
 

PROTESI E CURE ODONTOIATRICHE 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 
Ditta n° _____________  Operaio n° _____________ Qualifica ___________   APE n° _______ 

                     ORE n° _______ 

 

 

Firma _______________________________________________ 

 

 

fa domanda perché gli venga corrisposto contributo ______________________________________ 

_______________________________________________________________________________________ 

 

------------------------------------------------------------------------------------------------------------------------ 

 

Documenti allegati 

 
A) Fattura _______________________________________________________________________ 

B) Ricevuta fiscale ________________________________________________________________ 

C) Altro _________________________________________________________________________ 

 

------------------------------------------------------------------------------------------------------------------------ 

 

Esito domanda 

 
1) Accettata _____________________________________________________________________ 

2) Non accettata __________________________________________________________________ 

Note: ___________________________________________________________________________ 

 
Cognome______________________________________________ 

 

Nome ________________________________________________ 

 

Data Nascita _______/______/______________ 

 

Residente________________________________ Tel __________ 

 

Via ________________________________ N.________________ 

 

Data domanda _______________________ 
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