Cuestionario  Silicosis
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Formulario médico


 

                                                                    Formulario N° 
                                              
 Iniciales del nombre/apellido/tres último número DNI                                                                                                  



Antecedentes personales
TABACO 


Si 
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                     No                
Extabaquista 
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Carga tabáquica P/A 
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Otros: ……………………………………………………………………………………………………………………………………………………………….
SINTOMAS
Tos
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Disnea
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Dolor
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Otros
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Métodos de Diagnóstico:
RX
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TAC
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Espirometría
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DLCO
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Fibrobroncoscopía




[image: image13]
VATS
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Luz Polarizada
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Otros
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Diagnóstico 
Silicosis 

Aguda 
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Acelerada 
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Crónica 
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Simple 
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Complicada 
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Patologias  associadas 

Fibrosis 
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TBC 
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Ca Pulmon 

  EPID 
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Enf.Autoinmune 
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Tratamiento
Lista de trasplante 
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oxigenoterapia 
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Rehabiliatcion 
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Otros
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En el caso de responder Otros Indique cual/ les:  ……………………………………………………………………………………………………………………………………………………………………






Fecha___/___/____





Apellido y Nombre:…………………………………………… …….DNI…………………………





Edad:……..años                              .Sexo: Masculino		     Femenino:





Dirección……………………………..Ciudad 	





Teléfono: ……………………………..Provincia.
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