Functional Mobility Evaluation

A. PATIENT INFORMATION: Name: ____________________________________ DOB: _______________    Male    Female

B. HISTORY: (The history should paint a picture of the patient’s functional abilities and limitations on a typical day)

Symptoms that limit ambulation: _________________________________________________________________________________

Diagnoses that is responsible for these symptom(s): _________________________________________________________________

Other diagnose(s) that may relate to ambulatory problems: ____________________________________________________________

What ambulatory assistance is currently used? (cane, walker, manual wheelchair, caregiver): ___________________________________________________________________________________________________________

C. PHYSICAL EXAM: 
Weight:_______  Height:_______ 

Impairment of strength, range of motion, sensation, or coordination of arms and legs:  



Strength: ________________________________________



Right Upper Extremity (#): _________________



Left Upper Extremity (#):___________________



Right Lower Extremity (#): _________________



Left Lower Extremity (#): __________________



Trunk (#): ______________________________



Neck (#): _______________________________


Range of Motion:   
 within normal limits: ____________________________________________________________________

        
Right Upper Extremity (#): ____________________________



Left Upper Extremity (#): _____________________________



Right Lower Extremity (#): ____________________________



Left Lower Extremity (#): _____________________________



Trunk (#): _________________________________________



Neck (#): __________________________________________


Sensation: 
 normal 
 diminished
 absent-location  

Coordination/Motor Control of arms and legs: Briefly describe the patient’s functional control of:

    
Upper Extremities: ________________________________________________________________________________________


Lower Extremities: ________________________________________________________________________________________

Presence of abnormal tone or deformity of arms, legs, or trunk:


Muscle tone: 
 normal
  hypotonic           Where ________________________________________________________________



                hypotonic/flaccid Where
_______________________________________________________________


Deformity (arms/legs/trunk): _________________________________________________________________________________

Neck, trunk, and pelvic posture and flexibility


Pelvis posture: 
 posterior tilt 
 anterior tilt
 rotation
 obliquity
 flexible
 fixed



Trunk posture: 
 scoliosis
 kyphosis
 lordosis
 rotation
 flexible
 fixed



Neck posture: 
 forward flexion 
 extension
 lateral flexion
 flexible
 fixed



Sitting balance: 
 independent 
 with support 
Standing balance:     independent 
 with support


Cardiovascular status: 
 normal 
 impaired          
comment:: ________________________________________________

Pulmonary status: 

 normal 
 impaired
comment:: ________________________________________________

Vision status:
 
 Not tested 
 normal
 good
 fair
 poor
 absent

Auditory status:
 
 Not tested 
 normal
 good
 fair
 poor
 absent

Cognitive status:
 Not tested 
 normal
 good
 fair
 poor
 absent

D. FUNCTIONAL ASSESSMENT:  

Any problems with performing the following activities including the need to use a cane, walker, or the assistance of another person? 

Transferring between a bed, chair, and mobility device:
Independent 
Min-Assist 
Mod-Assist 
Max-Assist
Dependent
 


Bed ↔ w/c transfers 








Chair ↔ w/c transfers 





      


Does the patient have any ability to stand up from a seated position without assistance? _____________________________________

Walking around their home – to bathroom, kitchen, living room, etc – provide information on the distance walked, speed, and balance. 


Distance able to independently and safely walk without stopping (in-home): ________________________________________


Pace:     functional     non-functional         comment: _______________________________________________________


Balance:   Adequate for safe ambulation    Unsafe    comment: _______________________________________________

E. MOBILITY ASSISTIVE EQUIPMENT ALGORITHM 

Can the mobility deficit be sufficiently resolved with only the use of a mobility device to participate in MRADLs?                 Yes   No

Describe what kind of  ADL’s the patient will be able to preform inside the home (grooming, bathing, etc…)

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

1. Is a cane, crutches or walker recommended?                                                                                                                       Yes   No

If no, why can’t a cane, crutches or a walker meet this patient’s mobility needs in the home?

  inadequate motor skills/coordination     inadequate endurance     inadequate strength





  other: __________________________________

2. Is a manual wheelchair base recommended?                                                                                                                        Yes   No

Tilt-in-Space Wheelchair (E1161) Justification Section

1.  Please document medical justification for the tilt-in-space feature on this wheelchair: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

1. Describe why the following wheelchairs are not appropriate and a tilt-in-space (E1161) wheelchair is being recommended:

Standard Weight (K0001) and/or with Recline: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________       

 Hemi Weight (K0002): _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

 Light  Weight (K0003): _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

High Strength Lightweight (K0004): _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Ultra-Light Weight Wheelchair (K0005):

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Heavy Duty Wheelchair (K0006):

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Extra Heavy Duty Wheelchair (K0007):
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. Will the use of the manual tilt-in-space wheelchair significantly improve the patient’s ability to participate in ADL’s in a 24 hour care environment?                                                                                                                                      Yes   No
3. How many hours a day will the patient be in the wheelchair?  _____________ Hours
F. WHEELCHAIR ACCESSORIES JUSTIFICATION: (Check the wheelchair accessory being recommended)

 Elevating Legrests


· The patient has a musculoskeletal condition or the presence of a cast or brace which prevents 90 degree flexion at the knee; or

· The patient has significant edema of the lower extremities that requires having an elevating legrest; or

· The patient meets the criteria for and has a reclining back or tilt feature on the wheelchair.

· Other ______________________________________________________________________________________________                                                                                                                                            

 Adjustable height armrest

Does the patient requires an arm height which is not available using nonadjustable arms and does the patient spend at least 2 hours per day in the wheelchair?                                                                                                                                       Yes   No

 Arm Trough

Does the patient have quadriplegia, hemiplegia, or uncontrolled arm movements which require an arm trough?           Yes   No

 Seat Cushion

 Back Cushion

  Trunk/Thigh supports

  Headrest


Does the patient have a current pressure ulcer or past history of a pressure ulcer on the area of contact with the seating surface; or        No   Yes , if yes  skin breakdown present:  Stage____location(s)__________________________________________________________________________________

 History of pressure ulcers:  location(s)___________________________________________________________________


 Spasticity lower extremities: ____________________________________________________.


 Postural Impairment:  (Mr. /Mrs. /Ms.) sits with fixed kyphosis, scoliosis, wind-swept, etc.  – Contractures of __________________________________________________________________________________________________________.


  Degrees of PPT/Scoliosis/Kyphosis-Fixed or Flexed: ______________________________________________________________________________________________________________________________________________________________________________________________________________________.


  If choosing a custom seat or back, why can’t the patient use a standard positioning or skin protection seat or back: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.
RECOMMENDATIONS:  

Mobility Assistive Equipment:  

Supplier: Care Medical, Inc.

Estimated Length of Need:  99 months/lifetime
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By signing below, I attest that I do not have a financial relationship with the DME provider.
PT/OT Name (print): _______________________________________________________________________________________
PT / OT Therapist Signature: 
Lic#
Eval Date: 
____/____/___
Supplier:

ATS or ATP Name (print):


       


 Phone:


 Certification #:
_________ 

By signing below I attest that I had direct in-person involvement in the evaluation of this patient for this specific equipment.  (When applicable for certain equipment according to Medicare regulations effective 4-1-08).
ATP Signature:








 Date:



I have read and concur with the therapist assessment.  This will be a part of the patients medical record.

Physician Signature: _______________________________________________________________________

Physician Printed Name: ____________________________________________________________________

NPI#__________________________Date: _____/_____/_____


