HOME ASSESSMENT 


         ________________________________








                                      Patient Name

This assessment is provided, as a service to insure that the equipment you are receiving will be of use to you inside your home 

located at::___________________________________________________________________________________________

Type of 
□ SINGLE LEVEL
□ MULTI LEVEL
□ APARTMENT
□ ASSISTED LIVING


Residence:



□ HANDICAP ACCESSIBLE
	ENTRANCE

Steps                  □ Yes  #________  □  No

Ramp Required          □   Yes     □  No

Doorway Width ___________      □   Okay     □ No Doorway Threshold     □    Okay    □ No Acceptable                □   Yes     □  No
Corrective Action Required    □ Yes  □  No 

__________________________________________    

__________________________________________    


	KITCHEN

Physical Layout/Maneuverability   □   Okay     □ No
Doorway Width ___________      □   Okay     □ No
Doorway Threshold  □   Okay     □ No
Flooring Surface  □Carpet   □Linoleum  □Hardwood  □Tile  □Other ______________   □   Okay     □ No
Corrective Action Required    □ Yes  □  No 
__________________________________________    

__________________________________________    



	BATHROOM(S)
Physical Layout/Maneuverability  □   Okay     □ No

Doorway Width ___________      □   Okay     □ No
Doorway Threshold     □   Okay     □ No

Flooring Surface  □Carpet   □Linoleum  □Hardwood  □Tile  □Other ______________   □   Okay     □ No
Corrective Action Required    □ Yes  □  No 

__________________________________________    

__________________________________________    


	LIVING ROOM / DEN

Physical Layout/Maneuverability   □   Okay     □ No

Doorway Width ___________      □   Okay     □ No
Doorway Threshold     □   Okay     □ No

Flooring Surface  □Carpet   □Linoleum  □Hardwood  □Tile  □Other ______________   □   Okay     □ No
Corrective Action Required    □ Yes  □  No 

__________________________________________    

__________________________________________    



	BEDROOM(S)

Physical Layout/Maneuverability   □   Okay     □ No

Doorway Width ___________      □   Okay     □ No
Doorway Threshold     □   Okay     □ No

Flooring Surface  □Carpet   □Linoleum  □Hardwood  □Tile  □Other ______________   □   Okay     □ No
Corrective Action Required    □ Yes  □  No 

__________________________________________    

__________________________________________    


	OTHER 

Adequate space for maneuvering between rooms

                          □   Okay     □ No

Trial Equipment (if any)
__________________________________________

Current MAE (Mobility Assist Equipment) 
__________________________________________    

Additional rooms may be assessed on a separate form.


This assessment is merely an observation made by our trained representative.  Alabama Wheelchair Specialists, Inc (AWS) is not responsible for any damages incidental and/or consequential arising from the conditions observed or identified below.  Alabama Wheelchair Specialists, Inc is not responsible for taking corrective action; this responsibility rests with the members of the household.  Based on the information above I feel that this patient’s home will accommodate the
_____________________________________________    _____________     _____________     _____________
Make / Model                                                                                                          Width                             Length                     Turning Radius

_______________________________________________________________        __________________________

AWS Representative                                                                                                              Date
