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1) Termini assenti dalla classificazione ICNPTM 

 

a) Tipologia di termine mancante 

 Termine 

 Diagnosi 

 Intervento 

 

b) Indicare il termine/diagnosi/intervento mancante 

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________ 

 

c) Breve descrizione del termine/diagnosi/intervento mancante 
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__________________________________________________________________________ 
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Indicare il Termine/diagnosi/intervento da revisionare 

____________________________________________________________ 
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