Clinical Evaluation – Power Mobility Device

 
History/Diagnosis/Prognosis:
___________________________________________ (Name) is a ____ yrs. old, (male/female).
Diagnosis_____________________________________________________________________
Prognosis________________________________________________________________________________________________________________________________________________________________________________________________________________________________.
Pertinent Medical History Includes: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.   ________Height _______ Weight.  
Is the patient expected to grow? _____________________________________________________________________.

Assistance: 
Does the patient have a caregiver?  ___________________________ (Name of caregiver).
If so, then how many hours of assistance does the patient need and what type of assistance do they need help with (i.e. bathing, grooming, etc.) per day: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.

How Needs Are Met To Date:
Presently using a ______________________________________________________ that is ____________ years old & in (fair, poor, good) condition. A change is needed because: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.


Mobility:    
________________________________________________ (Name) is (non-ambulatory/ ambulatory). 
Is the patient at high risk of falls? ______________.  History of frequent falls:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.

Strength, Functional Levels & ADLS: 
Is the patient and/or caregiver able to use the following mobility devices?  Please state the reason(s) why they can or cannot use them:
Cane: _______________________________________________________________________.
Walker: _____________________________________________________________________.
Optimally Configured Wheelchair (K0001-K0005): _________________________________
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.
Group 1-Power Operated Vehicle (3 Wheel or 4 Wheel Scooter): ______________________
___________________________________________________________________________________________________________________________________________________________.
Group 2-Standard Power Wheelchair (Captain Seat): _______________________________
___________________________________________________________________________________________________________________________________________________________.

Transferring between a bed, chair, and mobility device:
Independent: ______________________________________________________________.
Dependent: ________________________________________________________________. 
[bookmark: _GoBack]Does the patient have any ability to stand up from a seated position without assistance? ___________________________________________________________________________.	

Does the patient walk 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): ___________________________________________________________________________________________________________________________________________________________.

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: ______________________________________________________________ 
        	           
Right Upper Extremity (#): _________________
		Left Upper Extremity (#):___________________
		Right Lower Extremity (#): _________________
		Left Lower Extremity (#): ___________________
		Trunk (#): ________________________________
		Neck (#): _________________________________

          Movement of extremities: __________________________  
          Passive range of motion: ___________________________   
          Sitting balance is: ____________ static & _____________ dynamic 
          Circulation: _____________________________________  





Cognitive Ability:   
Alert: _____________ Oriented:  ____________Decreased Cognitive Status_____________.
Can the patient safely operate the equipment being requested? ___________________________________________________________________________________________________________________________________________________________.


Predominant Tonal Patterns: 
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: ___________________________________________________________________________________________________________________________________________________________.

Skin Condition: History of decubiti: _____________________________________________________________________________. 
Stage: ___________ Location: _______________ Approx. Dates: ______________________.

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

Vision: ______________________________________________________________________.
Hearing: _____________________________________________________________________.

Planned Use For Chair:  
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 performing inside the home in the recommended piece of equipment: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
If the recommended equipment must be used outside the home for ADL’s; please describe their community use: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Who was involved in evaluation? _____________________________________________________________________________. 

What do they see as needs for their family member, patient, and friend? ___________________________________________________________________________. 
How available are they? ______________________________________________________. 
Time spent with patient ____________. Are they available & willing to assist patient with care of base being provided? __________________________________________________.


Home Accessibility:
Does the patient’s home provide adequate access between rooms, maneuvering space, and surfaces for the operation of the power wheelchair that is provided: _____Yes _____No
How is the home accessible (i.e. Ramps, Elevator): ___________________________________________________________________________________________________________________________________________________________.

Future Needs:  
Will they need an add-on at a later date? (Such as a communication device, seating system, etc.) _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________. 

Estimated Number of Years Chair Will Be Used: _____________________________.
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By signing below, I attest that I do not have a financial relationship with the DME provider.

Signatures:

PT/OT Signature: _______________________________________________________
Print Name: ____________________________________________________________
Date:  __________________ License #: ____________________  

ATP Signature: _________________________________________________________   
Print Name: ____________________________________________________________
Date: __________________ Certification #: ___________________   


I have read and concur with the evaluation completed.  The evaluation will be a part of the patients medical record. 
 
Physician Signature: _____________________________________________________
Physician Printed Name: _________________________________________________
Date: __________________    NPI: _______________________                                                1

