
 

 

 

 
Trattamento di CST & SER 

 

VALUTAZIONE DI: 

TUBO DURALE E SEGMENTO FACILITATO 

 

Nome del Paziente: ____________________________________________________ 
 

Nome del capo-terapista: _____________________________ Data: ___/___/_____ 
 

 

 
TRAZIONE DEL TUBO DURALE E RILEVAMENTO DEL SEGMENTO FACILITATO DEL PAZIENTE 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

COMMENTI: 

  _______________________________________________________________________________________ 

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________  


