WHEELCHAIR INTAKE FORM

Limitation Req'd  
Order Date_________________


Set up Date_________________

Ordered By

Name/Title: ______________________________________ 
Phone: ____________________

Location: ________________________________________
Ordering Dr: ________________

Prime Ins: ________________________________________
 New Order

Secondary Ins: ____________________________________
 Revised Order

Patient: __________________________________________
Phone: ____________________

Set-up Address: _______________________________________________________________

Home Address: ________________________________________________________________

Diagnosis: ________________________________________
Duration : ______________

 Standard
 Other:

 Companion

 Yes 
 No 
Would patient be bed or chair confined without use of wheelchair?

 Yes 
 No 
Is patient able to self-propel in a standard weight wheelchair?

 Yes 
 No 
If no, would patient be able to self-propel in a light weight wheelchair?

 LT 
 RT Elevating Leg Rest(s) 
Complete Reverse

 Reclining Back 
For Any Accessories

Patient's weight? ____________
over 250? 
over 300?

(see next page)

Who has the RX? 
 Dr to fax and mail 
 In hospital chart

 Patient 
 Attached

Verbal Order Taken by: _______________________________________________________

Hospital representative 
Date

Medical Necessity for Accessories

Elevating Leg Rests: ______________________________________________________

 Cast, brace or musculoskeletal condition preventing 90* knee flexion.

 Edema of lower extremities.

Reclining Back: __________________________________________________________

 Trunk cast or brace.

 Fixed hip angle.

 Excess extensor tone of trunk muscles.

 Quadriplegia.

 Needs to rest in a recumbent position two times a day.

Weight Over 250 pounds: R0006 Heavy Duty wheel chair

Weight over 300 pounds: K0007 Extra Heavy Duty wheel chair

CUSTOMER QUESTIONS

 Yes 
 No 
Has the patient ever had a wheelchair before?



If yes: From ____________________ To ________________________



If yes: Why was it returned? ___________________________________



__________________________________________________________

If customer previously had a wheel chair he/she must fax or mail a copy of the pick up slip to us prior to delivery of our wheelchair.

