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DISTRETTO OVEST VERONESE - BUSSOLENGO
SCHEDA DI RACCOLTA DEI DATI FORNITI DALL’EQUIPE PSICHIATRICA

COGNOME   __________________________________    NOME   ________________________________

Cenni sulla vita dell’utente
____________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

Obiettivi individuati dall’équipe psichiatrica per l’inserimento lavorativo

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

Diagnosi 

________________________________________________________________________________________________________

________________________________________________________________________________________________________

Presenza in anamnesi di comportamenti a rischio    (   NO             (  SI     (specificare)
________________________________
________________________________________________________________________________________________________

________________________________________________________________________________________________________

uso di alcool                   (   NO             (  SI     (specificare)
_________________________________________________________ ________________________________________________________________________________________________________

uso stupefacenti            (   NO             (  SI     (specificare)
________________________________________________________________

________________________________________________________________________________________________________

uso di altre sostanze     (   NO             (  SI     (specificare)
________________________________________________________________

________________________________________________________________________________________________________

Durata in anni e mesi della malattia (dal 1° intervento psichiatrico registrato)   ________________________________________

Numero di ricoveri in SPDC ___________    TSO  __________ durata ricoveri ________________________________________

Tipo e durata dei trattamenti riabilitativi precedenti alla segnalazione ______________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

SITUAZIONE CLINICA ATTUALE

Disturbi comportamentali
__________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

Disturbi d’ansia  e dell’umore
_______________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

Disturbi cognitivi
________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

Disturbi percettivi e ideativi
________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

INTERVENTI TERAPEUTICI IN ATTO 

Farmacoterapia (frequenza, modalità di assunzione dei farmaci, effetti collaterali) _______________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

Terapia prescritta dal Dott. __________________________________________

Psicoterapia attuata dal Dott. ________________________________________

Modalità __________________________________________________________________________________________________

Frequenza ________________________________________________________________________________________________

Interventi riabilitativi in atto  _________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

Bisogni particolari (necessità di non stare da solo, necessità di essere stimolato ed incoraggiato, etc.)
_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

OPERATORI IMPEGNATI NELLA GESTIONE DELL’UTENTE

(
MEDICO
___________________________________________________________________________________-

(
PSICOLOGO
___________________________________________________________________________________

· OPERATORI ASSISTENZA
____________________________________________________________________

(
INFERMIERI
___________________________________________________________________________________

(
ASSISTENTE SOCIALE
___________________________________________________________________________

Data ______________________________


Firma del medico _____________________________________

