Seating/Mobility Evaluation
PATIENT INFORMATION:
	Name:
	
	
	Date Referred:
	
	
	Date Seen:
	

	Address:
	
	
	Phone:
	
	

	
	
	
	Age:
	
	
	Sex:
	
	
	Physician:
	

	Insurance:
	
	
	Height:
	
	
	OT:
	

	Referred By:
	
	
	Weight:
	
	
	PT:
	

	Patient Goals:
	

	
	

	Caregiver Goals:
	

	
	


MEDICAL HISTORY:
	Dx:
	

	
	

	Hx:
	

	
	

	Recent / Planned Surgeries:
	

	Cardio-Respiratory Status:
	Intact:
	Impaired:
	Comments:


HOME ENVIRONMENT:

	
	House
	
	
	Apt.
	
	
	Asst'd Living
	
	Caregivers/Family
	
	Lives Alone

	Entrance:
	Level
	Ramp
	Lift
	Stairs
	
	Entrance Width:
	

	Narrowest Doorway to Access:
	
	Location:
	

	Wheelchair Accessible Rooms:
	yes
	no
	Comments:


TRANSPORTATION:

	Car
	Van
	Van / Lift
	Bus
	Bus / Lift
	Ambulance
	Other
	

	Transfer Requirements:
	

	Driving Requirements:
	

	Comments:
	


CURRENT SEATING / MOBILITY

	Chair:
	
	Age:
	

	w/c Cushion:
	
	Age:
	
	
	w/c Back:
	
	Age:
	

	Wheelchair:
	

	{reason for replacement}
	

	Seating:
	

	{reason for replacement}
	


COGNITIVE / VISUAL STATUS:

	Orientation:
	Intact:
	 Impaired:
	Comments:

	Cognitive Skills
	Intact:
	 Impaired:
	Comments:

	Vision:
	Intact:
	Impaired:
	Comments:

	Demonstrates safe w/c skills:
	Manual
	yes
	no
	N/A
	
	Power
	yes
	no
	N/A

	Comments: 
	


Seating/Mobility Evaluation  Continued
ADL STATUS:
	
	Indep
	Sup
	Min 
	Max 
	Dep
	Comments

	Dressing/Bathing:
	
	
	
	
	
	

	Feeding:
	
	
	
	
	
	

	Grooming/Hygiene:
	
	
	
	
	
	

	Bowel Mngmnt:
	Continent
	Incontinent
	

	Bladder Mngmnt:
	Continent
	Incontinent
	


Wheelchair Skills

	
	Indep
	Sup
	Assist
	Unable
	N/A
	Comments

	Bed(Chair Transfers
	
	
	
	
	
	

	Chair(Commode Transfers
	
	
	
	
	
	

	Manual w/c Propulsion:
	
	
	
	
	
	

	Power w/c Operation: Std. Joystick
	
	
	
	
	
	

	Power w/c Operation: Alt. Controls
	
	
	
	
	
	

	Wt. Shifts
	
	
	
	
	
	

	Bed Confined without w/c
	Yes
	No
	Comments
	


SENSATION:

	Intact:
	Yes
	No
	Comments:
	

	Impaired
	Yes
	No
	
	

	Absent:
	Yes
	No
	
	

	Hx of Pressure Sores
	Yes
	No
	Comments:

	Current Pressure Sores
	Yes
	No
	


	
	POSTURE
	FUNCTION
	SUPPORT

REQUIRED
	TONE 

or
COMMENTS

	     
	Left
	Right
	ROM:
	
	

	
	 WFL
	 WFL
	
	
	

	KNEES
	 Flex
	Flex
	Strength:
	
	

	
	Ext
	 Ext
	
	
	

	
	
	
	
	

	F
	Left
	Right
	ROM:
	Std Foot PLate
	

	O
	WFL
	WFL
	
	Adj Foot PLate
	

	O
	DF/PF
	DF/PF
	
	Foot Holders/Straps
	

	T
	Inv/Ev
	Inv/Ev
	
	
	

	
	Sitting
	Standing
	
	
	

	Balance
	WFL
	WFL
	Ambulates with Device
	
	

	
	Mn Support
	Mn Support
	Ambulates without Device
	
	

	
	Mx Support
	Mx Support
	Unable to Ambulate
	
	

	
	Unable
	Unable
	
	
	


MAT EXAM 

MAT EXAM Cont
	
	POSTURE
	FUNCTION
	Support

Required
	TONE 

or

COMMENTS

	
	WFL
	Good Head Control
	
	

	
	Flexed      Extended
	Adequate Head Control
	Requires Min Support
	

	HEAD / 
	Rotated    Lat Flexed 
	Limited Head Control
	Requires Max Support
	

	NECK
	Cervical Hyperextension
	Absent  Head Control
	Other
	

	
	
	
	
	

	
	SHOULDERS
	AROM:
	
	

	
	Left
	Right
	
	
	

	
	WFL
	WFL
	
	
	

	U.E.'s
	elev / dep
	elev / dep
	Strength:
	
	

	
	pro-retract
	pro-retract
	
	
	

	
	subluxed
	subluxed
	
	
	

	
	ELBOWS
	AROM:
	Fixed Arm Rests
	

	
	Left
	Right
	
	Adj.Arm Rests
	

	
	Flex / Ext
	Flex / Ext
	Strength:
	Special Arm Rests
	

	
	supinated
	supinated
	
	
	

	
	pronated
	pronated
	
	
	

	WRIST
	Left
	Right
	Strength:
	
	

	&
	WFL
	WFL
	
	
	

	HAND
	Other
	Other
	Dexterity:
	
	

	
	
	
	
	
	

	
	Normal Posture
	Flexible
	Partially Flexible
	Fixed
	
	

	T
	Kyphosis
	
	
	
	
	
	

	R
	Lordosis
	
	
	
	
	
	

	U
	Scoliosis    L    R
	
	
	
	
	

	N
	Lat Flex      L    R
	
	
	
	
	

	K
	Chest/Rib Cage Deform.
	
	
	
	
	

	
	Other
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	Fixed
	Flexible
	Partially Flexible
	
	

	P
	Neutral
	
	
	
	
	

	E
	Anterior Tilt
	 
	 
	 
	
	

	L
	Posterior Tilt
	 
	 
	 
	
	

	V
	Pelvic Obliquity
	
	
	
	
	

	I
	     Left     Right
	 
	
	
	
	

	S
	 Pelvic Rotation
	
	
	
	
	

	
	      Left     Right
	 
	
	
	
	

	
	Left
	Right
	ROM:
	
	

	H
	 WFL
	 WFL
	
	
	

	I
	Abd qAdd
	Abd qAdd
	
	
	

	P
	 Int Rot'n
	 Int Rot'n
	Strength:
	
	

	S
	Ext Rot'n
	 Ext Rot'n
	
	
	

	
	Windswept    L    R
	
	
	


Seating/Mobility Evaluation Continued
	BASE 
	Features / Components
	Justification

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	SEATING
	Features / Components
	Justification

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Final Recommendations:
	Primary Objectives of Seating / Mobility System:

	1
	

	
	

	2
	

	
	

	3
	

	
	


[image: image1.png]Patient/Client/Caregiver

Signature: Date:
Therapist Name Printed:

Therapist’s Signature Date:
Supplier’s Name Printed:

Supplier’s Signature: Date:
| agree with the above findings and recommendations of the therapist and supplier:
Physician’s Name Printed:

Physician’s Signature: Date:
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