Wheelchair and Seating Evaluation
To be completed by therapist

PATIENT INFORMATION

Name DOB: Sex: Date seen: Time:
Address Physician This evaluation/justification
form will serve as the LMN for
Phone: the following suppliers:
Evaluating Therapist Company Name:
Phone: ATP/SMS/Supplier:
Phone Primary Therapist:
Phone: Contact at Company:
Spouse/Parent/Caregiver name: 1° Insurance/Payor
. Phone # supplier:
Policy #
2° Insurance/Payor
Phone number: Phone # company:
Policy #

Referred by:
Primary Reason For Referral:

Client Goals:

Caregiver goals
and specific

limitations that
may effect care

MEDICAL HISTORY

Primary Diagnosis: Code: ONSET:

Secondary Diagnosis/Comorbidities/Codes:

Relevant past and future surgeries: [JBone [Skin [ Muscle O Other

Height: Weight: Explain recent changes or trends in weight in the past 2-5 years

Pertinent Medical History:




Name: RIC MR#: Insurance/recipient #

Cardio Status: (ONormal O Impaired
Functional Limitations:

Respiratory Status: (ONormal (JSOB CJCOPD (Vent Dep (302 Dep OJ Hx of Chronic Congestion
Functional Limitations:

Orthotics:

OAmputee OJProthesis

HOME ENVIRONMENT

Setting: OJRural OJUrban OSuburban OPaved Roads (J Sidewalks (J Rough Terrain

OHouse Condo/town home JOwn ORent OApartment [JAsst Living COILTCF

OlLives Alone OLives with Others (Who?) Hours with caregiver:
OHome is accessible to patient ~ Width of entrance: Width of bathroom door:

Non-Accessible areas in home:
OLevel OStairs ORamp [Lift/elevator

Comments:

When relevant wheelchair cannot exeed:
Width Length Seat height Total height

Storage of Wheelchair: (JIn home Jother (please say where stored)

COMMUNITY ENVIRONMENT

Employment/School

Medical Visits

Religious Facility/Leisure Environments

Other
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Name: RIC MR#: Insurance/recipient #
TRANSPORTATION

TRANSPORTATION:

OCar OVan [OSUV/Truck OPublic Transportation [JSchool Bus [Van Service [JAmbulance [JOther:
Vehicle Adaptations:

ONone [ORamp OLift OOWheelchair Tie Downs Type: OHand Controls Other
Method of Riding: [JRides in wheelchair [JRides in vehicle seat/car seat [JSelf Drives from wheelchair Self drives
in driver’s seat (JOther

Storage: Where is w/c stored during transport? CONA
Size of area needed for transport wxdxh:

If necessary, client or caregiver can load recommended equipment into vehicle: OOYes [No

Vehicle Dimensions:

Door Height Inside Height Door Width
Ramp WxL Weight Capacity
Other:

FUNCTIONAL/SENSORY ABILITIES:

Appears Appears Comments
adequate impaired
through through

observation | observation

Attention to
environment

Safety awareness
of self and others

Visual processing
skills

Auditory/Hearing

Language/
Communication
(OJHas device-requires mount

Planning and
execution

Behavioral status

Additional comments regarding processing skills and ability to safely use wheelchair

PAIN

PAIN OYes U No Location: Intensity Scale: (0-10)

How does pain interfere with mobility and/or ADLSs:
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Name: RIC MR#: Insurance/recipient #

SENSATION and SKIN INTEGRITY:

Sensation Pressure Relief:

Olntact Olimpaired Able to perform effective pressure relief: Yes (O No
OAbsent OHyposensate If yes, method used:

OHypersensate ODefensiveness

OUnable to report If no, WHY?:

Level or location of sensation:

Skin Integrity History of Skin Issues OJYes OJNo Skin Inspection:
Current Skin Issues  OYes CNo Location: Oindep OAssisted (JDep
Olntact OORed area
When .
(OJOpen Area Stage - - Method:
. Hx of skin flap surgeries (JYes [INo
OScar Tissue .
. s Location:
At risk from prolonged sitting
Location: When

Risk factors
OBony prominences [ Immobility [ Incontinence [ Impaired nutritional or hydration status  JAging Skin

O Compromised circulatory status ~ JTendency towards moisture buildup (profound perspiration, skin folds)

ADL STATUS (in reference to wheelchair use):

Indep | Indep | Assist | Unable Not Comments
with assessed

Equip

Dressing

Eating Describe oral motor skills (N/A)

Grooming/Hygiene

Meal Prep

IADLS:
Mobility in the
home

Mobility in the
community

Bowel Mngmnt: COJContinent OIncontinent [(JAccidents (OJDiapers [JColostomy

Bladder Mngmnt: OJContinent OJincontinent [JAccidents (ODiapers OUrinal OIntermittent cath OJIndwelling cath
OSupra-pubic cath

Number of hours per day spent in wheelchair:
Typical Daily Wheelchair Use Schedule:
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Name: RIC MR#: Insurance/recipient #
CURRENT SEATING / MOBILITY:

Current Mobility Base: (ONone (dDependent/Travel (Dependent with Tilt OStroller OOManual CJPower Assist
OScooter OOPower  Type of Control:
Manufacturer: Model: Serial #:

Size: Color: Age of Base:

Current Condition of Mobility Base:

Age

COMPONENT MANUFACTURER/CONDITION

Seat platform

Seat cushion

Back support

Lateral thoracic supports

Lateral pelvic/thigh supp.

Medial thigh/ knee supp.

Lower leg support or strap

Head support

Pelvic stabilization

Anterior chest/shoulder
support

UE support

Tilt- post/anterior/lateral

Recline

Describe posture in present seating system:

Current mobility equipment does not meet medical needs. Describe limitations:

MOBILITY SKILLS:
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Name: RIC MR#: Insurance/recipient #
YES Does not meet mobility needs due to:
Meets Envir-on-
needs Risk of mental Safety Safety Decreased Decreased | Pain | Pace/ | Cardiac/ Comments
falling | limitations | concerns concerns | endurance Motor Speed | respirator
& with & strength Skills & condition
cognition physical Coordina-
ability tion
Jse of
—ane/crutches
Jse of walker
Vianual w/c ORisk of repetitive
)ropulsion: strain injury o
OUpper extremity join'
Arm : instability
Jleft Oright
Jboth
-oot:
Oeft Oright
Jboth
Vianual w/c
v/Power
Assist
)perate OUnable to
;cooter transfer to scooter
Olacks UE control
INA for scooter
Olacks trunk
control for scooter
Jperate
yower w/c:
std. joystick
JNA
Jperate
Jower w/c:
v/ Alternative
ontrols
JNA
Developmental Status (Pediatrics) aON/A
Motor development:
Prognosis:
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Name:

MAT EVALUATION:

RIC MR#:

Insurance/recipient #

Measurements in Sitting

Left Right Left Right
A Buttock/thigh depth J Top of head
B Lower leg length K Shoulder
C Foot length L Chest width
D Ischial depth M Hip Width
E Seatto elbow N External Knee width
F PSIS O Internal knee width
G |Inferior scapula P External ankle/foot (at widest point)
H Axilla Overall width (asymmetrical width for

windswept legs or scoliotic posture

I Top shoulder
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Name: RIC MR#: Insurance/recipient #
Orientation of Supports
Accommodate OLeft O Right OBoth sides OLeft ORight (JBoth sides

Pelvis to Thigh Angle

OGreater than 90

OLess Than 90

Thigh to Calf Angle

OGreater than 90

OLess Than 90

Explain why patient is non-ambulatory:

POSTURE: (MAT EVALUATION) COMMENTS:
Tendency:
Anterior/Posterior Obliquity Rotation-Pelvis
PELVIS
=
3
=
0 J 0 0 3 0 0 J 0 Tonafl Influence
WEL  LObliquity RObliquity | WFL LRotation R Rotation | PelVis:
Neutral  Posterior Anterior (R elev) (L elev) (R anterior) (L anterior)
OParalysis
Mobility: OFlaccid
OFixed —no mvmt available OFixed —no mvmt available OFixed —no mvmt available JLlow Tone
O Tendency away from a Ten.dency away from neutral | O Tendency away from (JHigh Tone
neutral OFlexible to neutral neutral Ospasticit
OFlexible to neutral 3 Self correction OFlexible to neutral 0 P ) Y
3 Self correction OExternal correction 3 Self correction Dyst'onla
OEexternal correction OEexternal correction OPpelvic Thrust
Oother
TRUNK Lateral Flexion/Scoliosis | Trunk Tonal Influence

Anterior / Posterior

Rotation/Kyphoscoliosis

Trunk:

OParalysis
OFlaccid
0 0 0 ONeutral OLow Tone
WFL 1 Thoracic t Lumbar | O 0 0 O Left-anterior (IHigh Tone
Kyphosis Lordosis | WFL Cfnvex Copvex O Right-anterior DSpasticity
eft Right )
OFixed —no mvmt available ODystonia
3 Tendency away from OFixed —no mvmt available OFixed —no mvmt available Oother
neutral 0O Tendency away from neutral | 7 Tendency away from
OFlexible to neutral OFlexible to neutral neutral
3 Self correction O Self correction OFlexible to neutral
OJExternal correction OExternal correction 3 Self correction
OJExternal correction
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Name: RIC MR#: Insurance/recipient #
) Windswept
N J A () — Hip R.0.M.
[ ) U Mo )| \ L r Y WFL [ Leftlimits | Right
P a L) L d a a limits
s Hip Flexion
Neutral ~ ABduct ADduct Neutral Right Left Hip Ext
OSubluxed ODislocated Hip Abd
OFixed —no mvmt available OFixed —no mvmt available Hip Add
O Tendency away from O Tendency away from neutral
neutral OFlexible to neutral Describe Tone/Movements LE:
OFlexible to neutral (3 Self correction
3 Self correction OExternal correction OParalysis
OJExternal correction Flaccid
OLow Tone
(JHigh Tone
Knee R.O.M. Foot Positioning OSpasticity
Left Right O wrL 0L Or ODystonia
KNEES | OJ wrL O wrL ROM concerns: (ORocks/Extends at Hip
& OlLimitations ~ JLimitations Dorsi-Flexed OLOr OKicks into Knee extension
FEET Plantar Flexed 0. Ok Opushes legs downward into footrests
Inversion O Or
Eversion O Or DOther
(OJEdema LE
Describe:
HEAD |3 Functional O Good Head Control Describe Tone/Movement of head and Neck:
& O Flexed 3 Extended 3 Adequate Head Control
NECK 3 Rotated L [ Lat Flexed L O Limited Head Control
3 Rotated R [ Lat Flexed R
O cervical Hyperextension 3 Absent Head Control
EE%’V';/DER Shoulders Describe Tone/Movement of Shoulder/Elbow UE:

Tendency Towards:
Left Right
Functional
Elevation
Depression
Protraction
Retraction
Int rotation
Ext rotation

Subluxed ]

Qaoaoaaaoaq
Qoooadaq

R.O.M. for Shoulder/Elbow:

WFL | Limits

Shoulder Flex L R

Shr ABD

Shr ADD

Elbow
Flex/Ext

Strength for
Shoulder/Elbow:

WFL | Limits

Shoulder Flex L R

Shr ABD

Shr ADD

Elbow
Flex/Ext

Grades if necessary /5

OParalysis
OFlaccid
OLow Tone
(JHigh Tone
Ospasticity
ODystonia
Oother

JEdema UE
Describe:
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Name: RIC MR#: Insurance/recipient #

WRIST Handedness:
& ORight

HAND 110 wnL OlLeft
Limitations L |R ONot developed due to age
Contractures ODevelopment not
Fisting anticipated
Tremors
Weak grasp
Poor
dexterity
No hand
function
Paralysis

Equipment trials (DESCRIBE DURATION AND RESULTS OF TRIAL):
Patient demonstrated ability to use equipment safely and efficiently Yes___ No___Comments:

State why other equipment was not appropriate/ successful:

Treatment Plan:

O The patient and/or caregiver actively participate in appointment for fitting and training with recommended equipment.

O The patient and/or caregiver will demonstrate adequate knowledge of safe and functional operation of the recommended
equipment

O The patient and/or caregiver will demonstrate adequate knowledge on use and care of the recommended equipment

m)

Goals for Wheelchair Mobility for Client:

O Promote independence in mobility in the home

O Promote participation with MRADLs

O Provide dependent mobility

O Promote independence with pressure relief

O Provide wheelchair base that includes tilt to facilitate pressure relief, postural control, physiological function
O Provide wheelchair base that includes recline to facilitate pressure relief , postural control, self care

Goals for Seating system for Client:

O Optimize pressure distribution to assist in the prevention of decubitus ulcers

O Provide support needed to facilitate safety

O Provide corrective forces to assist with maintaining or improving posture

O Accommodate and support client’s posture: current seated postures and positions are not flexible or will not tolerate corrective
forces

O Enhance physiological function such as breathing, swallowing, digestion

O Enhance ability to participate in ADLs
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Name:

RIC MR#:

Insurance/recipient #

MOBILITY BASE RECOMMENDATIONS and JUSTIFICATION

MOBILITY BASES

JUSTIFICATION

Manufacturer:

Model:

Color:

Seat width: Seat depth:
Back hgt Seat to back hgt

Can be grown to: width depth

(non-standard width/depth necessary
to accommodate anatomical

Oprovide dependent mobility
Oprovide indep mobility

Ois not a safe, functional ambulator measur.ement . e .
Clwalker or cane inadequate OEquipment is a lifetime medical
need

J Manual mobility base

(J Dependent base

ONon functional ambulator
OAble to self propel in residence
(JUnable to self propel in residence

(OsStandard manual wheelchiar

(JSelf propels wheelchair
OPropels with Assistance
OPassive propulsion

OLightweight manual wheelchair

OMedical condition and weight of wheelchair affect ability to self propel
standard manual wheelchair

OMarginal propulsion skills

(OHigh strength lightweight manual
wheelchair

OMedical condition and weight of wheelchair affect ability to self propel while
engaging in frequent MRADLSs that cannot be performed in a standard or
lightweight manual wheelchair

ORequires a specific seat width, depth, or height
OPrevent repetitive use injuries

OUitra lightweight multi-adjustable
manual wheelchair

(J Medical condition and weight of wheelchair affect ability to self propel while
engaging in frequent MRADLSs that cannot be performed in a standard,
lightweight, or ultra lightweight multi-adjustable manual wheelchair

OPrevent repetitive use injuries

(JAxle requires movement in order for proper placement for independent self
propulsion

OWheelchair back angle requires adjustablility to accommodate seat to back
angle

(OHeavy duty mobility base

Obroken frame/ hx of repeated
repairs

Omultiple seat functions
Oover active movement

Oluser weight exceeds capacity
Oextreme tone

Ostroller base

Onon-functional ambulator
OJunable to propel manual wheelchair  (Jnon-functional UE
(Jdevelopmentally unable to propel (3 Indep mobility is not a goal at this
Oallows for growth time

Oinfant/child

OPower Assist

Oshoulder pain is 7/10 during ORequires conservation of enrgy to
manual propulsion particiapte in MRADLs

Oless expensive option to power OJUnable to propel up ramps or
wheelchair curbs using manual wheelchair
Orepetitive strain injury present in

shoulder girdle

OScooter/POV

Ohas adequate trunk stability

Ocan not functionally propel manual
wheelchair

Ocan safely operate
Ocan safely transfer
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Name:

RIC MR#:

Insurance/recipient #

OPower mobility base

Onon-ambulatory

Ocan not functionally propel manual
wheelchair

Ohome is accessible

(3 can not functionally and safely
operate scooter/POV

(3 can safely operate

Owilling to use equipment

Why mobility base was selected

Why a lower level mobility base would not be appropriate

SEAT FUNCTION/POSITION CHANGES

Tilt

OForward OIBackward JLateral
OPower tilt on power chair
OPower tilt on manual chair
OManual tilt on manual base

(3 change position against
gravitational force on head and
shoulders

Ochange position for pressure
relief/can not weight shift

O decrease pain
Oblood pressure management

Omanagement of tone

Orest periods

Ocontrol edema

Ofacilitate postural control

3 transfers

O control autonomic dysreflexia
Oincrease sitting tolerance

O decrease respiratory distress

Recline
OPower recline on power base
OManual recline on manual base

(J accommodate femur to back angle
O bring to full recline for ADL care

O change position for pressure
relief/can not weight shift

O decrease pain
Oblood pressure management

Orest periods and sleeping in chair
Orepositioning for transfers
(Ohead positioning

O control autonomic dysreflexia
Oincrease sitting tolerance

O decrease respiratory distress

Elevator on mobility base
Owheelchair
(JScooter

Oincrease indep in transfers
Oincrease indep in ADLs for reach

Oraise height for eye contact which
reduces cervical neck strain and

pain(J

(Jstand or Vertical PositionSystem

Oindependent weight bearing
Odecrease joint contractures
Opressure distribution away from

scapule, sacrum, coccyx, and ischial
tubersotities

Oincrease digestion and elimination

Oaccess to counters, cabinets
Oinceae reach

Oincrease interaction with others at
eye level, reduces neck strain
Oincrease performace of MRADLs

FRAME OPTIONS

Rear canes
Oextended Jangle adjustable
Ostandard

Ocaregiver access
Ocaregiver assist

Oallows “hooking” to enable
increased ability to perform ADLs or
maintain balance

(JSeat to floor height:

Jfoot propulsion
Otransfers
(Jaccommodation of leg length

Jaccess to table or desk top

Rear wheel axle placement/
adjustability

ONone Osemi adjustable (Jfully
adjustable

Oimproved UE access to wheels

Oimproved postural stability by
changing angle in space

(J1-arm drive access
(Jamputee placement

0

(OJAngle Adjustable Back

Opostural control
Ocontrol of tone/spasticity
(Jaccommodation of range of motion

OJUE functional control
(Jaccommodation for seating system

0

Hangers/ Leg rests
60 (70 (390 Ocenter mount
Oelevating (Jheavy duty articulating

Oprovide LE support

(OJaccommodate to hamstring
tightness

Odurability
Oenable transfers
Odecrease edema
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Name:

RIC MR#:

Insurance/recipient #

Ofixed Olift off

Oswing away (rotational hanger
brackets (Jadjustable knee angle (J calf
panel (J Longer extension tube

Oelevate legs during recline
Oprovide change in position for LE’s

Omaintain placement of feet on
footplate

(OJaccommodate lower leg length
O improve circulation
Oincrease ground clearance

OPower Elevating Leg rests

Oindependently elevate legs during
recline

Oprovide change in position for LE’s
Omaintain placement of feet on
footplate

(Odecrease edema

Oactuator needed to elevate legrest
Oactuator needed to articulate
legrest preventing knees from flexing
Oimprove circulation

Oincrease ground clearance over
curbs

Foot support

Jadjustable Footplate (JR CIL
Oflipup  depth/angle adjustable
OJone piece footplate

Oprovide foot support
Oaccommodate to ankle ROM

Oallow foot to go under wheelchair
base

OJtransfers

0

Armrests

Ofixed Dadjustable height OJremovable
Oflip away (swing away Oreclining
Pads: (Jfull length Jdesk [ tubular

Oprovide support with elbow at 90
Oprovide support for w/c tray

Ochange of height/angles for
variable activities

Oremove for transfers

(Jallow to come closer to table top
Oremove for access to tables
Oluse for assist in transfers
OJuse for pressure relief

(side guards

Oprevent clothing getting caught in wheel
or becoming soiled

Dprovide hip and pelvic stabilization

Oeliminate contact between body
and wheels

Olimit hand contact with wheels

Wheel size:
Wheel Style
Omag Ospokes O

Oincrease access to wheel

(Jallow for seating system to fit on
base

Oincrease propulsion ability
Omaintenance
Otransportation tie downs

OQuick Release Wheels

Oallows wheels to be removed to
decrease width of w/c for storage

Odecrease weight for lifting

0

Wheel rims/ hand rims
Ometal Oplastic coated Cvertical
projections (Joblique projections

3 Provide ability to propel manual
wheelchair

O Increase self-propulsion with hand
weakness/decreased grasp

Tires: Opneumatic (Iflat free inserts
Osolid

Odecrease maintenance
Oprevent frequent flats
Oincrease shock absorbency

Odecrease pain from road shock
Odecrease spasms from road shock

0

Caster housing:
Caster size:
Style:

Omaneuverability

Ostability of wheelchair
Oincrease shock absorbency
Odurability

Omaintenance

Oangle adjustment for posture

Odecrease pain from road shock
Odecrease spasms from road shock
Oallow for feet to come under
wheelchair base

(Jallows change in seat to floor
height

0

OShock absorbers

O decrease vibration

3 provide smoother ride over
uneven terrain

(JSpoke Protector (3 prevent hands from getting caught | OJ
in spokes

(OJOne armed device (JLeft [JRight | (Jenable propulsion of manual 0
wheelchair with one arm

O Anti-tippers Oprevent wheelchair from tipping 0

backward

OTransportation tie-down option

(Jto provide crash tested tie down
brackets
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Name:

RIC MR#:

Insurance/recipient #

O Amputee adapter

OProvide support for stump/residual
extremity

OVentilator tray

Ostabilize ventilator on wheelchair

O Crutch/cane holder
(J 02 Cylinder holder
3 IV hanger

(JStabilize accessory on wheelchair

Brake/wheel lock extension

OrR OL

Oincrease indep in applying wheel
locks through increasing the lever
arm

POWER WHEELCHAIR OPTIONS

Controls/input device
OProportional
(ONon-Proportional/switches

OElectrical IMechanical
Manuafacturer

Model
Body Parts

rLeft rRight

Oprovides access for controlling
wheelchair

(3 lacks motor control to operate
proportional drive control

(3 unable to understand proportional
controls

Olimited movement/stength
Oextraneous movement

Oother

OJupgraded Electronics/ Expandable
controller/harness

Oprogramming for accurate control
Oprogressive disease/changing
condition

Oallows input device to communicate
with drive motors and gear box
(ORequired for upgraded joystick
control

(OJRequired for alternative drive
controls

O operate power

tilt / power recline through joystick
control

Oharness provides necessary
connectors for operation

Obisplay box

OJAllows user to see which mode and
drive the wheelchair is set
(O necessary for alternate controls

(OJUpgraded tracking electronics

Oincrease safety when driving

O correct tracking when on uneven
surfaces

(Jsafety Reset Switches

(JUsed to change modes and stop
the wheelchair when driving in latch
mode

(JStop wheelchair

(JSingle or Multiple Actuator Control
Module

OJOperate seat function
O Operate shear on back

OMount for switches or joystick

O Attaches switches to w/c
DSwing away for access or transfers

OImidline for optimal placement
Dprovides for consistent access

OJAttendant controlled joystick plus
mount

Osafety
Olong distance driving
Ooperation of seat functions

Ocompliance with transportation
regulations

0

OBattery

Opower motor on wheelchair

Equipment eval/justification form
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Name:

RIC MR#:

Insurance/recipient #

| Ocharger

‘ Ocharge battery for wheelchair ‘

SEATING COMPONENT RECOMMENDATIONS AND JUSTIFICATION

Obvack Oseat

Component Manufacturer Model/size Justification
(OSeat Cushion (OJaccommodate impaired O stabilize/promote alignment
sensation Opromote hip/ femur
(Jdecubitus ulcers present/history | alignment
Ounable to shift weight (OJaccommodate obliquity
Oprevent pelvic extension (OJaccommodate multiple
Olow maintenance deformity
Oincrease pressure
distribution
(J Additional Pieces on
Seat Cushion
OJSeat Wedge OJaccommodate ROM OProvide increased
aggressiveness of seat shape to
decrease sliding down in the seat
OCover Oprotect back or seat cushion Ohave one to use while the
Replacement other is being washed and air
dried
Mounting hardwre. | Ofixed Oattach seat platform/cushion to | Omount headrest
Olateral trunk supports w/c frame Oswing medial thigh support
(Theadrest Oswing Oattach back cushion to w/c away
O medial thigh support away for: frame Oswing lateral supports away for

transfers

O Seat Board
O Back Board

Osupport cushion to prevent
hammocking

(3 allows attachment of
cushion to mobility base

OBack

Oprovide lateral trunk support
OJaccommodate deformity
(Jaccommodate or decrease tone
Ofacilitate tone

Oprovide posterior trunk
support

Oprovide lumbar/sacral
support

Osupport trunk in midline

0

(JAdditional Pieces on

Back Cushion

OLateral 3 pelvis in neutral OJaccommodate tone

pelvic/thigh Oaccommodate pelvis Oremovable for transfers

support Oposition upper legs a

OMedial/ lateral Odecrease adduction Oremove for transfers

Knee Support Oaccommodate ROM Oalignment

OFoot Support Oposition foot Ostability
(OJaccommodate deformity Odecrease tone

Ocontrol position

OAnKkle strap/heel Osupport foot on foot support Oprovide input to heel

loops Odecrease extraneous movement | Oprotect foot

OLateral trunk Odecrease lateral trunk leaning Osafety

Supports OJaccom asymmetry Ocontrol of tone
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Name: RIC MR#: Insurance/recipient #
OrR OL Ocontour for increased contact 0
OAnterior chest Odecrease forward movement of | (Jadded abdominal support

strap, vest, or
shoulder retractors

shoulder

OJaccommodation of TLSO
Odecrease forward movement of
trunk

Oalignment

Oassistance with shoulder
control

OJdecrease shoulder elevation

0

(OHeadrest Oprovide posterior head support Oimprove respiration
Oprovide posterior neck support Oplacement of switches
Oprovide lateral head support Osafety
Oprovide anterior head support (OJaccommodate ROM
Osupport during tilt and recline (Jaccommodate tone
Oimprove feeding Oimprove visual orientation
0

ONeck support Odecrease neck rotation Odecrease forward neck
0 flexion

OUpper extremity
support

OArm Trough

0 Hand

Support

O tray

OFull tray

OJSwivel mount

OrR OL

Odecrease edema
(Jdecrease subluxation
Ocontrol tone
Oprovide work surface

Oplacement for
AAC/Computer/EADL
0

Odecrease gravitational pull
on shoulders

Oprovide midline positioning
Oprovide support for UE
function

Oprovide hand support in
natural position

OPelvic positioner
OBelt

CJSubASIS bar
ODual Pull

Ostabilize tone
Odecrease falling out of chair
Oprevent excessive rotation

0

Opad for protection over
boney prominence
Oprominence comfort

Ospecial pull angle to control
rotation

OJEssential needs
bag
or pouch

Holds
Omedicines special food
Oorthotics [Jclothing changes

Odiapers Jcatheter/hygiene
Oostomy supplies

0

Other

Other

Other

Other

Additional Narrative Information
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Name: RIC MR#: Insurance/recipient #

SIGNATURES

Patient/Client/Caregiver/
Guardian Name Printed

Patient/Client/Caregiver/
Guardian Signature: Date:

Therapist Name Printed:

Therapist’s Signature Date:

Supplier’s Name Printed:

Supplier’s Signature: Date:

This is to certify that I, the above signed therapist, have the following affiliations:
OThis DME provider

OManufacturer of recommended equipment

OPatient’s long term care facility

O None of the above

My signature below certifies that | agree with the recommendation above and order the equipment
shown on the provider’s itemized price list. This equipment is required for long term use.

Physician’s Name Printed:

Physician’s Signature: Date:
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