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Date: ____________ Time _________ Admitting Dx: _______________________________________________

Allergies: __________________________ History: _________________________________________________

Precautions for Debridement: ________________  Related Surgeries:___________________________________

Functional Status:   ____________________________   Nutrition: _____________________  Braden Score ______

Current Status:   FORMCHECKBOX 
 See Wound Assessment Record (WAR) _____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Procedures: __________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________
Pain level before tx _______ After tx ________   FLACC ________  Tolerated __________________________

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

(  written wound care instructions provided     (  handout provided     FORMCHECKBOX 
 AHCPR Guidelines provided

_____________________________________________________________________________________________

Patient Goals:   FORMCHECKBOX 
 unable to state   FORMCHECKBOX 
  ____________________________________________________________                                 

Therapy Goals: _______________________________________________________________________________

Recommendations/Plan of Care:  
_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

______________________________________                                      ___________________________________

Della Lambert BSN, RN, CWOCN




Date

�





 


Patient Sticker


W                         


W                          


        WOUND CARE EVALUATION








