Wound Care Assessment and Treatment Record
Free resource from Governa | governa.ai/training-documents
	Facility Name:
	_______________________________

	Consumer ID:
	_______________________________

	Wound Location:
	_______________________________

	Wound Onset Date:
	_______________________________

	Assessing RN:
	_______________________________

	Assessment Date:
	_______________________________


Section 1: Wound Classification
Type: ☐ Pressure Injury   ☐ Venous Leg Ulcer   ☐ Arterial   ☐ Diabetic / Neuropathic   ☐ Surgical   ☐ MASD   ☐ Other: _________
Pressure Injury Stage (if applicable): ☐ Stage 1   ☐ Stage 2   ☐ Stage 3   ☐ Stage 4   ☐ Unstageable   ☐ DTI
Section 2: TIME Assessment
	Element
	Findings

	T — Tissue (type, colour, necrosis, slough)
	

	I — Infection / Inflammation (signs, swelling, odour, exudate)
	

	M — Moisture (exudate type and amount)
	

	E — Edges (wound margin and surrounding skin)
	


Section 3: Wound Measurements
	Length (cm):
	_______
	Width (cm):
	_______
	Depth (cm):
	_______

	Undermining / Tracking:
	☐ Yes (describe): _______________________________   ☐ No


Section 4: Treatment Plan
	Cleansing agent:
	_______________________________

	Primary dressing:
	_______________________________

	Secondary dressing:
	_______________________________

	Change frequency:
	_______________________________

	GP / specialist review required:
	☐ Yes — Date notified: __________   ☐ No


Progress Notes
	Date
	Observations
	Treatment Applied
	RN Initials

	__________
	
	
	

	__________
	
	
	

	__________
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