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ACCESS Clinic: Wheelchair and Seating

REFERRAL FORM

Phone (09) 620-1700

Fax (09) 620-1702
Email to: clinic@accessable.co.nz 
Consultation  FORMCHECKBOX 

Trial Equipment  FORMCHECKBOX 
 Complex Equipment Application required

	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
	     


Client Details

	Name:
	     
	NHI No:
	     

	Address:
Post Code: 
	     

	Phone:
	(09)      

	
	
	Date of Birth:
	       
	Age:      

	
	
	Gender:
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female

	
	
	Ethnicity:
	     


Do you require a hoist at the clinic?






 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
Will your client 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)
         



	Client Name:
	

	Application Number:#
	


Assessment:

	1.  Significant clinical findings (include the following information about seating/wheelchair; how they present length of time client will be sitting and their ability to self pressure relieve).
             


Measurement:


Note:
These measurements are essential
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	A)
	(R) Popliteal fossa ~ most rearward point of buttocks
	     

	
	(L) Popliteal fossa ~ most rearward point of buttocks
	     

	B)
	(R) Popliteal fossa ~ heel/floor
	     

	
	(L) Popliteal fossa ~ heel/floor
	     

	C)
	Hip width (widest point across the hips)
	     

	D)
	Axiila width
	     

	E)
	Sitting surface to elbow
	     

	F)
	Sitting surface inferior angle scapula
	     

	G)
	Sitting surface to top of shoulder
	     

	 H)
	Posterior Shoulder width (widest part across shoulder)
	     





*Please provide all measurements in centimetres/inches

	Front seat to floor height required of wheelchair (excluding cushion):
	     


	· Describe existing wheelchair and seating (include details of type/model/size: accessable asset # 
	     

	(
Identified Problems/Issues with existing (or previous) wheelchair and seating:

       


	(Identified alternatives (and why these do not meet the person's needs)/related issues.
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