
______________________________, _____de_______________de________.

SOLICITAÇÃO DE CANCELAMENTO DE INDISPONIBILIDADE

Eu_________________________________________, ( )médico/( )psicólogo, em
atual exercício no município de_________________________________________,
devidamente registrado no CRM/ CRP____________, solicito o cancelamento daindisponibilidade cadastrada em minha agenda no período de ___/___/_____à
___/___/_____ pelos motivos abaixo:
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________

Atenciosamente,

________________________________________
Assinatura e carimbo do profissional
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