
WOUND CARE ORDER FORM 

PHONE: 949.474.2050   FAX: 949.474.4460

Patient Name:_____________________________ DOB:______________________ Gender: _____M _____F

Phone:_____________________________ Cell:_____________________________

Insurance:_____________________________ Policy ID: _____________________________

Patient Diagnosis: _____________________________

WOUND(S) 
Location (indicate next to wound #)               Dimensions	 	 	 Drainage                    Thickness

                 Length             Width       Depth                         Dry      Lt.     Mod.   Hvy               Part           Full 

W1        _______    _______   _______       __     __   __     __            __          __ 

W2          _______    _______   _______              __     __   __     __            __          __ 

W3                                    _______    _______   _______              __     __   __     __            __          __

Physician Name:_____________________________   NPI:______________________

Phone:_____________________________ Fax:_____________________________

Physician Signature:_____________________________ Date: _____________________________

ITEMS (QUANTITIES DISPENSED PER MEDICARE/MEDI-CAL GUIDELINES) 
ABD PAD       
 ☐5x9 (A6252)     ☐   8x10 (A6253)

ADAPTIC  OIL EMULSION       
   ☐ 3x8 (A6222)    ☐   5x9 (A6223)

BORDER GAUZE (A6219)  
☐ 2x2                    ☐  4x4

☐KERLIX (A6446) 
☐COBAN (A6454) 
☐GAUZE- NON STERILE , 4X4 (BRICK OF 200) 
HYDROCOLLOID (A6234) 
    ☐THIN      ☐THICK

TUBULAR BANDAGE (A6457) 
   ☐D    ☐E     ☐F     ☐G

FOAM DRESSING 
   ☐ 16 SQ IN OR LESS (A6212)    ☐16- 48 SQ IN OR LESS (A6213)    ☐MORE THAN 48 SQ IN (A6214)

SILVER ALGINATE 
  ☐ 2X2 (A6196)        ☐4X4 (A6197)

CALCIUM ALGINATE 
   ☐4X4 (A6197)         ☐4X8 (A6197)

☐ROPE (A6199)  SILVERCEL NON ADHERENT 
TRANSPARENT DRESSING 
☐ 4X11 (A6258)      ☐6X8 (A6258)       ☐4X5 (A6259)

☐ SALINE (A4217) 


