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Allegato A/6

SCHEDA COMPARAZIONE PREZZI DA ALLEGARE ALL’ OFFERTA
Procedura aperta per l’affidamento del servizio per l’accreditamento dell’U.O. Medicina Trasfusionale dell’Arnas Civico ai sensi dei requisiti  del Centro Nazionale Sangue (CNS) e del Centro Regionale sangue (CRS)  ed agli standard internazionali UNI EN ISO 9001.2008

N° di CIG  ZB410B99897
Il sottoscritto _____________________________________________________________________________

legale rappresentante della ditta ______________________________________________________con sede in______________________________________________________________________________________

partecipante alla gara in oggetto
D I C H I A R A
sotto la propria responsabilità, che i prezzi * al netto di I.V.A, per gli stessi prodotti, praticati negli ultimi dodici mesi dalla ditta presso altre Aziende Ospedaliere o Sanitarie , sono i seguenti:

*indicare i tre migliori prezzi praticati negli ultimi dodici mesi, per gli stessi prodotti offerti, presso altre aziende sanitarie  
Azienda Ospedaliera e/o Sanitaria:_________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

art._________________________________cod.|_|_|_|_|_|_|_|_|_|_|_|_|_|_| a €. |_|_|_||_|_|_|_|_|_|_|_|_| 

CND___________/RDM____________ 


Azienda Ospedaliera e/o Sanitaria:_________________________________________________________

_______________________________________________________________________________________

_____________________________________________________________________________________

art._________________________________cod.|_|_|_|_|_|_|_|_|_|_|_|_|_|_| a €. |_|_|_||_|_|_|_|_|_|_|_|_| 

CND___________/RDM____________ 


Azienda Ospedaliera e/o Sanitaria:_________________________________________________________

_______________________________________________________________________________________

______________________________________________________________________________________

art._________________________________cod.|_|_|_|_|_|_|_|_|_|_|_|_|_|_| a €. |_|_|_||_|_|_|_|_|_|_|_|_| 

CND___________/RDM____________ 


Azienda Ospedaliera e/o Sanitaria:_________________________________________________________

_______________________________________________________________________________________

_______________________ _______________________________________________________________

art._________________________________cod.|_|_|_|_|_|_|_|_|_|_|_|_|_|_| a €. |_|_|_||_|_|_|_|_|_|_|_|_| 

CND___________/RDM____________ 


Azienda Ospedaliera e/o Sanitaria:_________________________________________________________

_______________________________________________________________________________________

________________________ _______________________________________________________________

art._________________________________cod.|_|_|_|_|_|_|_|_|_|_|_|_|_|_| a €. |_|_|_||_|_|_|_|_|_|_|_|_| 

CND___________/RDM____________ 

Azienda Ospedaliera e/o Sanitaria:_________________________________________________________

_______________________________________________________________________________________

________________________ _______________________________________________________________

art._________________________________cod.|_|_|_|_|_|_|_|_|_|_|_|_|_|_| a €. |_|_|_||_|_|_|_|_|_|_|_|_| 

CND___________/RDM____________ 

Azienda Ospedaliera e/o Sanitaria:_________________________________________________________

_______________________________________________________________________________________

________________________ _______________________________________________________________

art._________________________________cod.|_|_|_|_|_|_|_|_|_|_|_|_|_|_| a €. |_|_|_||_|_|_|_|_|_|_|_|_| 

CND___________/RDM____________ 


Azienda Ospedaliera e/o Sanitaria:_________________________________________________________

_______________________________________________________________________________________

________________________ _______________________________________________________________

art._________________________________cod.|_|_|_|_|_|_|_|_|_|_|_|_|_|_| a €. |_|_|_||_|_|_|_|_|_|_|_|_| 

CND___________/RDM____________


Azienda Ospedaliera e/o Sanitaria:_________________________________________________________

_______________________________________________________________________________________

________________________ _______________________________________________________________

art._________________________________cod.|_|_|_|_|_|_|_|_|_|_|_|_|_|_| a €. |_|_|_||_|_|_|_|_|_|_|_|_| 

CND___________/RDM____________


Azienda Ospedaliera e/o Sanitaria:_________________________________________________________

_______________________________________________________________________________________

________________________ _______________________________________________________________

art._________________________________cod.|_|_|_|_|_|_|_|_|_|_|_|_|_|_| a €. |_|_|_||_|_|_|_|_|_|_|_|_| 

CND___________/RDM____________


Azienda Ospedaliera e/o Sanitaria:_________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

art._________________________________cod.|_|_|_|_|_|_|_|_|_|_|_|_|_|_| a €. |_|_|_||_|_|_|_|_|_|_|_|_| 

CND___________/RDM____________


Azienda Ospedaliera e/o Sanitaria:_________________________________________________________

_______________________________________________________________________________________

_______________________ _______________________________________________________________

art._________________________________cod.|_|_|_|_|_|_|_|_|_|_|_|_|_|_| a €. |_|_|_||_|_|_|_|_|_|_|_|_| 

CND___________/RDM____________


Azienda Ospedaliera e/o Sanitaria:_________________________________________________________

_______________________________________________________________________________________

Canone di noleggio annuo _______________________________________________________________

art._________________________________cod.|_|_|_|_|_|_|_|_|_|_|_|_|_|_| a €. |_|_|_||_|_|_|_|_|_|_|_|_| 

CND___________/RDM____________


______________________________________________________________________________________

_______________________________________________________________________________________

________________________ _______________________________________________________________

art._________________________________cod.|_|_|_|_|_|_|_|_|_|_|_|_|_|_| a €. |_|_|_||_|_|_|_|_|_|_|_|_| 

CND___________/RDM____________


Azienda Ospedaliera e/o Sanitaria:_________________________________________________________

_______________________________________________________________________________________

________________________ _______________________________________________________________

art._________________________________cod.|_|_|_|_|_|_|_|_|_|_|_|_|_|_| a €. |_|_|_||_|_|_|_|_|_|_|_|_| 

CND___________/RDM____________


Azienda Ospedaliera e/o Sanitaria:_________________________________________________________

_______________________________________________________________________________________

________________________ _______________________________________________________________

art._________________________________cod.|_|_|_|_|_|_|_|_|_|_|_|_|_|_| a €. |_|_|_||_|_|_|_|_|_|_|_|_| 

CND___________/RDM____________


Azienda Ospedaliera e/o Sanitaria:_________________________________________________________

_______________________________________________________________________________________

_______________________ _______________________________________________________________

art._________________________________cod.|_|_|_|_|_|_|_|_|_|_|_|_|_|_| a €. |_|_|_||_|_|_|_|_|_|_|_|_| 

CND___________/RDM____________


Azienda Ospedaliera e/o Sanitaria:_________________________________________________________

_______________________________________________________________________________________

________________________ _______________________________________________________________

art._________________________________cod.|_|_|_|_|_|_|_|_|_|_|_|_|_|_| a €. |_|_|_||_|_|_|_|_|_|_|_|_| 

CND___________/RDM____________


Il legale rappresentante







_____________________
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