Face to Face Examination Report – Power Mobility Devices (PMDs)

PART I – Patient Information

Patient Name:                                                                                Insurance ID #:



Street Address:                                                                             City, State, Zip Code:



Telephone #:                                                       Date of Birth:                                              Height:                           Weight:



PhysicianName (PRINT):                                              Telephone #:                                                                                     UPIN #:



Physician Address:                                                                                      City, State, Zip Code:



PART II – Medical Examination

Instructions:  This evaluation MUST BE COMPLETED BY THE PHYSICIAN, PHYSICAL OR OCCUPATIONAL THERAPIST, OR A QUALIFIED HEALTH PRACTIONER.  A copy of this evaluation should be kept in the patient’s medical record.  Please note some patients may benefit from other forms of treatment that do not involve powered mobility devices.  Completion of this evaluation does not guarantee coverage or insurance reimbursement. 

Check here if patient is referred for further evaluation.   □ PT    □ OT    □ Other (Specify)____________________________________

Date of Evaluation:                                           Name Professional Performing Evaluation(if other than physician):



Subjective Complaint:  









Respiratory(please circle):   

                                                 Normal                        Labored at Times                 Is Oxygen required?         Y    or   N    

Any Current Pressure Sores:   

                                                 Y    or   N                     Location:

Poor Balance:                          History or Risk of Falls:                       Poor Endurance:                            Obesity:        

                         Y    or   N                                                 Y    or   N                                   Y    or   N                           Y    or   N    

Significant Edema:                  Severe Weakness:                               Holds to Walls or Furniture for Mobility:         

                                 Y    or   N                                 Y    or   N                                                                                Y    or   N    

Describe any mobility assistive equipment the patient is currently using.   Explain why this equipment is no longer medically appropriate.  Document clinical progression and any past interventions including results of those interventions.













QUESTION
Your answers below must be justified by your narrative response.

Does the patient have a mobility limitation that impairs their ability to perform  

in home Mobility Related Activities of Daily Living (MRADLs) such as toileting, 

feeding, dressing, grooming, bathing, meal preparation and home management?

Document patient’s participation in these activities as being entirely limited, achieved with risk to safety, or can accomplish but not within a reasonable amount of time.  You should also document the distance the patient can move about in the home, both independently and with assistance of an assistive device (cane, walker, or wheelchair).  


□  Yes

□  No – Stop.  Patient cannot receive powered mobility at this time.   





















Is the patient willing and does he/she have the cognition, judgment and/or

vision to participate in MRADLs?

If no, can MRADLs be accomplished with the assistance of a caregiver?

Describe impairment requiring assistance of caregiver and degree of assistance needed.


□  Yes

□  No 

□  Yes 

□  No





















Does the patient have sufficient upper and/or lower extremity function, strength,

and endurance to operate a manual wheelchair to perform MRADLs in the home?

             If no, why?


□  Yes – Proceed with prescription for a manual wheelchair, patient cannot receive powered mobility at this time.

□  No 





















Motorized Scooters require the patient to have sufficient trunk strength, hand grip, 

upper extremity function, and balance to sit upright as well as the ability to 

perform a stand and pivot transfer to and from the scooter; they also generally 

require more space in the home to maneuver.  Given these requirements, in your 

assessment of this patient and his/her living environment is a motorized scooter 

appropriate?

             If no, why?
□  Yes – Proceed with prescription for a motorized scooter.

□  No 





















Motorized wheelchairs can be appropriate for patients who possess the functional 

ability to consistently access a drive control (i.e. joystick) and may require 

additional features such as optimal maneuverability, upgradeable/adaptable 

seating to accommodate abnormal tone, arm/leg/trunk abnormalities, postural 

deformities, and absent or impaired sensation.  Given these situations, would a 

motorized wheelchair be appropriate for this patient and his/her living environment?

              If additional features are needed, why?


□  Yes – Proceed with a prescription for a motorized wheelchair.

□  No 


















PART III – Physician’s Signature

The information provided in this evaluation is a true and accurate representation of my patient’s current condition.  I hereby incorporate this document into my patient’s medical record.  I also agree that the information provided in this form is supported by additional information in my patient’s medical record.

____________________________________________

_____________________

Physician’s Signature                      (Signature / Date stamps are NOT acceptable.)

Date of Signature  





In order to be valid, this evaluation and the equipment prescription must be received by Alabama Wheelchair Specialists, Inc. no later than 30 days from the date of evaluation.  To avoid delays, please use our fax # 205-322-3253.

                                                                                                                 Thank You.

