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A  

DHS Equipment Program

Wheelchair Initial Assessment Background

This form is to be completed in conjunction with:

· Wheelchair Initial Specification Form

· Plinth (MAT) Assessment Form
Client name:__________________________________Client No._________________Date of birth:__________
Clinician:_____________________________________ Agency:__________________ Date:_______________

	Present at Appointment:                     

	

	Key Contact:                                                                                                          Phone No:


What do you like/dislike about your current wheelchair?
	LIKE:
	DISLIKE:

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


	How would you rate your general level of comfort in this wheelchair on a scale of 1 to 10?

	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	 Very uncomfortable
	
	
	
	
	
	
	
	
	 Very comfortable


	Wheelchair use:
	Dependent 
	Assisted  
	Independent  
	Propulsion:    Hand     Foot    

	How often do you use the wheelchair?         Hours per day:                    Days per week:

	     
                     


	Medical History
Diagnoses/current medical issues:                                           Stable  Progressive   Rapidly deteriorating


	     

	

	

	Short term medical conditions that may affect this assessment:       

	

	Medication (e.g. type, dosage, impact on function):       

	

	


	If considering powered mobility:

	Has medical clearance form been completed?  Y / N 
	Driver training required? Y / N 


	Functional status

	Height:                                  Weight:                                    Hand Preference:  Right         Left   

	Mobility Status:    Ambulant   /    Nonambulant
	Aids:      

	

	Transfer Method:

	Aids:

	Safe technique used?  Y / N      
 If N what action will be taken?  

	Specific height required for transfers?  Y / N          Measurement:


	History of Pain:  
	Do you have any pain? Y / N  

	Location:

	Frequency:

	Severity:

	Impact on positioning in wheelchair:



	Upper Body:  
	  Respiratory Issues                  Swallowing Condition                Gastrostomy feeds

	Impact on positioning in wheelchair:      

	     

	


	Limbs:  
	  Oedema                  Contracture                Spasticity

	Impact on positioning in wheelchair:      

	     

	


	        Spasms:   Seizures                                                                         

	Frequency:     

	Type:

	Impact on positioning in wheelchair:      


	Toileting
	Bladder
	 Continent
	 Occasional accident
	 Incontinent
	 Catheter

	
	Bowel
	 Continent
	 Occasional accident
	 Incontinent
	 Colostomy

	Impact on prescription (including location of catheter and/or colostomy site):      

	


	Sensation: 
	 Normal
	 Impaired (list areas effected):

	     

	

	Pressure management:

	Have you ever had a pressure injury? Y / N  If Y list where / when / stage:

	1)

	2)

	3)

	Has skin area been inspected?    Y / N

	Independently able to pressure relieve?   Y / N              Method:

	Impact on prescription (Braden scale score):      

	


	Communication  Verbal
 Non-Verbal 
 Alternative method:

	Hearing
	Normal
	Impaired
	Deaf
	Uses Aids

	Vision
	Normal
	Impaired
	Blind
	 Wears glasses

	Is a communication device mounted to the wheelchair?   Y / N


	Cognition & Perception:

	Is the client able to give informed consent? 
Yes       No (If no, note consenting guardian’s details):     

	

	

	Psychological/Behavioural factors:

	

	


	Living Arrangement  

	  Lives alone
	  With others (specify):

	Home ownership:
	  Owner
	  Rents
	  Housing SA

	  Other      


	Home Environment (note accessibility, circulation space, terrain)


	

	

	

	

	Where will the wheelchair be stored?

	Narrowest Doorway:                                                                                               Home Ax completed?  Y / N


	ADL List activites completed in the wheelchair:

	     

	

	Bench/Table height:


	Community: List areas outside house client needs to access & wheelchair use issues (e.g. work):

	     

	

	


	Transportation:    Car (driver)              Transfers into car/van seat           Travels seated in wheelchair

	Public transport:
	 Bus
	 Train
	 Access Cab

	Does current wheelchair meet prescriber recommendations for use as a seat in a vehicle? Y / N 

	Is the backrest to the height of the top of shoulder? Y / N
Is there a headrest? Y / N

Is there tie down points? Y / N


	How will the wheelchair be transported and by who?

	Van entry clearance height:

	Van wheelchair lifter width:

	     Body measurements have been recorded on the Wheelchair Initial Specification Form
     Plinth (MAT) Assessment Form has been completed


	Goals and Recommendations

	Client / Carer / Family goals from assessment:

	

	

	

	

	

	Key issues impacting on prescription:

	

	

	

	

	

	

	

	

	Prescriber wheelchair recommendations: (list required features) 

	

	

	

	

	

	

	

	Clinician’s Name:
	Date:

	Clinician’s Signature:

	Clinician’s Designation:

	Client’s existing wheelchair

	MWC Type:
	 1. Basic
	 2. Customised folding
	 3. Rigid
	 4. Tilt / Recline

	PWC Type: 
	 1. Basic
	 2. Standard RWD / MWD
	 3. Power tilt
	 4. Power tilt & Recline

	Controller Type: 
	Right   /   Left 

Attendant control 

	Make & Model of wheelchair:                                                              Self-propelling / Transit

	Property:  Other    Serial number: Private  DES Asset number:                     

	Measurements:
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	Seat width     
	
	

	Seat depth (A)
	
	

	Back seat height (E)
	
	

	Front seat height (F)
	
	

	Total wheelchair length (I)
	
	

	Total wheelchair width 
	
	

	Maximum user weight


	
	

	Seat to footplate length (excluding cushion) (G)
	

	Hanger angle
	

	Floor to footplate height (min 50-75mm) (H)

	

	Back cane height (D)
	             Straight / Angled                   Distance between back canes:
	

	Push handle height
	                Fixed / Adjustable
	

	Armrests:
	  Flip up  Removable    
	

	Armrest height (C)
	             Armrest Length:                    Desk length / Full length
	

	Wheels:                                     
	 Spoke guard Mag wheels      Spoked              Tilt bars           Anti-tippers            Hand rims         Quick release   
	

	Axle position
	

	Rear Wheel size
	                      Solid / Pneumatic        Caster size:               Solid / Pneumatic

	Camber (0-12°)
	

	SEATING

	Cushion Type:                                                                       Pressure Cushion Insert:

	Cushion height (B)                                                      Cushion width                          Cushion depth 

	Backrest Type:
	                                                                                                  Removable
	

	Backrest height:
	                                 Backrest angle:
	

	Lateral Support Type:

	Width between laterals
	     

	Depth of laterals / contour depth
	     

	Height of laterals
	     

	Headrest Type:

	Pad width:                                                      Pad height:                          Contour depth:

	Mount:
	Fixed / Adjustable                                                                        Removable      

	Positioning Belt Type:                                            Positioning Harness Type:

	List other features on wheelchair (e.g. legrests, footplates, brakes, bag hooks etc.)
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