Modulo 2
DATA __________________

ATS DELLA VAL PADANA 
RAGIONE SOCIALE _____________________________________________________________________
TITOLARE/RAPPRESENTANTE LEGALE _____________________________________________________
DIR. TECNICO _________________________________________________________________________
CODICE FARMACIA ___________________________________________________________________
INDIRIZZO _____________________________________________________________________________
LOCALITA’__________________________________________________ C.A.P. ____________________
NUMERO TELEFONICO________________________________FAX ______________________________
E-MAIL ________________________________________________________________________________
E-MAIL PEC ____________________________________________________________________________
ADESIONE CRS-SISS: SI (;
NO (;
TIPOLOGIA: RURALE (;
 RURALE SUSSIDIATA (;
 URBANA (;
PARTITA IVA ___________________________________________________________________________
CODICE FISCALE ______________________________________________________________________
FARMACIA PRIVATA (; 
PUBBLICA (; 
NUMERO SEDE   _________________________________

TIPO DI PAGAMENTO (REGIONALE/SINDACATO) _________________________________________
BANCA DI ACCREDITO_______________________________________AGENZIA__________________

IBAN __________________________________________________________________________________
DATA INIZIO NUOVA GESTIONE__________________________________________________________
DISPENSARIO/FARMACIA SUCCURSALE: SI (; NO (
SE SI, 

· DECRETO AUTORIZZATIVO N.°__________ DEL ___________________
· DATA APERTURA ______________________________________________
· LOCALITA’(indirizzo) ____________________________________________________
· TELEFONO __________________
FAX _______________
· ORARIO__________________________________________________________________
· INDENNITA’ RESIDENZA: SI (, NO (;
SE SI, COMPLETA (; RIDOTTA (
FIRMA DEL TITOLARE/RAPPR.LEGALE
E TIMBRO
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