
 
 
 
 
 
 
 

 
C/ San Pedro de Álcántara, 3          10001  CÁCERES          Teléfono 927 25 62 20 / 22             Telefax 927 21 43 22 / 927 24 43 

 

  
    SOLICITUD DE CAMBIO DE ESPECIALISTA 

 
 

Al Director/a  Médico del Centro: __________________________________________________ 

 

Yo, D/Da ___________________________________________________________________, con 

D.N.I.:   ______________________, nº de teléfono _______________   y domicilio, a efectos de  

notificaciones en la localidad de  _______________________ , provincia de _________________ , 

calle/plaza  ______________________________________________, nº ____ ,C.P.: __________                            

 

EXPONE:  

_______________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

 

 

SOLICITA CAMBIO DE ESPECIALISTA: 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

 
   

  En Cáceres,  a ____  de _________________ 20___ 
 
 
 
 

 Fdo:   ________________________________________________________ 
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