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St. Paul 
PH: 651-644-9770
Coon Rapids
PH: 651-789-5858
Mankato
PH: 507-779-7560
Fax: 651-644-0602
Fax: 763-205-1669
Fax: 507-779-7561
Referring Clinician                                                
Name:
Title:
Address:
City:
State:
Zip:
NPI:
Phone:
Fax:
 Patient Information              
 Patient Name:
 DOB (mm/dd/yyyy):
SSN:
NPWT will be used in what type of setting? (check one):
Delivery Address:  
City:
State:
Zip:
Facility:	
Phone:
Fax:
Delivery Contact:
Phone:
Clinical Provider Information
(Who will be providing the patient's wound care?)             
Initial:
Name:
Facility:
Phone:
Follow-Up:
Name:
Facility:
Phone:
Physician's Prescription
(Physician must sign and date. No stamps allowed.)             
(Maximum of 15 dressing kits per wound, per month)      
(Maximum of 10 canisters per wound, per month)            
For the treatment of (ICD-10) Code(s):
NPWT setting
(mmHG)
Check one:
Starting date of therapy:  
Order date:  
Date
Prescriber Signature
Please print prescriber's name
NPI number
By signing and dating, I attest that I am prescribing the NPWT System as medically necessary and all other applicable treatments have been tried, or considered and ruled out. I understand the contraindications for use: Patients with malignancy in the wound; untreated osteomyelitis; non-enteric and unexplored fistulas; and necrotic tissue with escher present. Dressings for NPWT should not be placed directly in contact with exposed blood vessels, anastomotic sites, organs or nerves. 
Goal at completion of NPWT:
 Patient Name:
Patient's Primary Wound Type
a)
 
b) 
 
 
c)
Is the patient being turned/positioned?
 
If patient's ulcer is on the posterior trunk or pelvis, 
has a group 2 or 3 support surface been used?
 
Is moisture/incontinence being managed?         
a) 
 
 
b) 
Are compression bandages/garments being
consistently applied?
 
Is leg elevation/ambulation encouraged?           
a)
Has pressure on the foot ulcer been reduced with
 appropriate modalities?
a)
Is pressure over the wound being relieved?
Patient's Wound History
(Attach documents of evaluation, care, and wound measurements)
Which therapies have been previously used to maintain a moist wound environment? (Check all that apply)      
Is the patient's nutritional status compromised?      
*Has this been addressed?  
Was NPWT utilized within the past 90 days?            
If Yes:  
Date Initiated:
Facility:
Is the patient diabetic?           
If Yes, is the patient on a diabetic management program?    
Is Osteomyelitis present?            
If Yes, treated with:
Is there cancer in the wound?  
*NPWT is not contradicted only if margins are clear and there are no active malignancies          
Is there a fistula to an organ or a body cavity within the vicinity of the wound?      
If Yes, 
 Patient Name:
Wound #1 Measurements
Wound Type:
Wound Age (months):
Is there less than 30% slough/fibrin in the wound?      
Has debridement been attempted in the last ten (10) days?  
Date:
Type of debridemnet:  
Measurement date:
Wound Location:
Post Debridement measurements:
Is wound full thickness?
Is there undermining?
o'clock.
o'clock.
Is there tunneling/sinus?
o'clock.
o'clock.
Exudate Type:
Exudate Amount:
Wound #2 Measurements
Wound Type:
Wound Age (months):
Is there less than 30% slough/fibrin in the wound?      
Has debridement been attempted in the last ten (10) days?  
Date:
Type of debridemnet:  
Measurement date:
Wound Location:
Post Debridement measurements:
Is wound full thickness?
Is there undermining?
o'clock.
o'clock.
Is there tunneling/sinus?
o'clock.
o'clock.
Exudate Type:
Exudate Amount:
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