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Responsabile dell’impianto radiologico:    Dott.:______________________________________ 
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REGISTRO ESAMI RADIOLOGICI 

Ambulatorio/Studio Odontoiatrico Dott. _________________________________________ Via __________________________ Città  ______________________ 

Apparecchiatura radiologica: Cod. CIVAB ___________ Marca ______________________ Mod. _________________________ Matricola __________________ 


