Wilson Workforce and Rehabilitation Center

Fishersville, Virginia  22939-1500
Assistive Technology Referral Checklist
wilson workforce and rehabilitation center
Assistive Technology Referral Checklist 

Name: <%FullNameLastFirst%>
Number: <%ClientID%>

CONTACT INFORMATION:
CLIENT: Last, First, Middle




Referral Date:      
Participant ID:       
Address:       





Home Phone #:       

         





Cell Phone #:       
Client email:       
SSN #:            Birth Date:            Age:      
GENDER:     ( Male   ( Female 

MARITAL STATUS:  ( S   ( M   ( D   ( W   ( E  

RESIDENCE:     ( Residence   ( Assisted Living   ( Nursing Home           

   Planned transition to other residence?  (  yes   (  no     proposed date:       
EMERGENCY CONTACT:

Name:            




Relationship:       
Address:       
Phone:            




Fax:       
Nursing Home reminders:  Emergency contact should be the nursing home and social worker.  Per HIPAA, the NH is the sole entity with authority to contact family/other regarding any appointments or request/secure attendance to any scheduled appointments.  
REFERRED BY:  
Name:           




 Phone#:       
Address:       
PHYSICIAN: 
Name:  
          




NPI #:       
Address:       
Phone:            




Fax#:       
LEGAL GUARDIAN  ( self   (  family member   ( other     POA   ( self   (  family member   ( other

Name:  
          





Address:       
Phone:            

Disability:           

Date of Injury/onset:      
Cause of Injury:       
Who do you live with?  ( self   (  family members   ( caregivers/attendant 

COMMUNITY-BASED SERVICES:
Are you currently enrolled in Home Health?  ( yes   ( no

Services Currently Receiving:     ( OT   ( PT   ( Speech   ( Nursing/Wound Care     

Name of Agency      
Phone number of Agency      
Are you currently enrolled in HOSPICE?  (  yes   (  no

Contact Person:       
Phone number:  










Are you considering enrollment in HOSPICE?  (  yes   (  no 
REASON FOR REFERRAL:
     (  repair   (  new

(  Manual Chair

(  Communication/AAC Device


(  Power Chair

(  Transfer/Lift Device



(  Seating/Positioning
(  ADL/Bath Equipment



(  Scooter

(  Ambulatory Device
                                                          

(  Other (specify):       
Of Note:  Single OT services without DRS sponsorship are not accepted for scheduling.  
Goal(s) / Purpose of Evaluation:     
INSURANCE/SPONSORSHIP:
Do you have medical insurance?   ( yes   ( no

Do you have DRS sponsorship?  ( yes   ( no

Do you have any additional funding sponsorship (e.g., MS, MD, ALS, waivers)?  ( yes   ( no

Medicare #:        and/or Medicaid #:            ( QMB   ( QMB ext
Medicare reminders:  MD face-to-face, required medical documents, select vendor of choice,

client to contact any community-based vendor re: requirement of vendor to contact WWRC prior to appt.
Vendor of choice:       
Name of Insurance Company:       
Billing Address: 
     
Telephone #:        



 Policy/Social Security#:      
Policyholder Name:       



 Birth Date:     
Type of Policy:  ( GROUP   ( INDIVIDUAL   (  HMO POLICY

If Group Policy, please give GROUP #:       
Employer Name:            

Phone #:      
Effective Date:         Calendar Year Policy:  Y    N    If no, beginning date:      
Percentage: In Network           Out of Network           Preexisting Clause?      
Deductible:        Amt. Met:        Out of Pocket:         Amt. Met:      
Lifetime/Calendar Max:         Deny if Medicare Denies:    Yes     No     N/A

Pre-auth Required:    ( Yes    ( No

Nursing Home:        Map 122 Amt:          Social Worker:     
MEDICAL HISTORY
Do you have current or recent problems with any of the following?

                                                              YES
            NO
       UNSURE

Present open skin areas (specify)
(
(
(
     
If open skin areas:  please remind client to bring a wound dressing change to scheduled appointment.  
Newly healed skin breakdown (specify)   (
(
(
     
Recent Broken Bones/Casts (specify)
(
(
(
     
Change in or new pain (specify)
(
(
(
     
Breathing problems (specify)
(
(
(
     
Loss or change of hearing (specify)
(
(
(
     
Latex Allergies
(
(
(
     
MRSA
(
(
(
     
VRE
(
(
(
     
TB
(
(
(
     
MRSA/VRE:  can receive limited services in isolation (only technology that can be cleaned/disinfected);    
     no driving (can’t clean cars), no audiology services (can’t clean auditory booth)
MRSA:  testing thru PCP must be sequentially negative:  1x original site; 3 nose cultures (24 hrs apart, no 
     antibiotics for 72 hrs)
VRE:  testing through PCP must be sequentially negative:  3 peri-rectals (7 days apart)

Comments:      
Height:         (approx)     Weight:         (approx) 

In past 3 months, has weight stable:  ( yes   ( no     ( increasing   ( decreasing  
AT Services Received Elsewhere and Status of Recommendations:

Have you had an equipment evaluation performed elsewhere within the past 6 months?     ( yes   ( no
Was equipment recommended?     ( yes   ( no     If yes, please specify:       
Order Status:       
Facility/Vendor:       
Contact Name:       
Phone #:       
MOTOR FUNCTION 
Indicate amount of useful movement:



Right arm/hand Function:


( Full

( Partial
( None

Left arm/hand Function:



( Full

( Partial
( None

Right leg/foot Function:



( Full

( Partial
( None

Left leg/foot Function:



( Full

( Partial
( None

Head/Neck Control:



( Full

( Partial
( None

SEATING AND MOBILITY 
ONLY COMPLETE THIS SECTION IF YOU ARE REFERRING CLIENT FOR THIS SPECIFIC SERVICE
Check all that apply:

( Walks within the home             



( Falls





( Independently mobile in wheelchair 

( Unable to Walk



( Depends on others for mobility

( Crawls or scoots on floor

Wheelchair:    ( Owned     ( Rented                       
( Manual
Brand/Model:         
Size:        

Year Obtained:      


Serial Number:        



 Original Vendor:       
( Scooter
Brand/Model:         
Size:       

Year Obtained:      


Serial Number:        



Original Vendor:       
( Power
Brand/Model:         
Size:        

Year Obtained:     


Serial Number:        



Original Vendor:       
( Tilt System   ( Recline System   ( Elevating Seat   ( Elevating Legrests   ( Standing System   
How is chair propelled or driven?

Manual:  ( Arms     ( Legs     ( Arm/leg     ( One Arm     ( Dependent

Power:  ( Hand     ( Chin     ( Sip & Puff     ( Head     ( Switches    ( Other     ( Dependent   

Cushion:  
Type         


Size: 
         
Custom Molds:  ( Custom molded seat     ( Custom molded back     

How long can you sit?            ( Pain with sitting?     ( Lose proper position?

Cushion and/or Wheelchair:
Problems/Comments:       
STANDING FRAME REFERRALS
ONLY COMPLETE THIS SECTION IF YOU ARE REFERRING CLIENT FOR THIS SPECIFIC SERVICE
Do you own a standing frame?  ( yes  ( no     

If no, 
Have you stood since your injury?  ( yes  ( no     How recently?       
Have you had any bone density testing performed?    ( yes  ( no     Most recent date:       
If yes, 
Type/name:          

How often do you stand in your standing frame?    ( daily  ( 2x/day  ( weekly  ( monthly  ( rarely     
How long do you stand in your standing frame?  ( 1 hour  ( 2 hour  ( monthly  ( rarely     

Problems/Comments:       
AAC REFERRALS
ONLY COMPLETE THIS SECTION IF YOU ARE REFERRING CLIENT FOR THIS SPECIFIC SERVICE
Social Interaction/Cognition:  

Choose one which best describes level of alertness/interaction:

( Unresponsive to surroundings     ( Onlooker; Observes     ( Attempts Interactions

( Very Interactive

Can Client:

Sit and concentrate on a task


( Yes

( No

Follow directions/commands


( Yes

( No

Communicate clearly yes and no responses
( Yes

( No

Remember new/past information (memory)
( Yes

( No

Vision/Perception:

Visual Problems:
( none  ( wears glasses      ( Blurred (Close/Far)     ( Double     
( Bumps into Things     ( Eyes jump around when looking at a stationary object     




( Field Cuts     ( Tunnel Vision    

Communication: 

Current Communication Method:
( Verbal Speech ---    Speech is understood by:  ( Familiar listeners only     ( All listeners

( Gestures     ( Sign Language     ( Communication Board/Book

( Augmentative Alternative Communication (AAC) Device (specify name or type of device): 

     
Is the Device still suiting your needs?  ( yes     ( no

Problems/comments:      
TRANSPORTATION
Vehicle:  (  Car   (  Truck   (  SUV   (  Family Van   (  Public Transit   (  None Available 
Method of transport:  (  driver   (  passenger   

Tie-Downs:  (  manual tie-down   (  power lock-down   (  none     

Specific Brand/Model:       
How will you be transported to the appointment:      
Problems/Comments:       
HOME
Type of Home:  ( Single story   ( Multi-story   ( Split Level/Foyer   ( Apt/Condo   ( Mobile home

Do you have an accessible entrance to your home?

How?  ( Even surface w/ threshold     (  Ramped     (  Elevator
Are there any factors such as physical layout, surfaces, and/or obstacles that will prevent use of equipment within the home?

Living Room

( yes   ( no  
  Comments:      
Bedrooms

( yes   ( no  
  Comments:      
Hallways 

( yes   ( no  
  Comments:      
Kitchen


( yes   ( no  
  Comments:      
Bathroom

( yes   ( no  
  Comments:      
Entrance

( yes   ( no      Comments:      
Other:


( yes   ( no  
  Comments:      
Comments:

     
For clients with Medicaid and choosing WWRC as vendor:   Inform client that of home assessment mandated by Medicaid and that a rehabilitation engineering staff member will be contacting them directly to set up the home assessment schedule.
LOGISTICS:
Preferred Therapist (if they state one):       
A preferred therapist may delay scheduling of the appointment.  
Who will be coming with you to this appointment:       
Will your caregiver assist with toileting, transfers, and/or meals while at WWRC?  ( yes   ( no
Would you like to be on a cancellation list?  ( yes   ( no
If yes, how much “lead time” would you need?            ( ½ day   ( 1-4 days   ( 5 or more days     
ADDITIONAL INFORMATION:
Comments or Additional Pertinent Information:  
     
Any additional information received after confirmation of client appointment and/or location of new info:

     
REMINDERS:
Plan to bring all current equipment to the evaluation (e.g., wheelchairs, glasses, mounts, switches).  

Please notify your physician of the need for an order for the services requested.  Our DME department will fax your physician the necessary paperwork for your orders.  Once the proper paperwork and orders are received from your physician, we will schedule your appointment.  
Of note:  Physician orders must be received no later than within 30 days of this call to be considered for scheduling.  
.  
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