CMS Wound Care Supply Chart Note (DMEPOS)
Patient Name: ___________________________
DOB: _______________
Date of Visit: _______________
Provider: ___________________________
Clinic: ___________________________

1. Reason for Visit
· ☐ Ongoing/chronic wound care
· ☐ Post-surgical wound
· ☐ Pressure ulcer
· ☐ Diabetic foot ulcer
· ☐ Venous leg ulcer
· ☐ Arterial ulcer
· ☐ Traumatic wound
· ☐ Other: _____________________

2. Wound Assessment (CMS requires size, location, drainage, appearance, and surrounding skin)
· Wound location: ___________________________
· Wound type/cause: _________________________
· Measurements (cm):
· Length: ____ Width: ____ Depth: ____
· Drainage amount:
· ☐ None ☐ Scant ☐ Light ☐ Moderate ☐ Heavy
· Drainage type:
· ☐ Serous (clear) ☐ Serosanguinous (pink/red) ☐ Purulent (yellow/green)
· Wound bed:
· ☐ Granulation (red/healthy) ☐ Slough (yellow) ☐ Eschar (black) ☐ Mixed
· Surrounding skin:
· ☐ Intact ☐ Red ☐ Macerated (soggy/white) ☐ Calloused ☐ Other: __________
· Infection signs: ☐ None ☐ Present (describe): _____________________

3. Prior/Current Treatment (CMS requires documentation of what has been tried)
· Previous dressings used: ___________________________
· Frequency of changes: ___________________________
· Response to treatment: ☐ Improving ☐ Stable ☐ Worsening
· Compliance: ☐ Patient/caregiver following plan ☐ Non-compliant (explain): ___________

4. Supplies Ordered (CMS requires specific product type, frequency, and duration)
· Cleansing solution: ☐ Wound cleanser ☐ Saline ☐ Other: ___________
· Primary dressing (collagen):
· ☐ Collagen powder
· ☐ Collagen pad
· Secondary dressing:
· ☐ XLTA
· ☐ Border gauze
· ☐ Gauze with tape
· Frequency of change: ☐ Daily ☐ Every other day ☐ 3x/week ☐ Other: ___________
· Estimated duration of need: ______ weeks

5. Medical Necessity Statement (CMS requires clear justification)
· Wound has moderate to heavy drainage that requires absorbent dressings.
· Conservative wound care has already been attempted and documented.
· Supplies ordered are reasonable and necessary for treatment and healing.
· Patient or caregiver has been instructed on proper use and change schedule.

6. Patient Teaching / Education
· ☐ Reviewed wound cleansing and dressing steps
· ☐ Reviewed change schedule
· ☐ Reviewed signs of infection and when to call
· ☐ Patient/caregiver able to demonstrate understanding

7. Provider Sign-Off
Provider Name: _______________________________
Signature: ____________________________________
Date: _____________________

✅ This structure matches CMS LCD guidelines:
· Detailed wound description (size, location, drainage, appearance, periwound).
· Treatment history (what has been tried before).
· Medical necessity (why supplies are needed).
· Plan of care with frequency/duration.
· Education and compliance documented.

