Nursing Skin Assessment Tool 
	Name:
	
	Medical Record #:
	


	Date of Assessment:
	



(Month   –    Day   –   Year)

	Assessment Site*
	Skin Condition

	
	Size
	Depth
	Stage

	1. Back of head
	
	
	

	2. Right ear
	
	
	

	3. Left ear
	
	
	

	4. Right scapula
	
	
	

	5. Left scapula
	
	
	

	6. Right elbow
	
	
	

	7. Left elbow
	
	
	

	8. Vertebrae (upper-mid)
	
	
	

	9. Sacrum
	
	
	

	10. Coccyx
	
	
	

	11. Right iliac crest
	
	
	

	12. Left iliac crest
	
	
	

	13. Right trochanter (hip)
	
	
	

	14. Left trochanter (hip)
	
	
	

	15. Right ischial tuberosity
	
	
	

	16. Left ischial tuberosity
	
	
	

	17. Right thigh
	
	
	

	18. Left thigh
	
	
	

	19. Right knee
	
	
	

	20. Left knee
	
	
	

	21. Right lower leg
	
	
	

	22. Left lower leg
	
	
	

	23. Right ankle (inner/outer)
	
	
	

	24. Left ankle (inner/outer)
	
	
	

	25. Right heel
	
	
	

	26. Left heel
	
	
	

	27. Right toe(s)
	
	
	

	28. Left toe(s)
	
	
	

	29. Other (specify)
	
	
	


*Assess and record each site each assessment time.
Stage Key

	Stage I: 
	Intact skin with non-blanchable redness of a localized area usually over a bony prominence. Darkly pigmented skin may not have visible blanching; its color may differ from the surrounding area.

	Stage II: 
	Partial thickness loss of dermis presenting as a shallow open ulcer with a red pink wound bed, without slough. May also present as an intact or open/ruptured serum-filled blister.

	Stage III: 
	Full thickness tissue loss. Subcutaneous fat may be visible but bone, tendon or muscle are not exposed. Slough may be present but does not obscure the depth of tissue loss. May include undermining and tunneling.

	Stage IV: 
	Full thickness tissue loss with exposed bone, tendon or muscle. Slough or eschar may be present on some parts of the wound bed. Often include undermining and tunneling.

	Unstageable:
	Full thickness tissue loss in which the base of the ulcer is covered by slough (yellow, tan, gray, green or brown) and/or eschar (tan, brown or black) in the wound bed.


