Wheelchair Seating and Mobility Evaluation/Recommendation

TO WHOM IT MAY CONCERN:

RE: 
HIC#: 
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 house/apartment. ______________ is ____________________ inches tall and weighs _________ lbs.

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 new piece of equipment is required for the following reasons:
1)

2)

3) 
MOBILITY: 
STRENGTH, FUNCTIONAL LEVEL AND ADL:
COGNITIVE ABILITY:
Alert and oriented to all spheres.

PREDOMINANT TONAL PATTERNS:
POSTURAL IMPAIRMENT: 
RESPIRATORY STATUS:
SENSATION:
SKIN CONDITION:
VISUAL/HEARING:
Within functional limits.

GENERAL ENDURANCE/HEALTH:   
Fatigues easily with effort.
PLANNED USE FOR CHAIR:
The patient has full independent mobility within the home and outside the home.  Proper positioning to prevent further development of /accommodate musculoskeletal deformities, provide pressure relief and improve overall posture in the wheelchair. Additionally, ________________________________________________________________________________________________________________________________________________________________
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.
REASON(S) WHY THE PATIENT CANNOT USE A STANDARD (K0001), STANDARD HEMI (K0002), LIGHTWEIGHT (K0003), OR HIGH STRENGTH LIGHTWEGITHT WHEELCHAIR (K0004):
The patient cannot use a standard wheelchair because ___________, the patient cannot use a standard hemi wheelchair because ___________, the patient cannot use a lightweight wheelchair because ___________ the patient cannot use a high strength lightweight wheelchair because ___________.  Requires an ultra-lightweight wheelchair with an infinitely adjustable axle to optimize shoulder mechanics and propulsion. Additionally, an ultra-lightweight wheelchair is required ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
MRADL’S INSIDE AND OUTSIDE THE HOME THAT REQUIRE AN ULTRA-LIGHTWEIGHT WHEELCHAIR TO ACCOMPLISH INDEPENDENTLY:
1)
2)

3)
NOTE: PLEASE PROVIDE MEDICAL RECORD INFORAMTION FROM THE PATIENT’S CHART TO SUPPORT THE NEED FOR AN ULTRA-LIGHTWEIGHT WHEELCHAIR.

The following recommendation was reached by: __________________________________________
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The above wheelchair prescription is medically necessary for the patient’s care.

Sincerely,

Therapist Signature: _______________________________
Date: _______________

License # __________________
Physician Signature: _______________________________

Date: _______________
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