
PHYSIOTHERAPIST’S RECOMMENDATION FOR THE PURCHASE/BORROWING 
OF A WHEELCHAIR 

 
 

WHEELCHAIR TYPE 
Handled by :    Carer/Other person                         Applicant                       
 
Type : Simple                      Light weight                    Very light weight                   Electrical  
 

 
 

IF HANDLED BY OTHER PERSON 
Physical Condition of other person:  Satisfactory Not satisfactory  
         
It will ONLY be handled by another person      YES                        NO  
 

 
HANDLED BY THE APPLICANT 
 
Way of handling :         Upper limbs                        Functioning of upper limbs _____________ 
                                                               
                                       Lower limbs                         Functioning of lower limbs _____________ 
      
 
Ability of handling a wheelchair:   Low                       Satisfactory                    Good 
 
Body control:_____________________________________________________________ 
Other observations:__________________________________________________________ 
 

 

 
 
 

MOBILITY ENVIRONMENT 
 
AREA OF USE             Inside spaces:                          Outside spaces:  
 
                                                                           Inside/Outside Spaces:     
 
For inside spaces, door and aisle opening: 
Steps:     _______________ 
Other obstacles:    _______________ 
For outside spaces: ground type eg. steps, ramps, other surfaces)…………………………….. 
If the wheelchair will be transferred into a car please declare the type of car needed : 
 

ELECTRIC WHEELCHAIR 
Vision:        __________             Handling with : Arm, Chin, Head, Mouth 
Hearing:           __________ 
Perception of space:    __________     Ability of using a stick:____________________ 
 
Position of sticks:  Right                Left                   Centre 
Necessity of stick:       YES    /     NO 
Other observations:__________________________________________________________ 
___________________________________________________________________________ 
 



 

INFORMATION FOR SEATED POSITION 
 
Ability of withholding a normal seating position: YES / NO  
Hips, knees in good position            YES / NO 
If NO, please explain :_________________________________________________ 
___________________________________________________________________________ 
BODY DIMENSIONS: 
Height:____________________cm                          Hip distance __________________cm 
                                                                                  Length of thigh ______________________cm 
Weight:___________________Kg                           Height of back ______________________cm 

                                              Height of head _____________________cm 
                                                     Length of leg _____________________ cm 
                                                                                  Other _____________________________cm 

DESCRIPTION OF WHEELCHAIR 
a= width :                                ____________cm/inches     
b= depth:                                ____________cm/inches  
c= height from ground:           ____________cm/inches 
d= height of arms from seat : ____________cm/inches 
e= back height:                      ____________cm/inches 
f= petals height:                     ____________cm/inches 
____________________________________ 
____________________________________ 
____________________________________ 
____________________________________ 
____________________________________ 
 
Wheelchair model: 
____________________________________________________________________________ 
____________________________________________________________________________ 
 
This specific model is only offered from one company and therefore only one quotation is being attached, because 
of the specific needs of the applicant which are : 
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
 
Pillow:                 Type___________                 Width__________________ 
                            Other observations:___________________________________________ 
 
Additional equipment: eg. type of handles,  belts, cases,  back type 
____________________________________________________________________________ 
 
Observation needed: House visit_____________________________________ 
Review period:_________________________________________________________  

 

 
Name and surname of therapist: ______________________________________________ 
 
Address: __________________________________________________________________ 

 

____________________________                 Date:____________________________ 
      Physiotherapist’s signature 
 
____________________________                 Date:____________________________ 
 
Applicant’s/Guardian’s Signature 


