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RESUMEN DE HISTORIA CLINICA PARA PROVISIÓN  
DE MEDICAMENTOS DE ALTA COSTO Y BAJA INCIDENCIA 

 
Apellido y Nombre: _______________________________________________________________  Fecha de Nacimiento: ____/____/____ 
Edad: _______________ DNI: _______________                   Sexo: F / M 
Afiliado Nro: ____________________ /_____ Teléfono: _______________                Email: ___________________________________ 
Domicilio: _____________________________________________ Provincia: _________________ Localidad: ______________________________ 
 

 
Diagnostico: ____________________________________________________________  Fecha de Nacimiento: ____/____/____ 
Antecedentes: ________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________________ 
Resumen Historia Clínica: ____________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________ 
Resultado Estudios y Análisis: _______________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________ 
 

Droga* Dosis Diaria Días de Tratamiento 
   
   
   
*Droga: Consignar el nombre genérico de la droga indicada. 

 
Medico Tratante: __________________________________________________________________ Matricula Nro: _________________________ 
 
 
Fecha: ____/____/____       Firma y Sello: __________________________ 
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