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	Paciente:_______________________________________________________________________________.

Eu______________________________________________________________________________________, portador do Cartão Nacional de Saúde de n° ____________________________________, RG n° ____________________________, morador da rua _______________________________________________  _______________________________________________________ complemento ______________________, Bairro __________________________________________, CEP _______________________, telefones (___) _________________________________________________, estou devolvendo os equipamentos de Oxigenoterapia Domiciliar Prolongada (ODP) pelo motivo de________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________ e autorizo a recolha dos equipamentos (listar quais equipamentos) : ___________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.

	

	________________________, _______ de _______________________ de 20___. 
(Município, dia, mês e ano)

__________________________________________________

(Assinatura do Paciente)

__________________________________________________

(Assinatura do Responsável)  


Termo de Desistência dos Equipamentos de ODP
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