
	Student Name:      FORMTEXT 

     






 DoB:


	WHEELCHAIR INFORMATION

	Type: electric/manual
	Model
	Funded by NHS/Private/Charity
	Insured 

	     
	     
	     
	Yes   FORMCHECKBOX 
 No  FORMCHECKBOX 


	     
	     
	     
	Yes   FORMCHECKBOX 
 No  FORMCHECKBOX 


	Type of Seating
	     
	     
	Yes   FORMCHECKBOX 
 No  FORMCHECKBOX 


	Name of wheelchair service:
	     

	Address:
	     

	Contact Person:
	     
	Tel No:
	     


MOBILITY- COMMUNITY ACCESS SKILLS (please tick)
	MANUAL CHAIR

	Can you propel yourself?
	Yes:  FORMCHECKBOX 

	No:  FORMCHECKBOX 

	Attendant 
propelled:  FORMCHECKBOX 


	How far can you propel yourself?
	Every where:  FORMCHECKBOX 

	On flat surface:  FORMCHECKBOX 

	Indoors only:  FORMCHECKBOX 


	What support do you have if you cannot propel far?
	Someone to push:  FORMCHECKBOX 

	Have a rest:  FORMCHECKBOX 

	Plan my journeys:  FORMCHECKBOX 


	Can you do a back balance (wheelie)?
	Yes:  FORMCHECKBOX 

	No:  FORMCHECKBOX 

	Never tried:  FORMCHECKBOX 


	Have you tipped out of your chair?
	Often:  FORMCHECKBOX 

	Never:  FORMCHECKBOX 

	Other:      

	POWERED CHAIR

	Where do you mainly use your powered chair?
	E.g home/school, indoors/outdoors

     

	Will it go round your home easily
	Yes:  FORMCHECKBOX 

	No:  FORMCHECKBOX 

	Never Tried:  FORMCHECKBOX 


	Do you have a back up manual chair?
	Yes:  FORMCHECKBOX 

	No:  FORMCHECKBOX 

	

	Does your cushion/seating transfer to manual?
	Yes:  FORMCHECKBOX 

	No:  FORMCHECKBOX 

	

	Have you tipped out of your chair?
	Yes:  FORMCHECKBOX 

	No:  FORMCHECKBOX 

	Other:      



	Student name :-                                                                                   DoB:-     

	OUT AND ABOUT

	Which wheelchair do you use when out and about?
	Powered
 FORMCHECKBOX 

	Manual 

Self Propelled
 FORMCHECKBOX 

	Manual 
Attendant propelled  FORMCHECKBOX 


	Where do you usually go?
	Shops:   FORMCHECKBOX 

	Supermarket:  FORMCHECKBOX 

	Other:      

	Who do you go with?
	Family:   FORMCHECKBOX 

	School:  FORMCHECKBOX 

	Friends:  FORMCHECKBOX 


	Can you wheel/drive around town?
	By self:  FORMCHECKBOX 

	With support:  FORMCHECKBOX 

	Never tried:  FORMCHECKBOX 


	Can you use a zebra crossing?
	By self:  FORMCHECKBOX 

	With support:  FORMCHECKBOX 

	Never tried:  FORMCHECKBOX 


	Can you use a Pelican crossing?
	By self:  FORMCHECKBOX 

	With support:  FORMCHECKBOX 

	Never tried:  FORMCHECKBOX 


	Can you cross small roads?
	By self:  FORMCHECKBOX 

	With support:  FORMCHECKBOX 

	Never tried:  FORMCHECKBOX 


	Can you cross main roads?
	By self:  FORMCHECKBOX 

	With support:  FORMCHECKBOX 

	Never tried:  FORMCHECKBOX 


	Do you buy your own things? Clothes/CD’s toiletries?
	Yes:  FORMCHECKBOX 

	No:  FORMCHECKBOX 

	Never Tried:  FORMCHECKBOX 


	Can you physically handle money?
	Yes:  FORMCHECKBOX 

	No:  FORMCHECKBOX 

	Never Tried:  FORMCHECKBOX 


	Do you check/know if you receive correct change?
	Yes:  FORMCHECKBOX 

	No:  FORMCHECKBOX 

	Never Tried:  FORMCHECKBOX 


	Have you ever used public transport? Bus/train/tram
	Yes:  FORMCHECKBOX 

	No:  FORMCHECKBOX 

	Never Tried:  FORMCHECKBOX 


	Do you ever arrange a time/place to meet up with someone?
	Yes:  FORMCHECKBOX 

	No:  FORMCHECKBOX 

	Never Tried:  FORMCHECKBOX 


	Can you follow sign posts or maps?
	Yes:  FORMCHECKBOX 

	No:  FORMCHECKBOX 

	Never Tried:  FORMCHECKBOX 


	What are your current interests/hobbies?
	     

	Do you attend any clubs or social groups?
	     


	Please list specialist pieces of equipment used by student i.e. moulded shower chair.


	Specialist Equipment
	Owned by student/school
	Insurance details

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Does the above equipment fully meet the needs of the student?      Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If no, please give reasons:      



THIS SECTION TO BE COMPLETED BY CURRENT OCCUPATIONAL THERAPIST

	Student name :-                                                                                   DoB:-     

	FREQUENCY OF THERAPY (tick as appropriate)

	Daily: FORMCHECKBOX 

	Twice week: FORMCHECKBOX 

	Weekly: FORMCHECKBOX 

	As required: FORMCHECKBOX 

	Not required: FORMCHECKBOX 


	Regional funding health authority:     

	Date of last assessment:      

	
	Current therapy goals
	Progress made
	Future goals

	1
	     
	     
	     

	2
	     
	     
	     

	3
	     
	     
	     


THIS SECTION TO BE COMPLETED AT PRE-ENTRY ASSESSMENT

Observations 

	PHYSICAL:
	     

	COGNITIVE:
	     

	AFFECTIVE:
	     

	Occupational Performance Issues(as perceived by student/parents)

	1
	     

	2
	     

	3
	     

	Potential Occupational Therapy Interventions

	     

	Is there a good match for OT?
	Yes:  FORMCHECKBOX 

	No: FORMCHECKBOX 


	Is there a good match for college?
	Yes:  FORMCHECKBOX 

	No: FORMCHECKBOX 


	If not, why not?      

	From completed by:      
	Date:      

	Descriptor
	Length of session
	sessions required weekly

	Occupational Therapy Session
	30mins
	     

	Relaxation 2:1
	Pick one only
	60 mins
	     

	Relaxation 1:1
	
	60 mins
	     

	Relaxation 1:2
	
	60 mins
	     

	Access to the Community Training (course equivalent to 1 hour per week
	1 hour
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