Wheelchair/Scooter/Stroller Seating Assessment Form 

(THSteps-CCP/Home Health Services) (Next 6 pages) 
	Instructions 

	A current wheelchair seating assessment conducted by a physician, physical or occupational therapist must be completed for purchase of or modifications (including new seating systems) to a customized wheelchair.                Please attach manufacturer information, descriptions, and an itemized list of retail prices of all additions that               are not included in base model price. 

Complete Sections I-VI for manual wheelchairs. Complete Sections I-VII for power wheelchairs.

 


	Client Information 

	First name: 
	Last name: 

	Medicaid number: 
	Date of birth: 


	Diagnosis: 

	Height: 
	Weight: 


	I. Neurological Factors 

	Indicate client’s muscle tone:       FORMCHECKBOX 
  Hypertonic        FORMCHECKBOX 
  Absent           FORMCHECKBOX 
  Fluctuating            FORMCHECKBOX 
  Other 

	Describe client’s muscle tone: INCREASED TONE IN EXTREMITIES C ESPECIALLY  RT LE>LT LE


	Describe active movements affected by muscle tone: INCREASED TONE IN EXTREMITIES AFFECTING ACTIVE MOVEMENTS IN FULL ROM AND LIMITING PROPER POSITIONING TO DECREASE SKELETAL DEFORMITIES

	Describe passive movements affected by muscle tone: PASSIVE MOVEMENTS LIMITED BY CONTRACTURES TO BIL SHOULDERS, ELBOWS AND KNEES

	Describe reflexes present: 



	Il. Postural Control 

	Head control:
	 FORMCHECKBOX 
  Good
	 FORMCHECKBOX 
    Fair
	 FORMCHECKBOX 
    Poor
	 FORMCHECKBOX 
   None

	Trunk control:
	 FORMCHECKBOX 
  Good
	 FORMCHECKBOX 
    Fair
	 FORMCHECKBOX 
    Poor
	 FORMCHECKBOX 
   None

	Upper extremities:
	 FORMCHECKBOX 
  Good
	 FORMCHECKBOX 
    Fair
	 FORMCHECKBOX 
    Poor
	 FORMCHECKBOX 
   None

	Lower extremities: 
	 FORMCHECKBOX 
  Good
	 FORMCHECKBOX 
    Fair
	 FORMCHECKBOX 
    Poor
	 FORMCHECKBOX 
   None


	III. Medical/Surgical History And Plans: 

	Is there history of decubitis/skin breakdown?               FORMCHECKBOX 
  Yes                 FORMCHECKBOX 
  No 

If yes, please explain: 


	Describe orthopedic conditions and/or range of motion limitations requiring special consideration (i.e., contractures, degree of spinal curvature, etc.): FLEXION CONTRACTURES TO BIL ELBOWS AND KNEES, RT HIP IN WINDSWEPT POSITION

	Describe other physical limitations or concerns (i.e., respiratory): PNT G-TUBE FED

	Describe any recent or expected changes in medical/physical/functional status: S/P ANTERIOR SPINAL FUSION VIAL T11, LT THORACOTOMY FROM T12 TO L4, MORCELLIZED LOCAL AUTOGRAFT, POSTERIOR SPINAL FUSION FROM T3 TO SACRUM C INSTRUMENTATION, PELVIC FIXATION ON -------- FOR PARALYTIC SCOLIOSIS C 85 DEGREE LUMBAR CURVE

	If surgery is anticipated, please indicate the procedure and expected date: NA


	IV. Functional Assessment: 

	Ambulatory status: 
	  FORMCHECKBOX 
  Nonambulatory 

  FORMCHECKBOX 
  Short distances only
	   FORMCHECKBOX 
  With assistance  

   FORMCHECKBOX 
   Community ambulatory               

	Indicate the client’s ambulation potential:
	  FORMCHECKBOX 
  Expected within 1 year 

  FORMCHECKBOX 
  Not expected 

  FORMCHECKBOX 
  Expected in future within ___ years
	

	IV. Functional Assessment: 

	Wheelchair Ambulation: Is client totally dependent upon wheelchair?         FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No 

If no, please explain:      

	Indicate the client’s transfer                            FORMCHECKBOX 
 Maximum assistance             FORMCHECKBOX 
 Moderate assistance 

capabilities:                                                    

                                                                        FORMCHECKBOX 
 Minimum assistance              FORMCHECKBOX 
 Independent 



	Is the client tube fed?                                   FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No

If yes, please explain: PNT RECEIVES G-TUBE FEEDS

	Feeding:                                                          FORMCHECKBOX 
 Maximum assistance             FORMCHECKBOX 
 Moderate assistance 

                                                                        FORMCHECKBOX 
 Minimum assistance              FORMCHECKBOX 
 Independent 



	Dressing:                                                         FORMCHECKBOX 
 Maximum assistance             FORMCHECKBOX 
 Moderate assistance 

                                                                        FORMCHECKBOX 
 Minimum assistance              FORMCHECKBOX 
 Independent 



	Describe other activities performed while in wheelchair: MOBILITY, FEEDING, SOCIALIZATION WITH PEERS AND FAMILY,  ENGAGING IN COMMUNITY ACTIVITIES, SCHOOL   




	V. Environmental Assessment: 

	Describe where the client resides: SINGLE STORY HOME

	Is the home accessible to the wheelchair?        FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No 

	Are ramps available in the home setting?          FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No 

	Describe the client’s educational/vocational setting:  


	Is the school accessible to the wheelchair?        FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No

	Are there ramps available in the school setting?        FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No

	If client is in school, has a school therapist been involved in the assessment?        FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No

	Name of school therapist:  

	Name of school:  

	School therapist’s phone number: 


	V. Environmental Assessment: 

	Describe how the wheelchair will be transported:  FAMILY VEHICLE

	Describe where the wheelchair will be stored (home and/or school):  HOME


	Describe other types of equipment that will interface with the wheelchair:  NA


	VI Requested Equipment: 

	Describe client’s current seating system, including the mobility base and the age of the seating system: Gizmo T/S (12 x 12) with solid seat/back, trunk supports, hip guides, headrest, hip belt, chest harness---about 5 yrs old--SN#

	Describe why current seating system is not meeting client’s needs:  Patient has outgrown current wheelchair & seating system.  Her current wheelchair is extremely worn due to wear and tear from being folded and unfolded when being transported. After undergoing spinal fusion, patient needs a seating system that will maintain proper spinal alignment and decrease further skeletal deformities.


	Describe the equipment requested: Gizmo T/S wheelchair  (15 x 16) with  custom molded seating system, headrest, chest harness, abductor, hip belt, ankle straps, calf panel, elbow blocks & pads        

	Describe the medical necessity for mobility base and seating system requested: Transportation, positioning, pressure relief.  The seating system will aid in preventing further progression of her scoliosis.  It will also reduce the risk of skin breakdown due to pressure cause by her scoliosis.

	Describe the growth potential of equipment requested in number if years: 5

	Describe any anticipated modifications/changes to the equipment within the next three years:  Adjustments to be done by wheelchair vendor

	Physician/Therapist’s name:  
	Physician/Therapist’s signature:

	Physician/Therapist’s title:  
	Date: 

	Physician/Therapist’s telephone number:  

	Physician/Therapist’s employer name: 


	Physician/Therapist’s address (work or employer address): 






	VII. Power Wheelchairs: 

Complete if a power wheelchair is being requested

	Describe the medical necessity for power vs. manual wheelchair: 

(Justify any accessories such as power tilt or recline): 


	Is client unable to operate a manual chair even when adapted?        FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No 



	Is self propulsion possible but activity is extremely labored?              FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No 

If yes, please explain:         

	Is self propulsion possible but contrary to treatment regimen?            FORMCHECKBOX 
  Yes     FORMCHECKBOX 
   No 



	How will the power wheelchair be operated (hand, chin, etc.)?      


	

	Has the client been evaluated with the proposed drive controls?     FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No



	Does the client have any condition that will necessitate possible change in access or drive controls within the 

next five years?       


	Is the client physically and mentally capable of operating a power wheelchair safely and with respect to 

others? 

                                                                                                                  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

	Is the caregiver capable of caring for a power wheelchair and understanding how it operates? 

                                                                                                                  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

	How will training for the power equipment be accomplished?       


	Physician/Therapist’s name:       
	Physician/Therapist’s signature:

	Physician/Therapist’s title:       
	Date:      

	Physician/Therapist’s telephone number:       

	Physician/Therapist’s employer name: 

     
	Physician/Therapist’s address (work or employer address): 
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