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  CÂMARA MUNICIPAL DE SANTOS

​
REQUERIMENTO DE CANCELAMENTO DE CESSÃO
Sr.(a): _____________________________________________________________________________
CPF nº: ___________________________________________________________________________
RF-PMS nº: __________________________ 
Cargo: ____________________________________________________________________________
Lotação: __________________________________________________________________________
A partir de: _______________________________________________________________________
Vereador requerente: _____________________________________________________________
Data: ____/____/_______
______________________________
Assinatura do Vereador
Praça Ten. Mauro Batista Miranda, 01 – Vila Nova – CEP 11.013-360 Fone (13) 3211-4100
www.camarasantos.sp.gov.br

