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Pt Name:______________________________________ Room Number__________________________

Reason for referral:_____________________________________________________________________

Position in wheelchair:
Abnormal posture in wheelchair:__________________________________________________________

Cushion in wheelchair appropriate for skin condition:_________________________________________

Recent change in skin condition:__________________________________________________________

Pt able to self-propel the wheelchair:______________________________________________________

Functional change in status related to positioning:____________________________________________

Functional change in status requiring change in wheelchair:_____________________________________

Pain related to positioning:_______________________________________________________________

Loss of ROM:__________________________________________________________________________

Recent fall from wheelchair:______________________________________________________________

Therapist Name________________________________________________________Date____________


