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2. Head Control:
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ALL STAR MEDICAL





6808 Alamo Downs Parkway * San Antonio, Texas 78238 * Phone: (210) 767-8004 * Fax: (210) 767-8024





Positioning Chair Justification





Client:





Wt:





Ht:





Medicaid #:





D.O.B:





1. Client diagnosis and Functional Level:





3. Current positioning chair being used:





4. Reason why it is not meeting needs:





5. Anticipated benefits from requested equipment:





Equipment Needed: 





6. Anticipated length of time client will require this equipment. Please address growth potential of 


    requested item. 





Therapist Signature





Date
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