Wheelchair Seating and Mobility Evaluation/Recommendation

TO WHOM IT MAY CONCERN:

RE: 
MEMBER #: 
DOB:
HISTORY/DIAGNOSIS:  ___________________is a year old male/female with a diagnosis of__________________, who was referred for a seating and mobility evaluation.  Pertinent medical history includes:_________________________. __________________ lives with his/her spouse/parents/alone  in an accessible/non-accessible house/apartment. __________________ has an aide for assistance ________ days per week, ________hours in the morning and__________  hours in the afternoon.  _________________ is ________ inches tall and weighs _________ lbs. Prognosis poor, good, fair, etc.
HOW NEEDS MET TO DATE:   ______________is presently using a  ________________.    It is ___________ years old and in ______________ condition.  It was purchased/is being rented through Medicare/Medicaid/ family.    A change is needed for the following reasons:
1.

2.

3.

MOBILITY:  ___________________ is (non-ambulatory-ambulates short distances with assistance of-etc.) High risk of falls?
STRENGTH, FUNCTIONAL LEVEL AND ADL:  Patient is dependant/independent/requires minimal/maximal assist with bathing, dressing, toileting, preparing simple meal, etc.  Upper extremity strength is ____________ Lower extremity strength _____________.  Movement of extremities _______________.  Passive range of motion ______________ upper and lower extremities.  Sitting balance is _________________ static and ______________ dynamic.  Circulation __________________. A cane, walker, or optimally-configured manual wheelchair will not meet the patients needs because ____________________________________________________________.
COGNITIVE ABILITY:
Alert – oriented- MR- decreased cognitive status, etc.
Compliance with use of equipment?  
PREDOMINANT TONAL PATTERNS: Spasticity lower extremities, etc.
POSTURAL IMPAIRMENT: Mr./Mrs./Ms. Sits with fixed kypohsis, scoliosis, wind swept, etc.- Contractures of ______________etc.
SKIN CONDITION: History of decubi rt. Ischeal-no break down-etc.
VISUAL/HEARING: Presents with limited vision-WNL-Hearing WNL, etc.
PLANNED USE FOR CHAIR: What are patient’s daily activities that they require this level chair? This is specific as related to MRADLs.
CAREGIVER(S) CONCERNS: Who was involved in the evaluation? What do they see as needs for their family member, patient, and/or friend? How available are they? Time spent with patient ___________.  Are they available and willing to assist patient with care of base being provided?

ESTIMATED NUMBER OF YEARS CHAIR WILL BE USED: Permanently.  ________________condition is not expected to change/ is expected to progress, increasing weakness and decreasing function.  The prescribed chair attempts to accommodate for present and future anticipated needs so that expensive changes do not need to be made in the future.

The following recommendation was reached by __________________________________________:
	Name & Make
	Justification
	

	FRAME:


	
	Why this base is needed above any lower level chair for functional mobility within the home.  Why was this base chosen over other bases?
	

	SEAT:
	
	Need seat width and depth added. If custom why off the shelf will not work and why the custom seating is appropriate.
	

	BACK:


	
	Need back width and height added.  If custom why off the shelf will not work and why custom backing is appropriate.
	

	ARMRESTS:


	
	Why needed over standard. Needed for transfer reasons.
	

	LEGRESTS:


	
	Why needed over regular legrest. (edema, fixed hip angle, cast, etc.)
	

	HEADREST
W/ S/A 

MOUNT:


	
	Needed for head positioning and the mount is for transfers.
	

	TILT/ RECLINE:
	
	What is the condition that requires this specialty item? What was used in past? Why is a change needed? Why and how will this meet their needs?  Discuss weight shifting.
	

	OTHER SPECIAL ITEMS:
	
	Any other items must state how they are related to the medical need and why it is not convenience.
	

	
	If questions on other needed items, please speak with an ATP for justification help.
	


The above wheelchair prescription is medically necessary for the patient’s care.

Sincerely,

Therapist Signature: _____________________
Date: _____________________
License #: _________________

Physician Signature: ____________________
Physician Printed Name: __________________

Date: _______________________
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