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за общо здравословно състояние 
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л.п. №.........................изд.на..................от..............................ЕГН............................................. 
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.................................................................................................................................................. 
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6. Психически статус.................................................................................................................. 

7. Общо състояние...................................................................................................................... 

....................................................................................................................................................... 

8. Диагноза................................................................................................................................... 
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10. Възможност за самообслужване,степен на подвижност................................................... 

....................................................................................................................................................... 

11. Диета....................................................................................................................................... 
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