DEL COMPORTAMENTO ______________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
h. 2 CAPACITA’ CRITICA/GIUDIZIO/MEMORIA

( NORMALE

( PARZIALMENTE COMPROMESSA            

( DETERIORAMENTIO PSICHICO 

COMPLETO  




 

DESCRIZIONE DEL COMPORTAMENTO ______________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________      

h. 3 UMORE/AFFETTIVITA’/EMOTIVITA’/CORSO DEL PENSIERO

( NORMALE

( RISPOSTE AFFETTIVE RIDOTTE O NON SEMPRE 

APPROPRIATE 





( ALLUCINAZIONI E DELIRI 

 

DESCRIZIONE DEL COMPORTAMENTO ______________________________________________________________________
___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

6. COMPORTAMENTO RISPETTO AI FARMACI
( ASSUME FARMACI DA SOLO

( HA BISOGNO DI SUPERVISIONE

( NON HA RESPONSABILITA’ NELL’USO

7. SISTEMA NERVOSO 

MALATTIE _____________________________________________________________________________________________
7.1 EVENTUALI CRISI EPILETTICHE ______________________________________________________________________
8. PROGRESSIVE PATOLOGIE RILEVANTI CON PARTICOLARE RIFERIMENTO AD EVENTUALI RICOVERI

________________________________________________________________________________________________________
9. CONCLUSIONI

________________________________________________________________________________________________________
10. TERAPIE IN CORSO

________________________________________________________________________________________________________
________________________________________________________________________________________________________

11. VACCINAZIONE ANTI-COVID19
________________________________________________________________________________________________________
ALLERGIE _____________________________________________________________________________________________
 PESO CORPOREO _________________ 
Data ______________________________

Timbro e firma 
________________________________________________

PAGE  
3

