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Equipment Program
Bed, Mattress and Bed Equipment

Assessment Form


	Refer to “Bed Assessment: Clinical Considerations for Prescribers” when completing this form

	Person’s name 

	Person’s number  FORMTEXT 

     
	Date       


	Clinician       

	Agency       


	SECTION A: INFORMATION GATHERING 

	GOALS & CONCERNS (Entrapment incidents, falling out of bed, manual handling issues, pressure care)

	

	

	

	

	CURRENT SLEEPING EQUIPMENT

	Bed Make/Model  FORMTEXT 

     

	Features
	Head raise 
	Knee break                      
	    Leg raise 
	Trendelenberg               

	Sleep dimensions of the bed  FORMTEXT 

     
	Mattress type and dimensions 

	Person provided with mattress replacement/overlay instruction manual?                         Y / N / NA   FORMDROPDOWN 
   

	Pressure Redistribution Mattress pump settings 

	Bed rails Y / N  FORMDROPDOWN 
      If yes, please complete the following information about the rails / covers:

	Bed rail type: 
	¾ length 
	full length 
	custom  details:

	Are the bed rails securely attached to the bed?    Y / N  FORMDROPDOWN 
       Consent for bed rails?   Y / N   FORMDROPDOWN 
   

	Bed rail covers? Y / N  FORMDROPDOWN 
   Material  

	Are the bed rail covers firm, well fitted and in good condition?                                         Y / N  FORMDROPDOWN 
   

	Are there any gaps between the ends of the bed rails and the bed rail covers?              Y / N  FORMDROPDOWN 
   

	Is there a bed stick in place?    Y / N  FORMDROPDOWN 
   
	Is the bed stick secure and being used safely?   Y / N  FORMDROPDOWN 
   

	Other bed equipment (e.g. bolster, mattress surround, bedding including incontinence sheeting, pillows)                                                                                      

	

	

	

	Other equipment used in bed (e.g. oxygen, Bi-PAP): 

	

	

	Are there any gaps created between the bed and a wall/ item of furniture? Y / N  FORMDROPDOWN 
   

	Are there any other gaps? Y / N  FORMDROPDOWN 
   Detail of other gaps 

	

	

	MEDICAL HISTORY

	Diagnosis / Prognosis 

	

	Seizures / Spasms (frequency, type) 

	Psychological/Behavioural factors 

	Medication 

	

	Impact of medication on function 

	

	Height 
	Weight 

	Smoking Status     
	Smoker 
	Non-smoker 

	Vision      
	Normal 
	     Impaired 
	Details 

	Hearing
	Normal 
	     Impaired 
	Details 

	Sensation
	Normal 
	     Impaired 
	Details 

	Body heat regulation
	Normal 
	     Impaired 
	Details 

	Positioning Requirements 

	

	

	

	

	Upper Body (respiratory issues, swallowing conditions, gastrostomy feeds) 

	

	

	Limbs (oedema/contracture/spasticity management) 

	

	

	History of Pain (Location / Severity / Frequency) 

	

	

	Effect on sleep and sleep position 

	

	Bladder Management        Continent  Incontinent      Details 

	

	Bowel Management          Continent  Incontinent      Details 

	

	Impact of toileting routine on prescription 

	

	COMMUNICATION              Verbal      Non-Verbal 

	Alternative Method  

	Able to call / seek assistance if required?     Y / N  FORMDROPDOWN 
         Method used to seek assistance 

	COGNITION (confusion, impulsivity, memory, insight, problem solving, initiation) 

	

	Able to understand risks?  Y / N  FORMDROPDOWN 
                        Is the person able to give informed consent?       Y / N  FORMDROPDOWN 
               

	Details of consenting Guardian (if applicable) 

	BEHAVIOURS OF CONCERN

	Does the person have habits that are unsafe or behaviours of concern (smoking in bed, have a behaviour 

	support plan in relation to nightime activities i.e. wandering)?                                                           Y / N  FORMDROPDOWN 
               

	If yes, please detail 

	PRESSURE INJURY MANAGEMENT

	Pressure Injury History 

	Is the person/carer able to complete routine skin inspections?                                                          Y / N  FORMDROPDOWN 
                          

	Braden Pressure Ulcer Risk Assessment Score  

	Indicated Risk of Pressure Injury  (based on Wholistic assessment)     low      med     high

	Mattress Indicated:  Basic Foam  High Specification Foam  Dynamic Air (overlay)  Dynamic Air (replacement)

	Will the person/carer be able to monitor a Dynamic Air mattress?     N/A          Y / N  FORMDROPDOWN 
                          

	Will the person be able to tolerate the motion / noise / vibration of a Dynamic Air mattress? N/A     Y / N  FORMDROPDOWN 
                          

	ENVIRONMENT

	Living arrangements   Lives alone   With others (specify) 

	Carers are able to hear person if they call out from bed?                                                                   Y / N  FORMDROPDOWN 
                          

	Living environment: (note bedroom dimensions, other furniture/equipment, access to power, floor surface, home access, etc.)

	

	

	

	SLEEP POSITION & ROUTINE

	Time spent in bed  

	Activities in bed (e.g. dressing)  

	Preferred sleeping position  

	Movement when awake  

	Movement when asleep  

	Current turning/repositioning regime  

	ENTRAPMENT

	History of being caught in bed rail / bed stick / bedding?                                                                   Y / N  FORMDROPDOWN 
                          

	Details 

	

	

	

	

	BED TRANSFERS, MOBILITY AND MOVEMENT CONTROL

	Bed Transfers; Method 
	Observed? Y / N  FORMDROPDOWN 
                          

	Aids 

	Required working heights for carers  

	Required transfer height for person  

	History of falls during bed transfers?     Y / N  FORMDROPDOWN 
                                                            
	Details  

	

	If considering prescribing a bed stick, refer to  “Bed Sticks: Clinical Considerations for Prescribers”

	History of falling/rolling out of bed?       Y / N  FORMDROPDOWN 
                                                            
	Details  

	

	If considering prescribing bed rails, refer to       “Bed Rails: Clinical Considerations for Prescribers”

	Bed Mobility and Movement Control

	Movement
	Observed?
	Movement Control
	Method (note aids, assistance)

	Moving to side of bed
	Y / N  FORMDROPDOWN 

	 Controlled     

 Uncontrolled 
	

	Moving up the bed
	Y / N  FORMDROPDOWN 

	 Controlled 
 Uncontrolled 
	

	Sit to lie / lie to sit
	Y / N  FORMDROPDOWN 

	 Controlled   
 Uncontrolled  
	

	Rolling in bed

	Prone to supine
	Y / N  FORMDROPDOWN 

	 Controlled   
 Uncontrolled  
	

	Supine to prone
	Y / N  FORMDROPDOWN 

	 Controlled   
 Uncontrolled 
	

	Side to side
	Y / N  FORMDROPDOWN 

	 Controlled    
 Uncontrolled 
	

	Head control

	Lying
	Y / N  FORMDROPDOWN 

	 Good             Moderate         Poor
	

	Sitting
	Y / N  FORMDROPDOWN 

	 Good             Moderate         Poor
	     

	Limb movement

	Lower
	
	 Controlled  
 Uncontrolled  
	

	Upper
	
	 Controlled  
 Uncontrolled  
	

	Fine Motor Control
	
	 Good             Moderate         Poor
	

	If considering prescribing bed stick for bed mobility refer to “Bed Sticks: Clinical Considerations for Prescribers” 

	SECTION B: INTERVENTIONS CONSIDERED

	Refer to all information gathered in Section A when considering options for intervention (e.g.  level and frequency of carer support, need for medical review, bed equipment and accessories, movement and transfer techniques).

	If considering an equipment solution, refer to the Bed Equipment Options in the “Bed Assessment: Clinical Considerations for Prescribers” as well as the relevant Clinical Considerations for Prescribers for those items of equipment to guide the consideration of potential solutions.

	Issues identified 

	

	

	

	Solutions Considered 

	

	

	

	SECTION C: RISK ASSESSMENT

	Use the “Risk Rating and Priority Scoring form” to determine risk of entrapment, impalement, falling from bed or during bed transfers and risk of any other injury to person or carer.

	NOTE:  To help determine  risk of entrapment, refer to “Guide to Assessing Entrapment Risk”.
If an assessment of Bed Entrapment Zones is indicated refer to the “Bed Entrapment Zone Measuring Tool” and “Instructions for measuring Entrapment Zones”.

	SECTION D: RECOMMENDATIONS

	     

	

	

	

	

	

	

	

	Consent for bed rails obtained?                                                                                   N/A              Y / N  FORMDROPDOWN 
                          

	If consent for bed rails given in what form was it provided?                                   Written            Verbal 

	Given to the person/carers                                                  Bed Rail Fact Sheet    Bed Stick Fact Sheet 

	                                                                                    Mattress Replacement/Overlay Instruction Manual 

	Clinician’s Name  

	Clinician’s Signature
	Date 
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