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       FORMULARIO DENUNCIA

TRIBUNAL REGIONAL ÉTICA

CONCEPCIÓN

SOBRE QUIÉN DENUNCIA

Nombre completo denunciante:

_________________________________________________________________________

Correo Electrónico:





RUT:

___________________________________


_________________________

Domicilio:

__________________________________________________________________________

Teléfono contacto:

____________________________

SOBRE MÉDICO/A DENUNCIADO/A

Nombre completo:
____________________________________________________________________________
RUT o RCM 
___________________________________

Lugar del hecho:

_____________________________________________________________________________

Descripción de los hechos:

______________________________________________________________________________
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Enviar formulario y documentos relativos a esta denuncia a: tribunaleticaconcepcion@colegiomedico.cl

fica ograw.udecmed.clleta en el link de la biograf_____________________________________________________________________________
