
Wound Assessment Form 
Resident Name: ________________________________________ Date: _______________ 

Location: ____________________________________________________________________ 

 

 

Wound Classification:                          

_____________________     

Wound Color:                                    

_____________________ 

Wound Drainage:  

_____________________ 

Wound Length:   

__________ 

Wound Width: 

__________ 

Wound Depth: 

_________ 

Dressing Type: 

_____________________ 

Next Dressing 

Change: ____________ 

 

 

 

 

Signature of person completing: ______________________________________________________ 

Comments: 

_____________________________________________________________________________________ 

Facility RN: __________________________________________________________________________ 

Comments: 

_____________________________________________________________________________________ 


