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Rehabilitation Department – Wound Care
(Circle one)  →   Progress Note      Discharge Note

Phone: (989) 731-2341
Fax: (989) 731-7787


_______________________________________                 ____________________________________________

Patient Name


           D.O.B

   Referring Physician

_______________________________________
__________________
___________________

Diagnosis
Registration Number
Med. Record Number







Treatments:
ڤ
Compression therapy 
ڤ
Debride nails > 6
ڤ
Debride tissue
ڤ
Dressing change
ڤ
Trim nails

ڤ
Paring, callus
ڤ
Pulsed lavage

ڤ
Other_________________________

ڤ
Whirlpool


Start of care: ​​​_______________  Patient has attended_______ of _______ scheduled appointments

Subjective: _________________________________________________________________________________

Objective status:
ڤ  See attached Wound Assessment Record

ڤ  Photograph attached
	Wound Location
	Healed
	Improved
	 Maintained
	Deteriorated
	Comments

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Assessment:   Patient demonstrates compliance with treatment program  

ڤ  yes

ڤ  no


_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Plan:
ڤ Continue current treatment plan, as above

ڤ Discharge, wounds healed




________ visits ________ weeks

ڤ Discharge, follow up with physician







ڤ Discharge due to non-compliance/absence


ڤ Continue, with the following changes,

ڤ Discharge due to status plateau 



      ↓                      ↓                       ↓

ڤ Referral to:________________________________

Effective:_______________     _________________________________________________________
                
                (Date)
(Changes)


_______________________________________


_______________________________________

Therapist’s Name (Printed)



Physician’s signature (Please sign and return)

_______________________________________


_______________________________________

Therapist’s Signature



Date

�





Date________________________


       


	 














