Patient Evaluation for Power Wheelchair (PMD)

Section A Patient Information

Prescription Date: | Patient Name: Date of Birth: | Medicare HICN:
Address: |

Face to Face Date: | OT/PT Eval Date: Diagnosis Code / Description:

Section B

Examination and Evaluation

Please describe reason for this mobility evaluation:

Height Weight B/P Pulse Respiratory I Oxygen Used?
OWNL 0O Labored at Times I O Yes O No
Current Pressure Sores? [ Yes [ No Poor Balance? O Yes O No
Location: History / Risk of Falls? O Yes O No
Trunk, Neck, and Pelvic Posture / Flexibility? Poor Endurance? O Yes ONo
O Good 0O Limited 0O Severely Limited Cachexia? O Yes ONo
Other Information Obesity? O Yes ONo
Significant Edema? O Yes O No
Holds Walls/Furniture for Mobility O Yes ONo

Section C Functional Assessment
1. Does your patient have a mobility limitation that impairs participation in Mobility Required O Yes ONo
Activities of Daily Living (MRADLSs) in the home? Yes — Continue
If Yes, Describe: STOP
No — No MAE
2. Can their limitations be compensated by the addition of MAE to improve the ability to participate O Yes ONo
in MRADLs in the home? STOP
If Yes, Why?: No — No MAE
Yes — Continue
3. Is your patient or their caregiver capable and willing to operate the MAE safely in the home? O Yes ONo
STOP
No - No MAE
Yes — Continue
4. Can the patient’s mobility deficit be safely resolved by a cane or walker? O Yes ONo
If No, Why?: STOP
Yes — No MAE
No — Continue
5. Does your patient’s home environment support use of a wheelchair or Power Mobility Device? O Yes ONo
STOP
No - No MAE
Yes — Continue
6. Does your patient have the upper extremity function to safely propel a manual wheelchair to O Yes ONo
participate in MRADLSs in the home? Yes - O Order Manual
If No, Why?: Wheelchair

No — Continue to PMD




Patient Evaluation for Power Mobility Device - Continued

Patient Name:

7. Does your patient have sufficient strength, trunk stability and ability to transfer on/off platform of a
Power Operated Vehicle (POV) or “scooter” in the home?

Explain:

O Yes ONo
Yes — Go to Question 8
No — Go to Question 9

8. Is your patient able to safely maneuver a Power Operated Vehicle (POV) in their home?

O Yes O No
Yes - O Order POV &
DO NOT ANS Q9 & 10
No - Continue

9. Does your patient need the additional features (i.e. optimal maneuverability, ease of use, O Yes ONo
upgradeable/adaptable seating, etc.) of a power wheelchair to participate in MRADLSs in the home? Yes — Continue
If Yes, Why?: No — No MAE
10. Is your patient safe and able to maneuver a power wheelchair in the home? O Yes O No

Yes — O Order PMD
No — Contact Provider

Section D Specifications
Length of Need: Wheelchair Accessories
L Lifetime O Adjustable Height, Flip Up Arm O Right O Left
E[ o Months Patient requires an arm height that is different than that available using non-
art Date:

adjustable arm and spends at least two hours per day in the wheelchair.

Mobility Assistive Equipment Ordered
Manual Wheelchair (Standard)
Manual Wheelchair (Lightweight)
Manual Wheelchair (High Strength)
Power Operated Vehicle (POV)

O Elevating Leg Rests

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

O The patient requires a wheelchair with a reclining back

[0 The patient has significant edema of the lower extremities

Power Wheelchair O Heel Loops

Accessories: (list)

Ooo0ooono

Patient medically requires this item for proper positioning or support.

O Positioning Belt

Covered if the patient has weak upper body muscles, upper body instability or
muscle spasticity which requires use of this item for proper positioning.

O Anti-tip Wheels

Required to avoid backward tipping of the wheelchair due to a medical condition

O Oxygen Holder

Section E Physician/Therapist Information

Therapist Name: (Please Print:)

Therapist Signature: Date:

The information provided is a true and accurate representation of my patient’s current condition. I hereby incorporate
this document into my patient's medical record. This document is supported by additional medical records in my

patient's file.

Physician or Treating Practitioner Name:
Physician or Treating Practitioner Signature:

UPIN:
Date:




Physician’s Order for Power Wheelchair (PMD)

Prescription Date | Patient Name: Date of Birth
Face to Face Date | Patient Address and Medicare #: Diagnosis Codes
Qty | Manufacturer | Model Description HCPC Code
Physician Name (Print): UPIN:
Address: City:
State: Z1p: Phone:

Signature: Date:




