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Physician's Order for Manual Wheelchair 

Patient: _ 
A d d r e s s ; _ 
P h o n e : 

Diagnosis: 

DOB: 

Length of Need: 

Does patient r e q u i r e the use of a w h e e l c h a i r to complete ADL's in the h o m e ? 
[ ] Y e s [ ] No 

[ ] S t a n d a r d W h e e l c h a i r ( K O O O l ) patient < 2 5 0 lbs 
[ ] Heavy Duty W h e e l c h a i r ( K 0 0 0 6 ) patient >250 lbs 
[ ] B a r i a t r i c W h e e l c h a i r ( K 0 0 0 7 ) patient >3Q0 lbs 

Patient weight at face-to-face e v a l u a t i o n lbs 

[ ] W h e e l c h a i r Seat C u s h i o n [ E 2 6 0 1 ] 
[ ] W h e e l c h a i r B a c k C u s h i o n [ E 2 6 1 1 ] 
[ ] Adjustable Height A r m s [ E 0 9 7 3 ] 
[ ] Elevating Legrests [ K 0 1 9 5 1 
[ ] A n t i - T i p p e r s [ £ 0 9 7 1 ] 
[ 1 W h e e l L o c k E x t e n s i o n s [ E 0 9 6 1 ] 
[1 Seat Belt [ E 0 9 7 8 ] 
[ ] H e e l Loops [ E 0 9 5 1 ] 

I, undersigned, certify that the above prescribed equipment and or supplies are medically necessary as part of my 
treatment for this patient. In my opinion, the equipment and or supplies prescribed are both reasonable and necessary 
for the accepted standards of medical practice and treatment of this patients condition. Neither the equipment and or 
supplies are being prescribed as "convenience equipment." 

X X 
P h y s i c i a n ' s Signature Date 
[Please print P h y s i c i a n ' s I n f o r m a t i o n ) 

Name: NPI: 

A d d r e s s : 

Phone: Fax: 

** Please attach v is i t notes from face-to-face v i s i t w h e n w h e e l c h a i r and a n y accessories o r d e r e d w e r e discussed w i t h 
patient. A face-to-face v i s i t is r e q u i r e d to meet c r i t e r i a for fnsurance coveraRe. P r i v a t e pay options are a l w a y s 
available for patient's w h o do not meet i n s u r a n c e guidelines but w o u l d sti l l benefit f r o m use of a wheelchair . 


