
      

 

 

 

 

CERTIFICATO MEDICO 
 

(per richiedere la pensione di inabilità) 
 
 

Il sottoscritt_  ____________________________________________________________________ 

Codice Fiscale |___|___|___|___|___|___|___|___|___|___|___|___|___|___|___|___|, con studio in 

__________________________________________________________________, (prov. _______), 

Via__________________________________________________, n. __________, c.a.p._________. 

 

Certifica che: 

 

il/la Dott./Dott.ssa __________________________________________________________ nat_   il  

|__|__|/|__|__|/|__|__|__|__| a  ________________________________________________________,   

(prov._______), Codice Fiscale |___|___|___|___|___|___|___|___|___|___|___|___|___|___|___|___| 

è affett_ da: (non allegare documentazione sanitaria) 

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________ 

____________________________________________________________________ 

 
Tale/i patologia/e comporta/ano dal |__|__|/|__|__|/|__|__|__|__|__| l’incapacità permanente e totale 

all’esercizio della professione di Dottore Commercialista. 

 
Data  |__|__|/|__|__|/|__|__|__|__|  

FIRMA E TIMBRO DEL MEDICO                                                                                          

__________________________________ 


