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_______________________________________                 ____________________________________________

Patient Name





   Referring Physician

_______________________________________
__________________
___________________

Diagnosis
Registration Number
Med. Record Number


_______________________________________                 __________________              ___________________

Onset






   Time In


 Time Out 

Allergies________________________________
  T _______  BP ________  HR ________  R ________


Chief Complaint ____________________________________________________________________________

History: 

( PVD         ( NIDDM       ( HTN          ( Tobacco use        ( Alcohol use        ( pain with ambulation          
 

( DVT         ( IDDM          ( CVA          ( leg ulcers            ( sensory loss        ( incontinence bowel / bladder                    

( CHF         ( COPD           ( SCI            ( pacemaker          ( renal disease       ( LE compression tx       

( CAD        ( LE edema     ( infection     ( malnutrition       ( trauma to site      ( pain with legs ( 

Related Surgeries: _____________________________  Previous Treatment_______________________________

Current medications (include OTC, herbal): ______________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

Contraindications of Debridement: _____________________________________________________________

Barriers/Potential Barriers to Learning :  

(None           ( Hearing                  (Pain              (Confused                   ( Religious/Cultural      ( ( mobility

(Visual         ( Lack of interest      ( language      ( impaired memory    (  no support person      ( low literacy                        

Pain Assessment (0-10 scale):  Location ________________ Now _____  Best ______ Worst _____ 

What relieves pain? _________________________ What makes the pain worse? __________________________

Functional Status:   ( AOx3              ( independent       ( needs assist with ADLs ( min mod max  )  Braden _____

( lives alone     ( lives with others      ( caregiver________________      ( occupation _______________________

Hrs/day standing _____  sitting _____    lying _____   Assistive Device _______    Bed _______  chair __________

Typical Day __________________________________________________________________________________

Nutritional Screen:  Height ________  Weight ________  IBW ________   Wt gain/loss in last 3 months ______#

Supplements ___________________________   Renal function ______________   Hepatic function ___________

Kcal requirements  __________
       protein requirements___________        fluid requirements ___________

(35kcal/kg)                                          (1.0 –1.5 g/kg/day)     

 (25-30cc/kg body weight)

Labs :   Albumin ______  Hgb ______  Hct ______  WBC ______   %O2 Sat ______  Lytes __________________ 

24 hour dietary recall:___________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Lower Extremities:  
	
	Pedal Pulse
	Posterior Tibial
	Edema
	Calf (cm)
	Ankle (cm)
	ABI
	%TP

	Right
	
	
	
	
	
	
	

	Left
	
	
	
	
	
	
	


Patient Name _____________________________  Patient Number _____________ Medical Record________

Wound Assessment:

	Type   
	Location
	Size(cm)
	Depth of Injury
	Drainage

Amount
	Drainage

Color
	Odor
	Wound Base %
	Peri-wd

Skin
	Undermining/

tunneling

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


Current Status: _______________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Procedures: __________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Pain level before tx __________  Pain level after tx ______________  Tolerated __________________________

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

(  written wound care instructions provided     (  handout provided ______________________________________ 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Patient’s Goals of Therapy: _____________________________________________________________________

_____________________________________________________________________________________________

Wound / Functional Desired Outcomes:

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

Recommendations / Plan of Care:

ڤ   Compression therapy 
      ڤ  Conservative Sharp Debridement       ڤ  Dressing change _____________

ڤ   Pulsed lavage with ______

ڤ  Enzymatic Debrider __________
      ڤ  Whirlpool __________________


( _________________________________________________________________________________________

(   ________________________________________________________________________________________

Rehab potential:  (good   (fair   (poor   Expected Frequency: wk 1 _____  wk 2 _____ wk 3 _____wk 4 _____

Anticipated Discharge ___________   Factors that may interfere with progress __________________________

_______________________________________


_______________________________________

Therapist’s Signature 



Physician’s signature (Please sign and return)

Date  ___________________________________


Date___________________________________

�





 Initial Evaluation      Date _____________            


	 Rehabilitation Department – Wound Care T














