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	P.O. BOX 2415
EDMONTON, AB  T5J 2S5
FAX: 780-427-5863
1-800-661-1993
	C960
OCCUPATIONAL THERAPY SERVICES
Mobility Aid Initial Assessment




	WORKER DETAILS
	Provider’s Reference Number
          
	WCB Claim Number
[Claim#]

	Surname
[Surname]
	First Name and Initial
[FirstName]
	Date of Birth (yyyy/mm/dd)
          

	Referral Date (yyyy/mm/dd)
          
	Assessment Date (yyyy/mm/dd)
          
	Date of Accident (yyyy/mm/dd)
          



	Compensable Conditions 
          

	Non-Compensable Conditions Impacting Return to Work 
          



	Additional report(s) include:
☐ Appendix A Wheelchair Assessment
☐ Appendix C ATV/Scooter Assessment
	☐ Appendix B Key Wheelchair Measurements
☐ Appendix D Accessible Housing Measurements



	Service Delivery
☐  In Person	☐  Virtual*
*An evaluation was completed via telehealth.  Informed verbal consent was obtained from this patient to communicate and provide care using virtual care and other communication tools.  This client has been explained the risks related to unauthorized disclosure or interception of personal health information and steps they can take to help protect their information.



REFERRAL QUESTIONS

Details; If none, enter “N/A”


RECOMMENDATIONS

	Recommendation
	Rationale
Must be supported by evidence-based clinical reasoning
related to compensable injury.
	Recommendation Approved by CM:

	If none, enter “N/A”
	Details; If none, enter “N/A”
	☐ Yes	☐ No

	If none, enter “N/A”
	Details; If none, enter “N/A”
	☐ Yes	☐ No

	If none, enter “N/A”
	Details; If none, enter “N/A”
	☐ Yes	☐ No

	If none, enter “N/A”
	Details; If none, enter “N/A”
	☐ Yes	☐ No


	
	Any non-compensable medical issues that may impact the mobility aid decision?
	☐ Yes	☐ No

	Details; If yes described, If no enter “N/A”



	Re-assessment recommended:	☐ Yes	☐ No	☐ N/A
	Re-assessment date:  Date/TBD/N/A

	Rationale for re-assessment:  Details; If none, enter “N/A”



Case Conference Date:  Select date


BACKGROUND INFORMATION

Brief History

Details; If none, enter “N/A”

Physical and Functional Status

	Worker’s Height:            inches
	Worker’s Weight:            lbs



	Function
	Status
	Comments

	Hearing
	Select one
Aids used: Select one
	Details; if none, enter “N/A”

	Vision
	Select one
Glasses used: Select one
	Details; if none, enter “N/A”

	Perception
	Select one
	Details; if none, enter “N/A”

	Cognition
	Select one
	Details; if none, enter “N/A”

	Transfers
	Select one
	Details; if none, enter “N/A”

	Catheter utilization
	Select one
	Details; incl catheter type. If none, enter “N/A”

	Pressure relief
	Able to perform effective pressure relief?  Select one
	Details; if yes, method used. If no, why not

	Sensation
	Select one
Select one
	Details; level or location



Skin Integrity

	Current skin issues?
	☐ Yes	☐ No

	 Describe: e.g., intact, red area, open area, scar tissue, etc.

	History of skin issues?
	☐ Yes	☐ No

	Details: If yes, specify location. If none, enter “N/A”

	Skin inspection:  Select one
	Method: If none, enter “N/A”

	Risk factors for skin breakdown: 
☐ Boney prominences
☐ Immobility
☐ Incontinence
	
☐ Aging skin
☐ Compromised circulation
☐ Impaired nutritional/hydration status
	
☐ Tendency for moisture build-up (profound perspiration, skin folds)

	Comments: Details; if none, enter “N/A”



Musculoskeletal Status

	Part of Body
	Range of motion
	Strength
	Tone

	Upper extremity:
	
	
	Select one

	Shoulders
	Select one
	Select one
	

	Elbows
	Select one
	Select one
	

	Wrist/hand
	Select one
	Select one
	

	Lower extremity:
	
	
	Select one

	Hips
	Select one
	Select one
	

	Knees
	Select one
	Select one
	

	Ankles
	Select one
	Select one
	

	Cervical spine
	ROM: Select one
	If impaired, does it affect the client’s ability to operate a power mobility device. Select one

	Thoracic, lumbar, and sacral spine
	ROM: Select one
	Spinal Conditions: Select one

	
	Tone: Select one
	Comments: Details; if none, enter “N/A”

	Pain
	☐ Yes     ☐ No
Intensity:      /10
	Location: Details; if none, enter “N/A”

	
	Does the pain interfere with mobility? Details; if none, enter “N/A”

	Additional comments: Details; if none, enter “N/A”



Mobility Aid Usage

	Mobility aid use?
	☐ Yes	☐ No

	Details: Select one  Other details; if none, delete

	Independently able to propel a manual wheelchair?
	☐ Yes	☐ No

	Details: Details; if none, enter “N/A”

	Able to ambulate?
	Select one



Living Situation

	Type of Residence: Select one
	If other, specify:  If none, enter “N/A”

	Ownership: Select one
	Living Arrangement: Select one

	Is the residence wheelchair accessible?
	☐ Yes	☐ No

	Are there architectural barriers to accommodating a wheelchair?
	☐ Yes	☐ No

	Details: Comment on where worker lives and barriers. 

	Does the worker have indoor space to store a power wheelchair or scooter?
	☐ Yes	☐ No

	If no, how will it be protected from the weather? Details; if none, enter “N/A”



Activities Pursued

	Activities that the worker currently participates in:

	Details; if none, enter “N/A”

	Activities that the worker would like to participate in:

	Details; if none, enter “N/A”






Transportation

	Current form of transportation: Select one           

	If the worker drives/travels in their own personal vehicle will it accommodate a wheelchair?
	☐ Yes	☐ No

	Does the worker require a vehicle modification assessment? 
	☐ Yes	☐ No




Manual Wheelchairs

	Is the worker able to handle/manipulate the wheelchair for storage and transportation?
	☐ Yes	☐ No

	If no, do they have caregiver assistance?
	☐ Yes	☐ No



Work
Is the worker working?	☐ Yes	☐ No (If “No”, delete the following table)

	Is the workplace accessibly designed? (i.e., ramps, adapted bathrooms, appropriate door/hall widths)
	☐ Yes	☐ No

	What is the work environment flooring material or surface?
☐ Carpet	☐ Hardwood	☐ Tile	☐ Cement/asphalt
☐ Other (Specify): Details; if none, enter “N/A”

	What is the outdoor terrain around the worksite?
☐ Grass	☐ Sand/gravel	☐ Cement/asphalt
☐ Other (Specify): Details; if none, enter “N/A”




ASSESSMENT DETAILS
*Complete only applicable appendices.  Delete any unused appendices before submitting*
See Appendix for details.

REPORTING TIMELINE
	Was this report completed and submitted within five (5) business days:
	☐ Yes	☐ No

	If no, provide details as to why:  Details 




If you have any questions regarding the information or would like to discuss, please contact the undersigned.

	          
	
	          
	
	          

	Therapist’s Name
Occupational Therapist
	
	Telephone Number
	
	Date (yyyy/mm/dd)




Appendix A: Wheelchair Assessment *Delete if not applicable*

	[bookmark: _Hlk69218948]Location of assessment:           

	Person(s) present during the assessment (name and role):           



Manual Wheelchair *Delete if not applicable*

	Frame
	Type: Select one	Material: Select one

	Wheels/tires
	Wheels: Select one	Hand rims: Select one	Tires: Select one 

	Castors
	Select one

	Back rests
	Select one

	Foot rests
	Select one

	Other options
	Details; if none, enter “N/A”


Do not recommend synergy wheels unless the worker is able to maintain tire pressure 

Power Wheelchair *Delete if not applicable*

	Power seat options
	☐ Power tilt	☐ Power recline	☐ Power tilt/recline
☐ Power legs	☐ Power elevation

	Alternative drive
	☐ Head array	☐ Chin control	☐ Sip and puff	☐ Remote joystick
☐ Other:           

	Other options
	Details; if none, enter “N/A”



Seating

	Type:	☐ Off the shelf	☐ Custom

	Supports recommended?
	☐ Yes	☐ No

	If yes, describe: Details; if none, enter “N/A”




Appendix B: Key Wheelchair Measurements *Delete if not applicable*

	Measurements:
	[image: ]

	Total weight of chair (lbs.)
	          
	

	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:
	☐ Removable	☐ Flip up

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

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

	Axle position
	          

	Rear wheel size
	          
	☐ Solid	☐ Pneumatic

	Caster size
	          
	☐ Solid	☐ Pneumatic

	Camber (0-12°)
	          

	Seating:

	Cushion
	Cushion type:           	Pressure cushion insert:           

	Dimensions
	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 dimensions
	Pad width:           	Pad height:           	Contour depth:           

	Mount
	Type:           	☐ Fixed	☐ Adjustable	☐ Removable

	Positioning belt type:           
	Positioning harness type:           

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

	           




Appendix C: Scooter/ATV Assessment *Delete if not applicable*

	Location of assessment:           

	Person(s) present during the assessment (name and role):           



	Type of aid:	☐ Scooter	☐ ATV	☐ Other (specify):           

	Make:           
	Model:           
	Total weight (incl battery):           



	Type of Option
	Mobility Trial
Describe where and what environment and trial period.
.
	Is the worker safe to operate mobility aid?

	Details
	Details
	☐ Yes	☐ No

	The worker has been provided education on the operation, function, safety features and maintenance of the mobility aid:
	☐ Yes	☐ No

	If no, what is the plan? Details; if none, enter “N/A”



PLEASE ATTACH SUPPLIERS ORDER FORM WITH THIS ASSESSMENT


Appendix D: Accessible Housing Measurements *Delete if not applicable*

Access to the Home

	Is a ramp needed for wheelchair access?
	☐ Yes ☐ No

	Is there space for a ramp to be installed?
	☐ Yes ☐ No

	Surrounding terrain (check one): 	☐ Upgrade	☐ Downgrade	☐ Level

	Describe surface (sidewalk, grass, uneven, etc.):           



Doors

	Main entrance
	Door width:           

	
	Doorsill:	☐ Yes; Height:           	☐ No

	
	Direction of Swing:	☐ In	☐ Out

	Entrance landing
	Exterior:	Width:           	Length:           

	
	Interior:	Width:           	Length:           

	Alternate entrance
	Door width:           

	
	Doorsill:	☐ Yes; Height:           	☐ No

	
	Direction of Swing:	☐ In	☐ Out

	Entrance landing
	Exterior:	Width:           	Length:           

	
	Interior:	Width:           	Length:           

	Door widths
(narrowest point)
	Bathroom:           
	Kitchen:           
	Living room:           

	
	Bedroom:           
	Dining room:           
	Other:           



Bathroom Access

	Floor space (turn around space):           

	Sink location:           
	Sink height:           

	Shower accessible:	☐ Yes	☐ No
	Toilet accessible:	☐ Yes	☐ No



Other

	Hallways
	Location:           
	Width:           

	
	Location:           
	Width:           

	Kitchen
	Counter height:           

	Floor coverings
	Bedroom:           
	Kitchen:           

	
	Bathroom:           
	Hallway:           



THIS DOCUMENT MAY BE EXAMINED BY ANY PERSON WITH DIRECT INTEREST IN A CLAIM THAT IS UNDER REVIEW.
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