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ACCESS Clinic: Postural Management:

Lying Supports/Sleep Systems
REFERRAL FORM

Phone (09) 620-1700

Fax (09) 620-1702
Email to: clinic@accessable.co.nz
	Date of Referral
	     
	Date, Month & Preferred Clinic
	     

	Preferred Time
	     
	Impossible Time
	     


Specialised Assessor Details

	Assessor Name
	     
	AEA Number
	     

	Address      
	Level of Accreditation
	WMPML1   FORMCHECKBOX 

WMPML2   FORMCHECKBOX 

	WMPMLYG  FORMCHECKBOX 

WMPMCCF  FORMCHECKBOX 


	
	Phone
	(09)                           Ext      

	
	Mobile
	     

	
	Fax
	(09)      

	
	Email
	     


Person’s Details

	Name:
	     
	NHI No:
	     

	Address:      
	Phone:
	(09)      

	
	Date of Birth:
	       
	Age:    

	
	Gender:
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female

	Postcode     
	Ethnicity:
	     


Do you require a hoist at the clinic?






 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
Will the person be able to transport the new trial equipment home from the clinic? 
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
Person:
	1. Diagnosis/Relevant Disability including functional abilities / Relevant History: (e.g. surgical history/ continence /transfer technique)
            


	2.  Describe Social Situation, Environment/s (home/work/school) wheelchair is to be used including details about  access: (e.g. private/HNZ – for stats)
         



	Person’s Name:
	

	Application #
	


Assessment:

	Chailey Level/and or GMFCS:-      



Supine Assessment:

	Pelvis:-      


	Shoulder Girdle/UL:-      


	Head:-      


	Legs/Feet:-      



Milestones:

	Hands together midline/ Rolling etc

     



Measurement:

	Measurements Supine:      


	Hip width      


	Tibia.      

	(R)
	(L)

	Femur. 

	(R)
	(L)

	Width across Knees.      


	Head width (ear → ear)      


	Shoulder width.      


	Trunk width (axilla →axilla)      



	Specify outcomes/goals of lying support systems

     


	Potential Trial Equipment

     



24 HOUR POSTURAL CARE OVERVIEW 

· Fill in the “hours per day” column with approximately how long is spent in different positions, supported by different equipment on a typical day.

· Re-calculate if any new equipment is introduced or during trial period

	EQUIPMENT

(state model)
	HRS/DAY
	“Supported”

Posture
	 “Destructive”

Posture
	What improvements to position could be made?

	Wheelchair/buggy


	     
	     
	     
	     

	Relaxing chair


	     
	     
	     
	     

	Function chairs e.g. feeding chair
	     
	     
	     
	     

	Night time / bed  positioning
	     
	     
	     
	     

	Standing frame


	     
	     
	     
	     

	Other equipment, activities and positions


	     
	     
	     
	     


	Are there any risks to be considered e.g. seizures, reflux, pressure areas, manual handling, temperature control, breathing, circulation, respite carers to be trained? How will these be managed / monitored?

     


	Are there any behavioural, communication or social issues that need to be considered? How will these be managed?

     


	Are there any ways in which the carer/s can be helped?

     



Plan

1. Specify  Outcomes/Goals of lying support system:
     
2. Potential Trial Equipment Options:
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