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NHS Highland Wheelchair and Seating Service

Powerchair Pre-Assessment Questionnaire

Must be completed for all powered chair assessment requests and accompany a referral form
Before referring a patient for a powerchair assessment please carefully read the national eligibility criteria for powerchairs, these can be found at   www.retis.scot.nhs.uk
	Name:      
	CHI No:      

	Is the patient able to walk with or without mechanical walking aids?           

Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 


	Does the patient currently use a wheelchair? 




Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 

If yes, what type
Occupant Propelled  FORMCHECKBOX 

Attendant Propelled  FORMCHECKBOX 

Powered  FORMCHECKBOX 


	Does the patient have any visual impairment other than standard glasses?
Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 

If yes, please specify      


	Does the patient suffer from epilepsy, blackouts, or dizzy spells?


Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 

If yes, please specify      


	Does the patient have difficulty with their memory e.g. recall of events,                 Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 

learning new things, remembering appointments?

If yes, please specify      


	Does the patient have any special requirements/difficulties with communication?
Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 

If yes, please specify      

	Does the patient require specialist equipment or assistance to transfer

Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 

If yes, please specify      

	What type of accommodation does the patient live in?
House, bungalow, ground floor flat
 FORMCHECKBOX 



Care Home



 FORMCHECKBOX 

Flat, above ground level

 FORMCHECKBOX 



Warden controlled residence

 FORMCHECKBOX 


With lift
 FORMCHECKBOX 



Sheltered Housing


 FORMCHECKBOX 


No lift

 FORMCHECKBOX 



Mobile Home



 FORMCHECKBOX 


	In what type of area is this accommodation situated?
Isolated in the countryside

 FORMCHECKBOX 



City/Town



 FORMCHECKBOX 

Suburban (Residential)

 FORMCHECKBOX 



Village




 FORMCHECKBOX 


	Is there suitable access to/from the patients?
Entrance

Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 


Gateway
Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 

Does it have steps
Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 


Pathway
Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 
 
If yes, how many
     
Public footpath
Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 


Alterations 








required?
Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 

If yes, please specify      


	Is there a safe storage area? (dry, secure, frost protected)


Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 

If yes, please specify      


	Does the storage area have a mains power point 



Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 

to connect a battery charger?

If yes, please specify​​​       


	How wide is the narrowest doorway the chair will have to go though?
Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 


	Is there enough space in the patients house to turn the chair round?
Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 


	For what purpose would the patient like to use the chair? (tick all that apply)
Moving around the house
Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 


Garden
Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 

Visiting friend/relatives 
Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 


Shopping
Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 

Café, restaurant, pub

Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 


Clubs/hobbies
Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 

Day training centre

Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 


Other

Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 

Work, school, college

Yes  FORMCHECKBOX 
                  No  FORMCHECKBOX 


	If the chair is to be used outdoors, what would be the average journey length? (remember that these chairs travel at a maximum of 4mph)

Less than 1 mile  FORMCHECKBOX 



1 – 5 miles  FORMCHECKBOX 




More than 5 miles  FORMCHECKBOX 


	Please describe the local terrain (consider hills, pavement widths, surfaces and kerbs, grassed or gravel areas, density of traffic etc      

	How long will the patient be seated in the chair at any one time?
1 – 2 hours or less  FORMCHECKBOX 
          

3 – 4 hours  FORMCHECKBOX 
          


5+ hours  FORMCHECKBOX 

When will the chair be used?

All year round
        FORMCHECKBOX 

    Only in fine weather        FORMCHECKBOX 


	How long will the patient expect to sit in the chair without a break

1 – 2 Hours
  FORMCHECKBOX 



2 - 3 Hours  FORMCHECKBOX 




5 Hours or more  FORMCHECKBOX 



	Would the chair require to be transported?


Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

Car  FORMCHECKBOX 


Wheelchair taxi  FORMCHECKBOX 



Public transport  FORMCHECKBOX 


	Would the patient sit in the chair while travelling?

Yes  FORMCHECKBOX 


No  FORMCHECKBOX 


	Is the patient left or right handed?



Left  FORMCHECKBOX 


Right  FORMCHECKBOX 


	Please note any other information that you feel is relevant to the patients application for a powerchair
     


	For official use only
Does the applicant meet the eligibility criteria for a powerchair assessment
Yes  FORMCHECKBOX 



No  FORMCHECKBOX 

If yes, letter sent accepting application





Yes  FORMCHECKBOX 



	Type of chair required for assessment

EPIC  FORMCHECKBOX 


EPIOC  FORMCHECKBOX 


EPAC  FORMCHECKBOX 


	If reject, letter to be sent (tick one)
Not eligible  FORMCHECKBOX 



Further medical info required  FORMCHECKBOX 



Unsuitable Environment  FORMCHECKBOX 



