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Re-Design Team: Admission/Shift Assessment

Skin Care Module
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*==If Wound present - ADD Wound J(-;sssment & document
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| ==Pressure Ulcers are documented on Pressure Ulcer Assessment
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O Normal (O Flushed O pale
O Ashen Qlaundiced O Ruddy
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If YES, skin is intact, no further skin documentation required. :
Skin is intact. NO | If NO, Must Document Details On:
Ulcers, Wounds, or
other Skin ===1f Pressure Ulcer present - ADD Pressure Ulcer Assessment & document
Alterations
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*If Rash, Abrasion/Brursing, etc present - Document BELOW on-Skn £ oY EQ Ch OCL\,W WDC&
Integaty-Assessment.
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