
  
 Negative Pressure Wound Therapy Order Form 

Last Name: ___________________ First Name: ________________   
 
DOB: ________________ 
 
Diagnosis or ICD-10 Codes: ________,   ________,  _________,  _________ 

1. Wound Description: 
Wound Type: ___________________________ 
Wound Location: ________________________       Age In Months: ____________ 
Measurement Date: ______________________ 
Length: _________________ cm  Width: _________________ cm   Depth: _________________ cm 
   
  Is the wound full thickness?              □ Yes  □ No 
  Is the muscle, tendon or bone exposed?      □ Yes  □ No 
  Is there tunneling / sinus?             □ Yes  □ No 
   Location #1: ___________ cm    @ _____________ am / pm 
   Location #2: ___________ cm    @ _____________ am / pm 

 
2. Estimated Time NPWT needed: ____________________________________________________ 
 
3. Drainage:  ___________________ CC /Day      

 
4. Is Patient Mobile? □ Yes  □ No 
 
5. Pressure: ___________________  mmHg   
 
6. Mode:   □ Continuous  □ Intermittent 
 
7. Home Health Agency or Skilled Nursing Facility (SNF): 

Name: ______________________________________________________________________ 

Address: ____________________________________________________________________ 

Phone: ________________________ Contact: ______________________________________ 

8. NPWT Delivery Address: 
_____________________________________________________________________________________
_____________________________________________________________________________________ 

 
Physician Name: ______________________________        Phone Number: ______________________ 
 

Physician Signature: ______________________________   NPI: ______________________ 

 
PLEASE FAX COMPLETED FORM TO 949-474-4460 

CONTACT US AT 949-474-2050 WITH ANY QUESTIONS 

Patient Information 

Wound Information 

                                            Physician Information 


