
Logo AF 


AUTOCERTIFICAZIONE ORARIO IN MODALITA’SMART-WORKING – EMERGENZA COVID-19
Nome e cognome del dipendente: ________________________________________________________________

Data: ____________________________________
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 Firma del Dipendente

                                                                                                                        ________________________________________
Firma del Coordinatore
                                                                                                         ________________________________________
                                                                                                                                          Firma del Consigliere Segretario 

                                                                                                         ________________________________________
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