Action Form Manual Mobility

Date:
MOBILITY PRODUCTS LTD. Rep Name:
Client Information: Funding Info: Appt Date:
Name: Billing Contact : ( ) Funding Source:
Address: Group #:
Postal Code: I.D. #:

Phone: Cell: D.V.A-K#:
Therapist: Ph# Cell: Fax:

A- E - 4-

B- F- 1- 5-

C G- 2- 6-

D- H- 3 7-

Height- Weight (approx)-

Condition:

Client Notes:

Supplemental Equipment Needs:

Hospital Bed:
Mattress:
Pelvic Obliquity? ~ Lift System: Sling/Size:
i Left: Bathroom Safety:
SLB\& Right: Commode: Walker:
. ' = ADL Products:
Lift/Entry Products:

o Quote o Invoice

Quantity Part# Vendor / Description Retail $ Disc Total




Request Form - Manual Mobility
W [ IDemo Equip LINew Equip

MOBILITY PRODUCTS LTD.

Date Submitted: / / Date Required: / / Time Required: .
Rep: Client: Tech:
EQUiDment Information: Cclean Equip [ stickers [ ire psi
Type(s): Serial#
Size & Specs:

Width: Depth: STF: Front Rear KTH:

Wheel Type: Size: Tire:

Castor Type: Size: Hand rim: Anti-Tippers: LIYLIN
Seating Info:

Cushion: Height

Backrest: Set Height to (from seat pan) Set Angle to °

Headrest: Set Height to

Armrest: Left - [Ifull length [ Idesk length Set Height to

: Right - [_full length [_Idesk length Set Height to

Arm Pad Type:

Arm Positioning Misc - Left:

Arm Positioning Misc - Right:

Legrest Type:[ 170° [ 190° [ IManual [ IPower [ |Elevating Footrest:| IFixed [ |Angle Adj [ IFootplate [ | HeelLoop
Lower Extremity Positioning:[ICalf Strapl_|Legrest Panell] Padded[ | Non-Padded [_|Ankle Hugger [ IS [ Im []L

[ IHip Guide [ Left [ IRight X X " IQuick Release [_IFixed [ JKnee Button [ ILeft [ |Right
Seatbelt: "] 2 Pointl_| 4 Point [ ] Padded [ ] Other
Upper Extremity Positioning:| |Lateral(s) [ ] Left Height [ ] Right Height
[ | swing-Away [ | Fixed Size Other

[ ] Chest Strap [ Chest Harness [_| Padded [ ] Non-Padded [ | Other
Additional Notes:

Completion Info:
Tech Signature Date Completed / / Time Completed

Sales Signature

Proposed Set Up Time: Actual Set Up Time:







