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Nursing Outpatient Services (NOPS) 

WOUND CARE REFERRAL FORM 

Referring Provider: _______________________________ Phone: ________________ 
Patient Name: ___________________________________ Phone: ________________ 
DOB: ___________________ Allergies: _____________________________________ 
Resuscitation status: □ Full Resuscitation □ DNR  □ DNI   □ Other ___________________ 

Diagnosis: _______________________________________________________________ 
ICD-10: ___________________ 

Location and description of wound: ___________________________________________ 
________________________________________________________________________ 
Cleansing products:                                        Dressing products:  
□ Skintegrity (rinse w/NS)                             □ ___________________________________ 
□ Other: __________________                   □ ___________________________________ 
Other instructions: _______________________________________________________ 

Frequency:  
□ One time only 
□ Daily                                          □ Other ______________________________ 
Start Date: _______________ End Date: ___________________ 

Lab Orders:  
□ ___________________________________________________ 

 

Required Support Documentation 
□ Recent chart note or H&P 
□ Is insurance Medicare? 
□ Pre-authorization by insurance if not Medicare 

X
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Please FAX completed form to 509-493-5102 

Approved: ___________ 

Scheduled: ___________ 

Printed Name: 

____________________________ 

Date: 

____________________________ 


