PROVIDER NURSE BODY ASSESSMENT CHART


	PARTICIPANT (LAST, FIRST, MI)
	DCN
	DATE OF VISIT

	
	
	

	PROVIDER NURSE NAME
	NAME OF PROVIDER:  

	
	


Instructions:  Number each area of concern indicated on the body diagram and provide a description of the problem in the corresponding numbered field on this page.
	Condition
	#1  RIGHT PROFILE HEAD
	#2 RIGHT PROFILE NECK  
	#3 LEFT PROFILE HEAD
	#4 RIGHT PROFILE NECK

	Size
	
	
	
	

	Depth
	
	
	
	

	Stage
	
	
	
	

	Drainage/amount
	
	
	
	

	Tunneling
	
	
	
	

	Odor
	
	
	
	

	Treatment
	
	
	
	

	Condition
	#5 FACE
	#6 CHEST
	#7 ABDOMEN
	#8 GROIN

	Size
	
	
	
	

	Depth
	
	
	
	

	Stage
	
	
	
	

	Drainage/amount
	
	
	
	

	Tunneling
	
	
	
	

	Odor
	
	
	
	

	Treatment
	
	
	
	

	Condition
	#9 RIGHT ARM
	#10 LEFT ARM
	#11 RIGHT LEG
	#12 LEFT LEG

	Size
	
	
	
	

	Depth
	
	
	
	

	Stage
	
	
	
	

	Drainage/amount
	
	
	
	

	Tunneling
	
	
	
	

	Odor
	
	
	
	

	Treatment
	
	
	
	

	Condition
	#13 RIGHT FOOT
	#14 LEFT FOOT
	#15 SHOULDERS
	#16 BACK

	Size
	
	
	
	

	Depth
	
	
	
	

	Stage
	
	
	
	

	Drainage/amount
	
	
	
	

	Tunneling
	
	
	
	

	Odor
	
	
	
	

	Treatment
	
	
	
	

	Condition
	#17 COCCYX
	#18 OTHER
	#19 OTHER
	#20 OTHER

	Size
	
	
	
	

	Depth
	
	
	
	

	Stage
	
	
	
	

	Drainage/amount
	
	
	
	

	Tunneling
	
	
	
	

	Odor
	
	
	
	

	Treatment
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