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AZIENDA ISOLA
Azienda Speciale Consortile per i Servizi alla persona
Ambito Isola Bergamasca Bassa Val San Martino

Via G. Bravi, 16 – Terno d’Isola (BG)


SCHEDA DI SEGNALAZIONE 
ADM
SEGNALAZIONE EFFETTUATA DA  _____________________________________________

ENTE DI APPARTENENZA ____________________________________________________

INDIRIZZO _______________________________________________________________ TEL. ____________________ FAX __________________ E-MAIL ____________________

CODICE FISCALE DEI MINORI COINVOLTI:
DATI ANAGRAFICI NUCLEO FAMILIARE

	
	Cognome e Nome
	Nazionalità
	Data di nascita
	Luogo di nascita
	Titolo di studio
	Professione
	Tessera sanitaria

	PADRE
	
	
	
	
	
	
	

	MADRE
	
	
	
	
	
	
	

	FIGLIO                 1
	
	
	
	
	
	
	

	FIGLIO 2
	
	
	
	
	
	
	

	FIGLIO 3
	
	
	
	
	
	
	

	(ALTRI)
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Residenza

Via __________________________________ N° ________ Comune_______________________________________________________

Provincia _______________________________________________________

 Telefono_______________________________________________________

INFORMAZIONI FAMILIARI SPECIFICHE
Situazione abitativa ____________________________________________________________________________________________________________________________________________________________ 

Situazione socio-economica ____________________________________________________________________________________________________________________________________________________________

Situazione igienico-sanitaria ____________________________________________________________________________________________________________________________________________________________

Situazione socio-culturale ____________________________________________________________________________________________________________________________________________________________

Situazione educativo-relazionale ____________________________________________________________________________________________________________________________________________________________
Altro ____________________________________________________________________________________________________________________________________________________________

PROBLEMATICHE FAMILIARI SPECIFICHE

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	
	Padre


	Madre
	Figlio 1
	Figlio 2
	Figlio 3

	Malattie fisiche


	
	
	
	
	

	Malattie psichiche


	
	
	
	
	

	Invalidità


	
	
	
	
	

	Tossicodipendenza


	
	
	
	
	

	Alcolismo


	
	
	
	
	

	AIDS


	
	
	
	
	

	Carcere


	
	
	
	
	

	Eventi critici


	
	
	
	
	

	Altro


	
	
	
	
	


DATI RELATIVI AL/AI MINORI PER CUI SI IPOTIZZA L’A.D.M.

(Da ripetere per ogni minore per il quale si ipotizza l’intervento)

COGNOME E NOME _________________________________________________________

Rapporto con i genitori __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Rapporto con altri componenti del nucleo __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Rapporto con i coetanei __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Inserimento scolastico __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Inserimento in attività extrascolastiche __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Provvedimenti giudiziari __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Problematiche specifiche

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Carenza di sviluppo psico-fisico __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Problemi comportamentali __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Difficoltà scolastiche __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Disturbi nell’area psicologica __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Disturbi nell’area relazionale / affettiva /emotiva __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Scheda riepilogativa del network del minore
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___________________________________________________________________

INTERVENTI PRECEDENTI SUL NUCLEO FAMILIARE

Specificare: soggetto, tempi, durata e esito 

	Sostegno

sociale


	

	Sostegno scolastico


	

	Logopedia / Psicomotricità


	

	Sostegno psicologico


	

	Affido familiare


	

	Comunità alloggio


	

	ADM


	

	Altro


	


PRESA IN CARICO ATTUALE DEL SERVIZIO SOCIALE

Interventi in corso per il minore ______________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

Interventi in corso per altri componenti del nucleo 

____________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________

Altri Servizi coinvolti

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

A.D.M.
OBIETTIVI

RELATIVI AL /AI MINORI 

____________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________

RELATIVI AL NUCLEO FAMILIARE 

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

TEMPI (IPOTESI)

Frequenza

N° giorni alla settimana ________________N° ore alla settimana___________________

Durata prevista

______________________________________________________________________________

EVENTUALI PRECISAZIONI

La famiglia è favorevole all’intervento _____________________________________________________________________________________________________________________________________________________________________________________________________________________ 

REFERENTI

Per il Comune ______________________________________________________________________________

Per il Distretto ______________________________________________________________________________

EVENTUALI ALLEGATI

1) _______________________________________________________________________

2) _______________________________________________________________________

3) _______________________________________________________________________

4) _______________________________________________________________________

SCHEDA COMPILATA DA _____________________________________________________

IN DATA_______________

SCUOLA





AMICIZIE





TEMPO LIBERO





FAMIGLIA





LAVORO





SERVIZI SOCIALI





MINORE








Partita IVA 03298850169 
e-mail: segreteria@aziendaisola.it
PEC: aziendaisola@propec.it

Tel. 035.199.111.65 - Fax 035.199.111.66

