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Medicare Part B 

Dressing Order Form 

 
Facility Name_________________________________ Date_______ 

                                         Patient Name__________________________________ 

 

Please complete as indicated 

 
1. Description   

 

Wound Location:_______________________________ 

Stage: II______  III______ IV______Unstageable_____ 

Size: L________ W________ D________ 

Drainage: None___ Min.___ Mod.___ Heavy___ 

Infected: YES___ NO___ 

Pt. Incontinent: YES___ NO___ 

Undermining/ Tunneling: YES___ NO___   

                                                   

1. Treatment Plan 

 

Debrided: YES___DATE_________ NO___ 

Primary Dressing:____________________________ 

Secondary Dressing:__________________________ 

Over Wraps:________________________________ 

Frequency of dressing change:__________________ 

COMMENTS:_______________________________ 

Nurse Signature:______________________________ 

 

 

2. Description   

 

Wound Location:_______________________________ 

Stage: II______  III______ IV______Unstageable_____ 

Size: L________ W________ D________ 

Drainage: None___ Min.___ Mod.___ Heavy___ 

Infected: YES___ NO___ 

Pt. Incontinent: YES___ NO___ 

Undermining/ Tunneling:YES___ NO___   

                                                   

2. Treatment Plan 

 

Debrided: YES___DATE_________ NO___ 

Primary Dressing:____________________________ 

Secondary Dressing:__________________________ 

Over Wraps:________________________________ 

Frequency of dressing change:__________________ 

COMMENTS:_______________________________ 

Nurse Signature:______________________________ 

 

 

3. Description   

 

Wound Location:_______________________________ 

Stage: II______  III______ IV______Unstageable_____ 

Size: L________ W________ D________ 

Drainage: None___ Min.___ Mod.___ Heavy___ 

Infected: YES___ NO___ 

Pt. Incontinent: YES___ NO___ 

Undermining/ Tunneling:YES___ NO___   

                                                   

3. Treatment Plan 

 

Debrided: YES___DATE_________ NO___ 

Primary Dressing:____________________________ 

Secondary Dressing:__________________________ 

Over Wraps:________________________________ 

Frequency of dressing change:__________________ 

COMMENTS:_______________________________ 

Nurse Signature:______________________________ 
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