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                               SOCIETY FOR MANITOBANS WITH DISABILITIES
Wheelchair Services

1111 Winnipeg Avenue, Winnipeg, Manitoba R3E 0S3

Ph: (204) 975-3250     Fax: (204) 975-3240    Toll Free:  1-800-836-5551

CATEGORY 4 ULTRA LIGHT WHEELCHAIR APPLICATION
· This form must be accompanied by a completed SMD-WC-010 or approved equivalent Wheelchair / Seating Assessment report.
· Incomplete or illegible forms will be returned.

· Without reasonable justification, request for power wheelchair will not be considered within 2 years of category 4 ultra light wheelchair approval.
 FORMCHECKBOX 
 New        FORMCHECKBOX 
  Exchange  (All  exchange requests must be accompanied by a completed manual wheelchair exchange form SMD-WC-003)
Date of Application _____________________________                                                                       
	CLIENT INFORMATION 

	PHIN
	Surname
	Given Name
	Birthdate yymm/dd
	Gender            M     F

	Address
	City/Town
	Province
	Postal Code

	Home Phone
	Cell Phone
	Height  cm / in
	Current Weight kg / lbs

	Does applicant have any of these funding source?  FORMCHECKBOX 
 EIA     FORMCHECKBOX 
 FNIHB     FORMCHECKBOX 
 DVA     FORMCHECKBOX 
 No to all
	If DVA, K#

	If EIA, case #     
                                        
	Case Coordinator
	Office address
	Phone #
	Fax #

	If FNIHB,Treaty #


	Doctor’s Name
	Registration #
	Address
	Doctor’s Signature

	Primary Diagnosis



	Functional Mobility Requirements



	Delivery Instructions (if different from client’s address)


	If in hospital, you must indicate discharge date:

	NEXT OF KIN
	SCRIPTOR

	Surname
	Name

	Given Name
	 FORMCHECKBOX 
  Occupational Therapist          FORMCHECKBOX 
 Physiotherapist

	Relationship
	Agency / Facility

	Address
	Address

	City 
	Province
	Postal Code
	Phone #
	Fax #

	Home Phone 
	Work Phone
	e-mail address


	WHEELCHAIR JUSTIFICATION

	Current or anticipated number of hours of wheelchair use engaged in daily activity: __________________
List activities performed at home ________________________________________________________________________

__________________________________________________________________________________________________
__________________________________________________________________________________________________

__________________________________________________________________________________________________

Applicant can / independently propel(s) in  the community:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   # of times/ day  ______  # of times/week______
List activities performed in the community __________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________

Describe physical/functional limitations that preclude the use of a category 2 wheelchair: ___________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________

Is horizontal axle adjustment required ?     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No       
If yes, state reason (s) ________________________________________________________________________________
__________________________________________________________________________________________________

Is vertical axle adjustment required?       FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No       
If yes, state reason (s) ________________________________________________________________________________
___________________________________________________________________________________________________
Footrest position other than 70 degrees?    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No     If yes, what position and provide justification. ______________________________________________________________________________________________________________________________________________________________________________________________________
Rigid frame:   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No     If yes, state reason (s) ___________________________________________________________________________________________________
___________________________________________________________________________________________________
List other important features that the chair must have to adequately address the client’s needs: 
                         Feature                                                                                         Rationale / Justification
_________________________________            ____________________________________________________________

_________________________________            ____________________________________________________________ 
_________________________________            ____________________________________________________________

Client’s functional performance will be increased as a result of utilizing the features of category 4 wheelchair:  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

Describe ___________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________


	ENVIRONMENT

	A home visit is required to ensure that there are no restrictions to wheelchair use in applicant’s home.  
Consideration should also be made to work, school and leisure environments.

A home visit was done by the scriptor.   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Is applicant able to independently and safely access home through a ramp, lift, or level entrance?     Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

If no, how does applicant access home? _________________________________________________________________

If no, describe plans to ensure independent access:  _______________________________________________________
Which of the following areas in the home require modifications in order to accommodate an ultra light wheelchair?

                                                                Describe plans to ensure accessibility. Indicate if not applicable and state reason. 
        Doorways                           FORMCHECKBOX 
      _____________________________________________________________________
        Hallway turning radius        FORMCHECKBOX 
       ____________________________________________________________________
        Bathroom                           FORMCHECKBOX 
       _____________________________________________________________________
        Bedroom                            FORMCHECKBOX 
       _____________________________________________________________________
        Kitchen                               FORMCHECKBOX 
       _____________________________________________________________________
        Flooring type                      FORMCHECKBOX 
       _____________________________________________________________________

If it is not possible to complete a home visit, discuss what has been done to ensure assessment/consideration of home environment as it relates to the wheelchair being requested, along with the reason the home visit could not be completed.

___________________________________________________________________________________________________
Comment on suitability of work, school and leisure environments: ___________________________________________________________________________________________________

	WHEELCHAIR DETAILS

	Chair type requested:            FORMCHECKBOX 
 Folding          FORMCHECKBOX 
 Rigid            FORMCHECKBOX 
 Rigid with swing away front rigging

Seat width:                           Client’s actual measurement  ____________    Wheelchair seat width ____________      
                                              Consider widest part of client and add 1- 2“ as necessary for clearance on either side. 

Seat depth:                           Client’s actual measurement __________    Wheelchair seat depth _________
                                               Measure distance from posterior buttocks to popliteal fossa and subtract 1-2” as necessary. 

                                               Consider leg length discrepancy and position of feet on footplates.

Footrest hanger length:      Client’s actual measurement __________   Wheelchair hanger length __________
                                             Measure distance from popliteal fossa to bottom of heel & subtract compressed height of cushion 
Front seat to floor height:    _______________
Rear seat to floor height:     _______________
Back Height:                         Client’s actual measurement ___________   Wheelchair back height _____________
                                               Measure distance from sitting surface to axilla.   

                                               Consider height of compressed cushion and/or if canes impede arm movement.                          
                               Size of seating components have been taken into consideration related to these measurements.            FORMCHECKBOX 
 Yes   

                               If rigid frame is requested, it has been assessed that the front riggings do not interfere with transfers.     FORMCHECKBOX 
 Yes

                               If rigid frame is requested, it has been assessed that the wheelchair will fit into the applicant’s vehicle.   FORMCHECKBOX 
 Yes

  If request is approved, the referring therapist may be contacted and requested to complete an order form if necessary.   


	Therapist’s confirmation
It is my opinion that provision of an ultra light wheelchair is the minimum equipment required to improve this applicant’s functional status.        

                                                                                                         ________________________________________

                                                                                                                                                                     Therapist’s Signature



	EQUIPMENT LOAN AGREEMENT AND PRIVACY STATEMENT
The equipment is the property of   FORMCHECKBOX 
 Manitoba Wheelchair Program    FORMCHECKBOX 
 Employment and Income Assistance

 FORMCHECKBOX 
 Medical Services (NIHB)  and is loaned through the Manitoba Wheelchair Program, operated by the Society for Manitobans with Disabilities, Inc.  I accept the loan of the equipment on the following terms: 

· I am only entitled to use the equipment while I am a full time resident of Manitoba.

· I will only use the equipment for my personal mobility.

· I will use and store the equipment in a secure, heated and dry place to avoid damage or loss.

· I will not remove the permanent identification tag attached to the equipment.

· I will make the equipment available for servicing as necessary.  If the equipment is damaged, I will immediately notify the Manitoba Wheelchair Program and follow its repair and maintenance instructions.  If the equipment is damaged because I did not use nor store the equipment carefully, I may be required to pay the cost of repair. 
· If I move within Manitoba, I will report my new address and telephone number to the Manitoba Wheelchair Program no later than 30 days following my move.  If I move outside Manitoba, I will return the equipment before I leave the province or purchase the equipment at a pre-determined depreciated value.  
· If I enter a personal care home in Manitoba, I may continue to use the equipment only if I have been a client of the Manitoba Wheelchair Program for the 6 months before I enter the personal care home. 
· I will not sell, loan or allow any other person to use the equipment. 

· The Manitoba Wheelchair Program will have no responsibility for equipment repairs outside of Manitoba.

· The Manitoba Wheelchair Program may re-assess my need for the equipment at any time. 
· I will promptly return the equipment to the Manitoba Wheelchair Program if I am no longer eligible under the Manitoba Wheelchair Program or if I no longer need the equipment or if I do not observe the terms of this agreement. I realize that the taking care of the equipment and returning it when I no longer need it will benefit other people. 

· If the equipment is not returned, I will pay the depreciated value to replace the equipment. 

· If I am a minor, I agree this is a contract to supply a necessary wheelchair and is binding on me when I reach 18.  If I am signing on behalf of a minor, both the minor and I are individually liable for these obligations.  

The personal Health Information on this application is treated in compliance with the “Personal Information Protection and Electronic Documents Act.”  In order to serve you better we may need to share your personal information with others.  Most commonly these include medical professionals.  SMD promises to treat your personal information in a secure and reasonable fashion while providing you with the highest level of professional service. 
If I am a minor, I agree this is a contract to supply a necessary wheelchair and is binding on me when I reach 18.  If I am signing on behalf of a minor, both the minor and I are individually liable for these obligations.

 FORMCHECKBOX 
      I have read and understand the terms of the above Equipment Loan Agreement.  I am legally bound by the terms and 

          accept the loan of the equipment on these terms. 

 FORMCHECKBOX 
      I authorize SMD Wheelchair Services to disclose my personal health information contained in my wheelchair    

          Application to authorized personnel for the sole purpose of processing my wheelchair request.

   _______________________      ___________________________   ______________________   __________________

              Signed by client
Witness signature                        Witness name (print)                    Date

   A representative may sign on behalf of a client.  If you are signing as a representative, please complete information below.

 _________________________      ____________________________    _____________________ __________________

       Printed name and signature                   Relationship to applicant                            Address                                 Date
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