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Support Surface - Group II Qualification
Patient Information:
Name:
Height:
Start Date:
DOB:
Weight:
Diagnosis:
Equipment Prescribed:
Please circle or list your answers below: 
Date of last wound evaluation
1.
Does your patient have multiple stage II pressure ulcers located on the trunk or pelvis?
2.
Has your patient been on a comprehensive ulcer treatment program for at least the past month which has included the use of an appropriate group I support surface?
3.
Over the last month, has your patient's ulcer(s) worsened, remained the same, or improved?
W = Worsened      S = Same    I = Improved
4.
OR
Does your patient have one large or multiple stage III (or above) ulcer(s) on the trunk or pelvis?
5.
OR
Within the last 60 days has your patient had a myocutaneous flap or skin graft for a pressure ulcer on the trunk or pelvis?
6.
If you answered "yes" to question 6, on what date was the surgery?
7.
Has your patient been on an alternating pressure mattress, low air loss mattress or air fluidized bed immediately prior to a recent (within the past 30 days) discharge from a hospital or nursing facility?
8.
Estimated Length of Need (Months):
1-99 (99 = Lifetime)
PLEASE SIGN AND DATE BELOW:
Physician/NP/PA/Medical Practitioner Signature
Clinic Name / Location
Date
Please print name
Please print Clinic
Phone
NOTE: Monthly wound assessments are required in order to continue to qualify for Group II Support Surface. Please include a copy of your current would assessment.
NPI number
OT or PT assessing patient
Date
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