EVERYTHING MEDICAL
530-223-3633
530-223-3636 FAX
MANUAL WHEELCHAIR
Physician Information:
	Name:
	
	NPI#
	

	Mailing Address: 
	
	Telephone:
	

	City:
	
	State:
	CA
	Zip:
	


Patient Information:


	Name:  
	
	HICN#:
	

	Mailing Address:
	
	Telephone:
	

	City: 
	
	State:
	CA
	Zip:
	

	DOB:  
	
	Ht:
	
	Wt:     
	
	Lbs.
	


Diagnosis Codes (ICD-9):        _________   ________   ________   ________   ________
Length of Need: (# of Months): ___________1-99 (99= Lifetime)
HCPCS CODE   DESCRIPTION  
	K0001
	STANDARD MANUAL WHEELCHAIR (up to 250lbs.)

	K0006
	HEAVY DUTY WHEELCHAIR (250-300lbs.)

	K0007
	EXTRA HEAVY DUTY WHEELCHAIR (300lbs. +)

	K0195
	ELEVATING LEG RESTS 

	E2601
	GENERAL CUSHION FOR WHEELCHAIR 


PLEASE CIRCLE Y FOR YES AND N FOR NO ON QUESTIONS 1-7
1. Does the patient have a mobility limitation that significantly impairs his/her ability to participate in one or more mobility-related activities of daily living, such as toileting, feeding, dressing, grooming, and bathing in customary locations of the home?

           Y                    N
2. Can the patient’s mobility limitation be sufficiently resolved by the use of an appropriately fitted cane or walker?                         


 Y                   N
3. Does the patient’s home provide adequate access between rooms, maneuvering space, and surfaces for use of the manual wheelchair that is being provided?                                                                                                                                                                                                                                                                                                         

       





            Y                   N

4. Will the use of a manual wheelchair significantly improve the patient’s ability to participate in MRADL’s everyday in the home?
                





Y                  N
5. Has the patient expressed unwillingness to use the manual wheelchair in their home?                                                         
                                                                        Y                  N
6. Does the patient have sufficient upper extremity function and other physical and mental capabilities needed to safely self propel a manual wheelchair in the home during a typical day?







Y
         N
7. Does the patient have a care giver who is available, willing and able to provide assistance with the wheelchair?




Y                  N

PHYSICIAN’S SIGNATURE___________________________DATE_____________
