Washl State
Heal Carem

Durable Medical Equipment (DME) Program Management Unit

PO Box 45535
Olympia, WA 98535
Fax: 1-866-668-1214

The nursing staff must complete all spaces.

Low Air-Loss Therapy Systems

All information must be current within 30 days of service dates. You must keep appropriate documentation to

substantiate this information

in your files.

A current dated photo of the decubitus/decubiti must accompany this form.

CLIENT NAME CLIENT ID
FACILITY NAME TELEPHONE FAX
RX PHYSICIAN TELEPHONE FAX

DIAGNOSIS/SPECIFIC DISABILITIES

PROGNOSIS/LIFE EXPECTANCY

CLIENT HEIGHT

WEIGHT

IDEAL BODY WEIGHT

Rate the Following: Always, Sometimes, or Never

Mental/Behavioral:

Alert: [JA [OS [N

Oriented: [JA [1S [IN

Compliant With Care: [JA [1S [N

Comments

Health Care Authority (HCA) policy states: The client's medical condition requires them to be bed-confined 20 hrs/day during rental of

therapy system.

How many hours/day is client in bed?

How many hours/day is client up in wheelchair?

Comments

WOUND EVALUATION: (Must be current stage, not “healing stage”)

A

B.

Location

Size

Depth

Stage

Tunneling

Drainage
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1. Turning and repositioning schedule

2. List all medications

3. List all treatments/dressings

NUTRITIONS/DIETARY STATUS

1. Fluid intake

2. Feeding:

a. Tube fed? b. Self-fed? c. Total daily calories? d. Number of calories needed for healing
[JYes [INo [lYes [INo

e. List all nutritional supplements given:

LABS

Date drawn:
1. Albumin:

2. Hematocrit:

3. Hemoglobin:

Additional Comments

If this request is for an extension beyond three months’ rental of the therapy system and there has not been a substantial
improvement in wound status, please provide an explanation, including what changes in treatment are being implemented

to improve healing potential.

NURSING STAFF SIGNATURE

DATE

TITLE
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