
 *This order is active for 1 year from signed date unless otherwise stated. 

 
OUTPATIENT WOUND CARE  

1207 S BAILEY 
WOUND CARE NURSE – April Shelley RN, R-CPhT, WSOC, IP 

940-495-5242 
940-298-1640 FAX 

WOUND CARE ORDER 
 

PATIENT NAME: ________________________________________________ DATE OF BIRTH: ___________________ 
 
PHONE: __________________________________  HT: _____________ WT: ____________ 
 
DIAGNOSIS: ______________________________________________________ ICD 10 CODE: __________________ 
 
ALLERGIES: _____________________________________________________________________________________ 
 

 

 

PHYSICIAN: _________________________________________________ PHONE: _____________________________  
 
FAX: ______________________________OFFICE CONTACT: ______________________________________________ 
 

RX:  □ Wound Care to Evaluate and Treat 
 

□ Other: _________________________________________________________________________ 
 
LABS:  □ Aerobic Culture          □ CBC            □ CMP           □ CRP             □ ESR       □ CPK            □ Hgb A1C    
 

□ Blood Culture x ____      □ OTHER: ____________________________     
 
FOLLOW UP APPOINTMENT: _______________________________________________________________________ 
 
PHYSICIAN SIGNATURE: ____________________________________________ DATE: _________________________ 

 
Wound Care Use  

Location/Measurements: ________________________________________________________________________  
 

_______________________________________________________________________________________________ 
 

_______________________________________________________________________________________ 
 
RX: ____________________________________________________________________________________ 
 
Frequency: _______________________   
 
LABS:  □ Aerobic Culture          □ CBC            □ CMP           □ CRP             □ ESR       □ CPK            □ Hgb A1C           
 

□ Blood Culture x ____      □ OTHER: ____________________________     
 
Nurse Signature: ____________________________________________ Date: _______________________ 
 


