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Anexo II 

REQUERIMENTO DE INSCRIÇÃO DE CANDIDATURA DE CHAPA 

 

COMISSÃO DE ÉTICA MÉDICA – 2023/2025 

 

 

Os médicos abaixo indicados, vem perante a Comissão Eleitoral da Irmandade da Santa Casa de 

Misericórdia de Porto Alegre, formalizar o requerimento de INSCRIÇÃO da Chapa que os mesmos 

integram, para fins de Compor a Comissão de Ética Médica da ISCMPA, se eleitos forem. 

 

Nos termos do Artigo 15§ 1º da Resolução CFM 2.152/2016 a Chapa designa o Membro 

________________________________ como seu representante para acompanhar os trabalhos da 

Comissão Eleitoral. 

 

 

Membros Titulares Matriz Membros Suplentes Matriz 

   

Nome: ___________________________________ 

CRM____________________________________ 

Telefone: ________________________________ 

E-mail: __________________________________ 

Hospital que Representa:____________________ 

 

Nome: ___________________________________ 

CRM____________________________________ 

Telefone: ________________________________ 

E-mail: __________________________________ 

Hospital que Representa:____________________ 

 

Nome: ___________________________________ 

CRM____________________________________ 

Telefone: ________________________________ 

E-mail: __________________________________ 

Hospital que Representa:____________________ 

 

Nome: ___________________________________ 

CRM____________________________________ 

Telefone: ________________________________ 

E-mail: __________________________________ 

Hospital que Representa:____________________ 

 

Nome: ___________________________________ 

CRM____________________________________ 

Telefone: ________________________________ 

E-mail: __________________________________ 

Hospital que Representa:____________________ 

 

Nome: ___________________________________ 

CRM____________________________________ 

Telefone: ________________________________ 

E-mail: __________________________________ 

Hospital que Representa:____________________ 



 
 

 

 

Nome: ___________________________________ 

CRM____________________________________ 

Telefone: ________________________________ 

E-mail: __________________________________ 

Hospital que Representa:____________________ 

 

Nome: ___________________________________ 

CRM____________________________________ 

Telefone: ________________________________ 

E-mail: __________________________________ 

Hospital que Representa:____________________ 

 

Nome: ___________________________________ 

CRM____________________________________ 

Telefone: ________________________________ 

E-mail: __________________________________ 

Hospital que Representa:____________________ 

 

Nome: ___________________________________ 

CRM____________________________________ 

Telefone: ________________________________ 

E-mail: __________________________________ 

Hospital que Representa:____________________ 

 

Nome: ___________________________________ 

CRM____________________________________ 

Telefone: ________________________________ 

E-mail: __________________________________ 

Hospital que Representa:____________________ 

 

Nome: ___________________________________ 

CRM____________________________________ 

Telefone: ________________________________ 

E-mail: __________________________________ 

Hospital que Representa:____________________ 

 

Nome: ___________________________________ 

CRM____________________________________ 

Telefone: ________________________________ 

E-mail: __________________________________ 

Hospital que Representa:____________________ 

 

Nome: ___________________________________ 

CRM____________________________________ 

Telefone: ________________________________ 

E-mail: __________________________________ 

Hospital que Representa:____________________ 

 

Nome: ___________________________________ 

CRM____________________________________ 

Telefone: ________________________________ 

E-mail: __________________________________ 

Hospital que Representa:____________________ 

 

Nome: ___________________________________ 

CRM____________________________________ 

Telefone: ________________________________ 

E-mail: __________________________________ 

Hospital que Representa:____________________ 



 
 

 

 
 

Membros Titulares Hospital Dom João Becker Membros Suplentes Hospital Dom João Becker 

   

Nome: ___________________________________ 

CRM____________________________________ 

Telefone: ________________________________ 

E-mail: __________________________________ 

Hospital que Representa:____________________ 

 

Nome: ___________________________________ 

CRM____________________________________ 

Telefone: ________________________________ 

E-mail: __________________________________ 

Hospital que Representa:____________________ 

 

Nome: ___________________________________ 

CRM____________________________________ 

Telefone: ________________________________ 

E-mail: __________________________________ 

Hospital que Representa:____________________ 

 

Nome: ___________________________________ 

CRM____________________________________ 

Telefone: ________________________________ 

E-mail: __________________________________ 

Hospital que Representa:____________________ 

 

 

Os membros acima nominados declaram não estar impedidos de concorrer à esta eleição e ter integral 

conhecimento da Resolução CFM 2.152/2016. 

 

Porto Alegre, _____________ janeiro de 2023. 

 

Titulares:     Suplentes: 

________________________________________ 
Nome: 

______________________________________ 
Nome: 

_______________________________________ 
Nome: 

______________________________________ 
Nome: 

________________________________________ 
Nome: 

______________________________________ 
Nome: 

_______________________________________ 
Nome: 

________________________________________ 
Nome: 



 
 

 

________________________________________ 
Nome: 

______________________________________ 
Nome: 

_______________________________________ 
Nome: 

________________________________________ 
Nome: 

________________________________________ 
Nome: 

______________________________________ 
Nome: 

_______________________________________ 
Nome: 

________________________________________ 
Nome: 

________________________________________ 
Nome: 

______________________________________ 
Nome: 

_______________________________________ 
Nome: 

________________________________________ 
Nome: 

________________________________________ 
Nome: 

______________________________________ 
Nome: 

_______________________________________ 
Nome: 

________________________________________ 
Nome: 
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