
 
 
 

Recipient 
Name:   Date Referred:  Date of Evaluation:  
Address:   Phone:  Physician:  
  Age:   Sex:  OT:  
Funding:  Date of Birth:  PT:   
Referred By:  Height:    
 Weight:     
Medicaid ID #  

Reason for Referral:  
  
Patient Goals:  
  
Caregiver Goals:  
  
MEDICAL HISTORY: 
Dx:           ICD-9:_________ ICD-9:___________ 

                                                                                                                                                                      ICD-9:_________ ICD-9:___________ 
Date of injury/onset:          
Prognosis/ Hx:  
 
 
Recent / Planned Surgeries:  
  
Cardio-Respiratory Status: Comments:   
Intact  Impaired    
CURRENT SEATING / MOBILITY: (Type – Manufacturer – Model) 
Chair:  Age:  
Serial # 
w/c Cushion:  Age:   w/c Back:  Age:  
Other Positioning Components: 
 
 
Reason for Replacement / Repair / Update:  

  
Funding Source:  
HOME ENVIRONMENT: 
House Apt Asst Living LTCF Alone w/ Family-Caregivers: 

Length of  
time at residence: 
Entrance: Level Ramp Lift Stairs  Entrance Width:  
w/c Accessible Rooms: Yes No Narrowest Doorway Required to Access: 
Is a caregiver available 
24 hours a day: Yes No If no, how many hours a day is a caregiver available? 

 

 
SEATING MOBILITY EVALUATION

Mission Medical Supply Rev.A 2024

This form must be completed by the licensed Physical Therapist or the OT performing the evaluation. 
The evaluator may choose to include additional information that substantiates medical necessity for the equipment 
requested. 



Comments:  
 
 
TRANSPORTATION: Car Van Bus Adapted w/c Lift Ramp  Ambulance Other: 
COGNITIVE / VISUAL STATUS: 
Memory Skills Intact: Impaired: Comments: 

Problem Solving Intact: Impaired: Comments: 

Judgment Intact: Impaired: Comments: 

Attn / Concentration Intact: Impaired: Comments: 

Vision Intact: Impaired: Comments: 

Hearing Intact: Impaired: Comments: 

Other Intact: Impaired: Comments: 
ADL STATUS: Indep Assist Unable  Comments / Other AT Equipment Required 

Dressing     
Bathing     
Feeding     
Grooming/Hygiene     
Toileting     
Meal Prep     
Home Management     

Bowel Management:: Continent Incontinent  
Bladder Management:: Continent Incontinent  
MOBILITY SKILLS: Indep Assist Unable N/A Comments 

Bed ↔ w/c Transfers      
w/c ↔ Commode Transfers      
Ambulation:     Device: 

Manual w/c Propulsion:      
Operate Power w/c w/ Std. Joystick      
Operate Power w/c  w/ Alternative Controls      
Ability to Stand      

Able to Perform Weight Shifts     Type: 
Hours Spent Sitting in w/c Each Day:   Comments: 
SENSATION: 
Intact Impaired Absent Hx of Pressure Sores  Yes  No 
Current Pressure Sores  Yes  No Location/Stage 

Comments:  
  
CLINICAL CRITERIA /  ALGORITHM SUMMARY 
Is there a mobility limitation causing an inability to safely participate in one or more Mobility Related Activities of Daily Living in a reasonable time 
frame? Explain:            Yes No   
Are there cognitive or sensory deficits (awareness / judgment / vision / etc) that limit the users’ ability to safely participate in one or more MRADL’s or 
ADL’s?            Yes No 
If yes, can they be accommodated / compensated for to allow use of a mobility assistive device to participate in MRADL’s? Yes No 
Explain: 

Does the user demonstrate the ability or potential ability and willingness to safely use the mobility assistive device?      Yes No 
Explain: 

Can the mobility deficit be sufficiently resolved with only the use of a cane or walker?         Yes No 
Explain: 

Does the user’s environment support the use of a    MANUAL WHEELCHAIR     POV   POWER WHEELCHAIR:           Yes No 
Explain: 

If a manual wheelchair is recommended, does the user have sufficient function/abilities to use the recommended equipment?Yes No N/A 
Explain: 
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If a POV is recommended, does the user have sufficient stability and upper extremity function to operate it?Yes No N/A 
 Explain: 

If a power  wheelchair is recommended, does the user have sufficient function/abilities to use the recommended equipment?Yes No N/A 
 Explain: 
 
 

RECOMMENDATION / GOALS: 
 MANUAL WHEELCHAIR     POV   POWER WHEELCHAIR:    POSITIONING SYSTEM(TILT/RECLINE) SEATING 
  
  
 

Mat Evaluation: (NOTE IF ASSESSED SITTING OR SUPINE) 
 POSTURE: FUNCTION: COMMENTS: SUPPORT NEEDED 
     

HEAD  Functional  Good Head Control   
&  Flexed       Extended  Adequate Head Control   

NECK  Rotated     Laterally Flexed   Limited Head Control   
  Cervical Hyperextension  Absent  Head Control   
   Tone/ Reflex   
 SHOULDERS R.O.M.   
 E    Left     Right    
 X WFL  WFL    
U T elev / dep elev / dep Strength:   
P R pro / retract pro / retract    
P E subluxed subluxed    
E M  Tone/Reflex:   
R  I     
 T ELBOWS R.O.M.   
 Y Left     Right   
 Impaired  Impaired Strength:  
 WFL  WFL   
    

  Tone/Reflex:  

     

WRIST  Left     Right Strength / Dexterity:   
& Impaired Impaired    

HAND WFL  WFL    
 Anterior / Posterior Left Right  Rotation  

T     Neutral  
R     Left Forward  
U     Right Forward  

N 
K 

  
 WFL ↑ Thoracic ↑ Lumbar 
 Kyphosis Lordosis 

  
 WFL Convex Convex 
 Left Right 
 

 
 

 

  Fixed  Flexible 
 Partly Flexible  Other 

 Fixed  Flexible 
 Partly Flexible  Other 

 Fixed  Flexible 
 Partly Flexible Other 
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 Anterior / Posterior Obliquity Rotation  

P     
E     
L     
V 
I 
S 

  
 Neutral Posterior Anterior 

  
 WFL Left Lower Rt. Lower 

  
 WFL Right Left 
 

 

  Fixed  Other 
 Partly Flexible 
 Flexible  

 Fixed  Other 
 Partly Flexible  
 Flexible 

 Fixed  Other 
 Partly Flexible 
 Flexible 

 

 Position Windswept Range  

   of  
H   Motion  
I     
P 
S 

  
 Neutral ABduct ADduct 

  
 Neutral Right Left 

 
Left  Right 

 

   Flex:      ____o _____o  

   Ext:     ____o _____o  

  Fixed  Subluxed 
 Partly Flexible  Dislocated 

 Fixed  Other 
 Partly Flexible  

Int R:   ____o _____o 

Ext R:  ____o _____o 

 

  Flexible  Flexible   

 Knee R.O.M. Strength: Foot Positioning Foot Positioning  Needs: 
 Right Left   WFL  L R  
KNEES  WFL  WFL   Dorsi-Flexed L R  

&  Flex_____o  Flex_____o Hamstring ROM Limitations:  Plantar Flexed L R  
FEET  Ext  _____o  Ext  _____o (Measured at ___o Hip Flex)  Inversion L R  

   Left______         Right______  Eversion L R  
   Orthosis?   
  

Prosthetic?   

 Balance  Transfers Ambulation  
 Sitting Balance: Standing Balance  Independent  Unable to Ambulate  

MOBILITY  WFL  WFL  Min Assist  Ambulates with Assistance  
  Min Support  Min Support  Max Asst  Ambulates with Device  
  Mod Support  Mod Support  Sliding Board  Independent without Device  
  Unable  Unable  Lift / Sling Required  Indep. Short Distance Only  

              

               
     

C 

E 

A 

B 

D 

F 
G 

I 

M 

J 

O 

N 

H 

K L 

Neuro-Muscular Status: 
Tone: 
 
 
 
 
Reflexive Responses: 
 
 
 
 
 
Effect on Function: 
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  Measurements in Sitting: Left Right   
 A: Shoulder Width     
 B: Chest Width   H: Top of Shoulder 
 C: Chest Depth (Front – Back)   I: Acromium Process (Tip of Shoulder) 
 D: Hip Width   J: Inferior Angle of Scapula 
 ** Asymmetrical Width   K: Elbow 
 E: Between Knees   L: Iliac Crest 
 F: Top of Head   M: Sacrum to Popliteal Fossa 
 G: Occiput   N: Knee to Heel 
     O: Foot Length 
Additional Comments and please add Trunk and Pelvic width with brace/ Orthosis, when applicable.  
 
 
 
 
 
 
** Asymmetrical Width: i.e., windswept or scoliotic posture; measure widest point to widest point 
REQUESTED EQUIPMENT: 
Requested Frame (make and model): 
Dimensions: 
Amount of growth available:  
 

SIGNATURE: 
As the evaluating therapist, I hereby attest that I have personally completed this five page evaluation form and that I am 
not an employee of or working under contract to the manufacturer(s) or the provider(s) of the durable medical equipment 
recommended in my evaluation.  I further attest that I have not and will not receive remunerations of any kind from the 
manufacturer(s) or the Medicaid Durable Medical Equipment provider(s) for the equipment I have recommended with this 
evaluation.  I accept the responsibility of performing a follow-up evaluation at the time of the initial fitting and delivery of the 
recommended equipment and will be available for a follow-up evaluation six months after the equipment was delivered to 
recommend any additional adjustments, if a six-month follow up evaluation is needed. 
 
I am currently enrolled as a Medicaid provider and my provider number is:  
 
or, I am not currently enrolled as a Medicaid Provider and have attached a copy of my current  
(double click on appropriate box and select: Checked): 
       License # 

 
 

 
 

 
           
                
Signature, as it appears on license or certification                  Date                                 Daytime contact number(s) 
 
 
 
  
Fax Number    Email Address    Cell phone number (optional) 
 
 
Optional: 
Physician: I have read & concur 
with the above assessment 

   

Date:   
 

Phone: 

 

 

 

 

Occupational Therapy license 

Physical Therapy license 
 

 

 Physitrist board certification 

Mission Medical Supply Rev. A 2024


	CURRENT SEATING / MOBILITY: (Type – Manufacturer – Model)
	HEAD
	 Functional

	NECK
	SHOULDERS

	   Left     Right
	ELBOWS
	WRIST
	&
	HAND
	Anterior / Posterior
	Left Right
	T
	Anterior / Posterior
	Obliquity
	Rotation
	P
	Position
	Windswept
	H
	Left  Right

	Foot Positioning
	Balance
	Ambulation
	MOBILITY





	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	12: 
	13: 
	14: 
	15: 
	16: 
	17: 
	18: 
	19: 
	20: 
	21: 
	22: 
	23: 
	24: 
	25: 
	26: 
	27: 
	28: 
	29: 
	c1: Off
	c2: Off
	30: 
	31: 
	32: 
	33: 
	34: 
	35: 
	36: 
	38: 
	39: 
	40: 
	41: 
	42: 
	43: 
	44: 
	45: 
	46: 
	47: 
	48: 
	49: 
	50: 
	51: 
	52: 
	53: 
	54: 
	55: 
	56: 
	57: 
	58: 
	59: 
	60: 
	61: 
	62: 
	63: 
	64: 
	65: 
	66: 
	67: 
	68: 
	69: 
	70: 
	71: 
	72: 
	73: 
	74: 
	75: 
	76: 
	77: 
	78: 
	79: 
	80: 
	81: 
	82: 
	83: 
	84: 
	85: 
	86: 
	87: 
	88: 
	89: 
	90: 
	91: 
	92: 
	93: 
	94: 
	95: 
	96: 
	97: 
	98: 
	99: 
	100: 
	101: 
	102: 
	103: 
	104: 
	105: 
	106: 
	107: 
	108: 
	109: 
	110: 
	111: 
	112: 
	113: 
	114: 
	115: 
	116: 
	117: 
	118: 
	119: 
	120: 
	121: 
	122: 
	123: 
	124: 
	125: 
	126: 
	127: 
	128: 
	129: 
	130: 
	131: 
	132: 
	133: 
	134: 
	135: 
	136: 
	137: 
	138: 
	139: 
	140: 
	141: 
	142: 
	143: 
	144: 
	145: 
	146: 
	147: 
	148: 
	149: 
	150: 
	151: 
	152: 
	153: 
	154: 
	155: 
	156: 
	157: 
	158: 
	159: 
	160: 
	161: 
	162: 
	163: 
	164: 
	165: 
	c3: Off
	c4: Off
	c5: Off
	c6: Off
	c7: Off
	c8: Off
	c9: Off
	c10: Off
	c11: Off
	c12: Off
	c13: Off
	c15: Off
	c16: Off
	c17: Off
	c18: Off
	c19: Off
	c21: Off
	c22: Off
	c24: Off
	c25: Off
	c26: Off
	c27: Off
	c28: Off
	c29: Off
	c30: Off
	c31: Off
	c32: Off
	c33: Off
	#0: Off
	c34: Off
	c35: Off
	c36: Off
	c37: Off
	c38: Off
	c39: Off
	c40: Off
	c42: Off
	c43: Off
	c44: Off
	c45: Off
	c46: Off
	c47: Off
	c48: Off
	c49: Off
	c50: Off
	c51: Off
	c52: Off
	c53: Off
	c54: Off
	c55: Off
	c56: Off
	c57: Off
	c58: Off
	c59: Off
	c60: Off
	c61: Off
	c62: Off
	c63: Off
	c64: Off
	c65: Off
	c66: Off
	c67: Off
	c68: Off
	c69: Off
	c70: Off
	c71: Off
	c72: Off
	c73: Off
	c74: Off
	c75: Off
	c76: Off
	c77: Off
	c78: Off
	c79: Off
	c80: Off
	c81: Off
	c82: Off
	c83: Off
	c84: Off
	c85: Off
	c86: Off
	c87: Off
	c88: Off
	c89: Off
	c90: Off
	166: Off
	167: Off
	168: Off
	169: Off
	170: Off
	171: Off
	172: Off
	173: Off
	174: Off
	175: Off
	176: Off
	177: Off
	178: Off
	179: Off
	180: Off
	181: Off
	182: Off
	183: Off
	184: Off
	185: Off
	186: Off
	187: Off
	188: Off
	189: Off
	190: Off
	191: Off
	192: Off
	193: Off
	194: Off
	195: Off
	196: Off
	197: Off
	198: Off
	199: Off
	200: Off
	201: Off
	202: Off
	203: Off
	204: Off
	205: Off
	206: Off
	207: Off
	208: Off
	209: Off
	210: Off
	211: Off
	212: Off
	213: Off
	214: Off
	215: Off
	216: Off
	217: Off
	218: Off
	219: Off
	220: Off
	221: Off
	222: Off
	223: Off
	224: Off
	225: Off
	226: Off
	227: Off
	228: Off
	229: Off
	230: Off
	231: Off
	232: Off
	233: Off
	234: Off
	235: Off
	236: Off
	237: Off
	238: Off
	239: Off
	240: Off
	241: Off
	242: Off
	243: Off
	244: Off
	245: Off
	246: Off
	247: Off
	248: Off
	249: Off
	250: Off
	251: Off
	252: Off
	253: Off
	254: Off
	255: Off
	256: Off
	258: Off
	259: Off
	260: Off
	261: Off
	262: Off
	263: Off
	264: Off
	265: Off
	266: Off
	267: Off
	268: Off
	269: Off
	270: Off
	271: Off
	272: Off
	273: Off
	274: Off
	275: Off
	276: Off
	277: Off
	278: Off
	279: Off
	280: Off
	281: Off
	282: Off
	283: Off
	284: Off
	285: Off
	286: Off
	287: Off
	288: Off
	289: Off
	290: Off
	291: Off
	292: Off
	293: Off
	294: Off
	295: Off
	296: Off
	297: Off
	298: Off
	299: Off
	300: Off
	301: Off
	302: Off
	303: Off
	304: Off
	305: Off
	306: Off
	307: Off
	308: Off
	309: Off
	310: Off
	311: Off
	312: Off
	313: Off
	314: Off
	315: Off
	316: Off
	317: Off
	318: Off
	319: Off
	320: Off
	322: Off
	323: Off
	324: Off
	325: Off
	326: Off
	327: Off
	328: Off
	329: Off
	330: Off
	331: Off
	332: Off
	333: Off
	334: Off
	335: Off
	336: Off
	337: Off
	338: Off
	339: Off
	37: 


