
 

 

SCHEDA DI PRATICA INDIVIDUALE

Cognome, Nome:   

Struttura: 

Responsabile: 

Data:    Ora inizio:

Vena Impianto:   

Profondità:                      

Metodo 

d’Impianto: 

 

 

 

 

 

 

Allegato Videoclip:  si   

Catetere: Fr:   Lunghezza:  

Problemi/ 

Complicanze:  

 

Firma Operatore     Osservatore

_______________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

 

 

 

 

 

 

____________________________________________

____________________________________________

 

Dipartimento di Area Chirurgica

SC di Anestesia, Rianimazione e

SCHEDA DI PRATICA INDIVIDUALE 

Ora inizio:     Ora Fine:

      Calibro: 

           N. Punture:                  Tunnellizzazione:

 no     Nome video:  

Lunghezza:     Tracciabilità:  

Osservatore    Firma e timbro Responsabile

_____________________________   ______________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________

 

 Inserire tagliando 

autoadesivo

____________________________________________

____________________________________________ 

 

 

Dipartimento di Area Chirurgica 

SC di Anestesia, Rianimazione e T.I.P.O. 
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: 

 

Tunnellizzazione:  si :    no:   

Responsabile 

__________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________ 

 

 

Inserire tagliando 

autoadesivo 


