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_______________________________________                 ____________________________________________

Patient Name





   Referring Physician

_______________________________________
__________________
___________________

Diagnosis
Registration Number
Med. Record Number


_______________________________________                 __________________              ___________________ 

Onset






   Time In


Time Out

T _____  BP _______  HR _____  R _____    Pain level before tx ____ After tx ____  Tolerated _______________
SUBJECTIVE:________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

OBJECTIVE:

Wound Assessment:

	Type   
	Location
	Size(cm)
	Depth of Injury
	Drainage Amount
	Drainage Color
	Odor
	Wound Base %
	Peri-wound

Skin
	Undermining/

tunneling

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


Lower Extremities:  

	
	Pedal Pulse
	Post Tibial
	Edema
	Calf (cm)
	Ankle cm)
	Other

	Right
	
	
	
	
	
	

	Left
	
	
	
	
	
	


Procedures: ___________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Education:  ( Patient   ( Caregiver    ( Verbalized understanding   ( return demonstration    ( needs reinforcement       

(  written wound care instructions provided     (  handout provided ______________________________________ 

_____________________________________________________________________________________________

_____________________________________________________________________________________________
ASSESSMENT:_______________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________
PLAN: ______________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________
_______________________________________

                        ___________________________________

                     Therapist Signature                                                                                           Date
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