Seating/Mobility Evaluation

PATIENT INFORMATION:

Name: Date Referred: Date Seen:

Address: Phone: Physician:
Age: Sex: OT:

Funding: Height: PT:

Referred By: Weight: Other:

Reason for Referral:

Patient Goals:

Caregiver Goals:

MEDICAL HISTORY:

Dx:

Hx:

Recent / Planned Surgeries:

Cardio-Respiratory Status: i Comments:

Ointact: Dlmpaired:

CURRENT SEATING / MOBILITY:

Chair: Age:

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

Reason for DRepIacement/ DRepair/ DUpdate:

HOME ENVIRONMENT:

O House DApt OAasst Living OLter Oaione Ow/ Family-Caregivers:

Entrance: ievel . ORamp Ot ' Dstairs : Entrance Width:

w/c Accessible Rooms: Dyes (Ino | Narrowest Doorway to Access:

Comments:

COMMUNITY ADL.:

TRANSPORTATION

: Ocar Ovan OBus DAdapted w/c Lift DAdapted wicLit  (J Ambulance (JOther:

Driving Requirements:

Employment Requirements:

Educational Requirements

Other

COGNITIVE / VISUAL STATUS:

Memory Skills Ointact: Dlmpaired: Comments:

Problem Solving Ointact: Jimpaired: Comments:

Judgement Dlntact: Dlmpaired: Comments:

Attn / Concentration Ointact: Jimpaired: Comments:

Vision: Ointact: Dlmpaired: Comments:

Hearing: Ointact: Dlmpaired: Comments:

Other: Ointact: Dlmpaired: Comments:

Continued



Seating/Mobility Evaluation Continued
ADL STATUS:

Indep i Assist Unable ; Comments

Dressing/Bathing: 0 ) 0

Feeding: 0 O a
Grooming/Hygiene: 0 0 a

Meal Prep d O 0

Home Management O O a

Bowel Mngmnt: (Jcontinent  [Jincontinent

Bladder Mngmnt: (Jcontinent  Jincontinent
WHEELCHAIR SKILLS:

Indep | Assist : Unable : N/A | Comments

Bed <> w/c Chair Transfers

w/c €>» Commode Transfers

Manual w/c Propulsion:

Operate Power w/c: Std. Joystick

Operate Power w/c: w/ Alternative Controls

Quiaaaa
(I Y .
Quaaua
(I Y .

Able to perform Weight Shifts

Bed Confined without w/c (Dyes (INo Hours spent sitting in w/c each day:

Additional Comments:

SENSATION:

Ointact ~ Dimpaired (JAbsent |onf Pressure Sores [JYes [INo Current Pressure Sores [(JYes [INo

Comments:

GoALs: [ SEATING SYSTEM  [J MoBILITY BASE (JOTHER:

RECOMMENDATIONS:
Mobility Base & Components Justification
Seating System & Components Justification
Therapist’s Signature: Date:
Physician’s Signature: Date:

The information contained in this document was prepared solely to assist providers in preparing accurate, legitimate claims for reimbursement under Medicare, Medicaid and other insurance plans. Every attempt has been
made to insure the information is accurate at the time of writing but payment policies, coverage guidelines and fee schedules change frequently. Nothing in these materials is intended to, or should be construed as a guarantee
a claim will be paid and if paid, the amount. Questions on payment policy and coverage guidelines are best directed to the payor’s ombusdperson or professional services department.




MAT Evaluation:

POSTURE: FUNCTION: COMMENTS: SUPPORT NEEDED
HEAD O Functional 3 Good Head Control
& O Flexed 3 Extended a Adequate Head Control
NECK (J Rotated [ Lat Flexed 3 Limited Head Control
O cervical Hyperextension 3 Absent Head Control
SHOULDERS R.O.M.
E Left Right
X OFunctional OFunctional
urT Oelev / dep Oelev / dep Strength:
P R Dpro-retract Dpro-retract
P E Osubluxed Osubluxed
E M ELBOWS R.O.M.
R 1 Left Right
T OFlexed OFlexed Strength:
Y Jextended Jextended
d d
WRIST Left Right Strength / Dexterity:
&
HAND
Anterior / Posterior Left Right Rotation
T ' i » ST ,I 5 0P (3 Neutral
R U/ 10 Left
u ﬂ O Right
N a a a a
K WFL 7T Thoracic T Lumbar WFL  Convex Convex
Kyphosis Lordosis Left Right
O Fixed (7 Flexible (7 Fixed O Flexible | [ Fixed (7 Flexible
3 Partly Flexible [J O3 Partly Flexible [J 3 Partly Flexible [J
Anterior / Posterior Obliquity Rotation
P By, o >
L |28 FES = B
v m ) o m m m m
| Neutral Posterior Anterior WFL Convex Convex WFL Right Left
S
O Fixed (3 other (7 Fixed O other O Fixed (3 Other
3 Partly Flexible O3 Partly Flexible 3 Partly Flexible
(7 Flexible (7 Flexible (7 Flexible
Windswept Range
'F} A . o . of
H \ 1 ) r/w (1\:/5)1 r?é)‘ Motion
I J U a s [
P ) ln] m m
S Neutral ABduct ADduct Neutral Right Left Left
Flex: °
Ext: ° °
O Fixed (3 subluxed | [ Fixed O other Int R: ° °
O Partly Flexible [ Dislocated | (J Partly Flexible ExtR: ° °
O Flexible O Flexible




MAT Evaluation: contd

Knee R.O.M. Strength: Foot Positioning Foot Positioning Needs:
Left Right O wrL O. Or
KNEES | O wrL O wrL (O Dorsi-Flexed (L IR
& OrFex  ° O Fex  ° |HamString ROM Limitations: [ Plantar Flexed L OJR
FEET Oext  ° Oext_° 3 Inversion OL Or
(3 Eversion OL OR
Balance Transfers Ambulation
Sitting Balance: : Standing Balance 0 Independent (3 Unable to Ambulate
Mobility | O wrL O wrL (3 Min Assist (3 Ambulates with Asst
O Min Support O Min Support (7 Max Asst (3 Ambulates with Device
O Mod Support O Mod Support a Sliding Board a Independent without Device
3 Unable 3 Unable O it/ Sling Required 0 Indep. Short Distance Only
Neuro-Muscular Status:
(Tone, Reflexive Responses, etc.)
F
G
H
Measurements in Sitting: Left Right
A: Shoulder Width Hip Flexion
B: Chest Width Top of Shoulder
C: Chest Depth (Front - Back) Acromium Process (Tip of Shoulder)
D: Hip Width Inferior Angle of Scapula

**  Asymmetrical Width
D: Hip Width
E: Between Knees
F: Top of Head
G: Occiput

OZ=ErXe-=T

Elbow

lliac Crest

Sacrum to Popliteal Fossa
Knee to Heel

Foot Length

Additional Comments:

*x Asymmetrical Width: i.e., windswept or Scoliotic posture; widest point to widest point

Therapist’s Signature
Physician’s Signature:

The information contained in this document was prepared solely to assist providers in preparing accurate, legitimate claims for reimbursement under Medicare, Medicaid and other insurance plans. Every attempt has been
made to insure the information is accurate at the time of writing but payment policies, coverage guidelines and fee schedules change frequently. Nothing in these materials is intended to, or should be construed as a guarantee

Date:
Date:

a claim will be paid and if paid, the amount. Questions on payment policy and coverage guidelines are best directed to the payor’s ombusdperson or professional services department




