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LEG ULCER ASSESSMENT FORM (new referrals & prior to compression therapy)
	(Please circle appropriate responses)

	Personal Details
Name: ……………………………………………………..….

Address: ………………………………………………..........

…………………………………………………………………
Postcode: …………………..Date of birth: ………………...
Tel No: ……………………………….….  MALE / FEMALE

	Date: …………………………………………….……………
G.P. ……………………………………………………..……

Surgery: ……………………………………………………...

Postcode: ………………………………………………........

Assessor: …………………………….……DN/PN/CNS

Contact No: ………………………………………………

	Medical History
Anaemia




YES  /  NO

Diabetes Mellitis



YES  /  NO

Osteo Arthritis



YES  /  NO

Rheumatoid Arthritis


YES  /  NO

Hypertension



YES  /  NO

Cardiac Failure / MI


YES  /  NO

Stroke / TIA



YES  /  NO

Other / Illnesses / Operations ……………………..………

……………………………………………………………..….

Allergies / Sensitivities ……………………………………..

.………………………………………………………………..

Mobility: Housebound / 50m / 1 mile / Not restricted

	Previous Ulceration


R     L     NO
Varicose Veins



R     L     NO

Deep Vein Thrombosis


R     L     NO

Phlebitis / Cellulitis


R     L     NO

Family History



R     L     NO

Medication …………………………………………………….

Sleep:  CHAIR  /  BED

Smoker:  YES  /  NO
Ex Smoker:  YES  /  NO

(If yes amount per day) …………………………………….

History of swollen legs


R     L     NO

Intermittent Claudication


R     L     NO

Aching Legs



R     L     NO

Rest Pain



R     L     NO

Ulcer Pain
Continuous   /   Intermittent   /   Only at dressing time

	Ulcer Size (select largest ulcer)
Maximum width:     R ……………….  L………………… cm

Maximum height:   R ………….…….  L.……………….. cm

Visitrak Measurement (if applicable)
Right:  Area ………… Width ………………. Height ……….

Left:    Area ………… Width ………………. Height ……….

	Dressing chosen:  R…………………………………………


    L…………………………………………
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	Signs
Obvious Varicosities 


R     L     NO

Oedema




R     L     NO

Eczema (venous)



R     L     NO

Staining




R     L     NO

Induration



R     L     NO

Atrophie blanche



R     L     NO

Ankle Flare



R     L     NO

Shiny taut skin



R     L     NO

Foot white on elevation


R     L     NO

Foot dusky on dependency

R     L     NO

Presence of gangrene


R     L     NO

Ankle fixed



R     L     NO

Hip fixed




R     L     NO

Diet:

Normal  /  Poor  /  Inadequate  /  Special

Weight:

Losing  /  Static  /  Gaining

Blood sugar ……………………………………….. MMOLS

Ankle circumference:  R …………….  L………………...cm

Calf circumference:     R …………….  L…………………cm

	Ulcer Details

R

L

Duration of ulcer(s) …………………………………..

Current site(s) …………………………………………

Slough




R      L      NONE

Necrosis




R      L      NONE

Granulation



R      L      NONE

Epithelializing



R      L      NONE

Exudate




R      L      NONE

Amount  /  Colour

……………………

Odour




R      L      NONE

Swab taken: 



YES  /  NO

	Doppler Assessment
Blood pressure ……………………………………………..

(Divide ankle by highest brachial systolic pressure)

Brachial systolic pressure: R ……………… L …………….

Ankle Systolic pressure:  (Document highest pressure reading)
Right: ………………DP / PT / AT / P

signal M / B / T

Left: …………..……DP / PT / AT / P

signal M / B / T


Ankle press. index
R ……………. L ………………

DIAGNOSIS:  R …………………….. L ……………………..

Referral to:  GP / Consultant / Tissue Viability

Patient info leaflet given:  YES  /  NO

Bandage combination / Hosiery: 
R ………………….…….... L ………………………………..

Heal date:  R ………………… L …………………………
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Code


DP=Dorsalis Pedis


PT=Posterior Tibial


AT=Anterior Tibial


P=Peroneal





Code: M=Monophasic  B=Bi-phasic  T=Tri-phasic








