Clinical Checklist
TYPE(S) OF EQUIPMENT (make and model)___________________________________________________ 

_____________________________________________________________________________________________

___ Identify and evaluate location -for equipment placement.
___ Determine suitability of home for the equipment prescribed. 
___ Will it fit in the area suggested? ___ Yes ___ No
___ Is electrical outlet properly grounded? ___ Yes ___ No
___ And risks explained? ___ Yes ___ No
___ Can it be safely operated in the home without special modifications? ___ Yes ___ No
___ Describe modifications required: ________________________________________________
___ Set up equipment and adjust for proper use.
___ Demonstrate use of equipment. Settings ordered: ____________________________________
___ Observe return demonstration of safe use of equipment.
___ Explain troubleshooting of common problems.
___ Cleaning and maintenance requirements: __________________________________________
___ Written instructions provided. ___ Yes ___ No 
___ Inform customer/caregiver of 24 hour phone number.
___ Mission Statements
___ Scope of services
___ Patient/Client Bill of Rights & Responsibilities of Patient/Client
___ Customer Satisfaction Survey
___ General Home Safety Hints
___ Electrical Safety
___ Advance Medical Directives Handout
___ Bloodborne Pathogens Handout
___ Emergency Phone List
___ Return Equipment Policy

Nutrition / General Health 
A. Is your appetite remaining the same? ___ Yes ___ No 

B. Are you having any problems obtaining food or preparing meals? (if living alone)   ___ Yes ___ No 

C. Do you have a visual impairment? (slight-severe) ___ Yes ___ No 

D. Do you have a hearing impairment? (slight-severe) ___ Yes ___ No 

E. Do you have a verbal communication impairment? (slight-severe) ___ Yes ___ No 

NOTE TO CUSTOMER/CAREGIVER: You have been instructed in the proper use of the equipment. Your physician has ordered this equipment and the specific parameters for its use. We make no warranty or guarantee of the effectiveness of its use or any therapeutic results.
ABUSE/MISUSE: You understand that if any piece of equipment rented by you from the company is lost or is stolen or is broken through misuse, YOU are responsible for the full replacement cost of the equipment.

Comments/Special Instructions: __________________________________________________________________

____________________________________________________________________________________________

Supplies Provided: _____________________________________________________________________________

_____________________________________________________________________________________________

	Individual Instructed 
	Patient/Client Name

	__________________________________________
	__________________________________________

	Customer/Caregiver Signature 
	Staff Signature

	_______________________________________
	

	Date: ______________________________
	


