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                                 SOCIETY FOR MANITOBANS WITH DISABILITIES

Wheelchair Services

1111 Winnipeg Avenue, Winnipeg MB R3E 0S2

Phone (204) 975-3250     Fax (204) 975-3240     Toll Free  1-800-836-5551
JUSTIFICATION FOR CATEGORY 4 MANUAL DYNAMIC TILT / MANUAL RECLINE WHEELCHAIR
· Complete this form and SMD-WC-001 and  SMD-WC-010 or approved equivalent wheelchair / seating assessment report  for category 4 manual dynamic tilt or manual recline wheelchair requests. 
· Incomplete or illegible forms will be returned. 
SECTION A
	Client’s Name

	Problems with current wheelchair and seating system

     FORMCHECKBOX 
 Inadequate pressure relief                   FORMCHECKBOX 
  Cannot change seat angle                    FORMCHECKBOX 
 Maximized static tilt
     FORMCHECKBOX 
 Inadequate support                              FORMCHECKBOX 
  Cannot change back/seat angle           FORMCHECKBOX 
 Maximized static recline
     FORMCHECKBOX 
 other (specify) ________________________________________________________________________________

         ____________________________________________________________________________________________ 
         ____________________________________________________________________________________________

         ____________________________________________________________________________________________

         ____________________________________________________________________________________________

         ____________________________________________________________________________________________
         ____________________________________________________________________________________________                                                            

	Have other seating components been assessed with client?     FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no

	If no, please explain ________________________________________________________________________________

          ____________________________________________________________________________________________

	If yes, please describe Seating components trialed or interventions provided.
	Outcome

	
	

	
	

	
	

	
	

	
	

	Additional comments

	

	


SECTION B – PHYSICAL FACTORS INDICATING NEED FOR MANUAL DYNAMIC TILT

 FORMCHECKBOX 
  Not requesting for manual dynamic tilt 

Instructions

1. Grade the physical factors indicating need for manual dynamic tilt on a scale of 1 – 5  ( 1 being lowest need  and 5 being  highest need). 

2. Provide explanation to support the grading score.
	
	Physical factors indicating need for manual dynamic tilt
	Grade



	1
	Progressive nature of condition

Describe_____________________________________________________________

_____________________________________________________________________

_____________________________________________________________________
	   1         2        3         4        5 

   FORMCHECKBOX 
        FORMCHECKBOX 
        FORMCHECKBOX 
       FORMCHECKBOX 
       FORMCHECKBOX 


	2
	Unable to do regular and effective pressure relief

Describe_____________________________________________________________

_____________________________________________________________________

_____________________________________________________________________
	   1         2        3         4        5 

   FORMCHECKBOX 
        FORMCHECKBOX 
        FORMCHECKBOX 
       FORMCHECKBOX 
       FORMCHECKBOX 


	3
	Skin breakdown 

Describe_____________________________________________________________

_____________________________________________________________________

_____________________________________________________________________
	   1         2        3         4        5 

   FORMCHECKBOX 
        FORMCHECKBOX 
        FORMCHECKBOX 
       FORMCHECKBOX 
       FORMCHECKBOX 


	4
	Unable to maintain upright sitting posture

Describe ____________________________________________________________

____________________________________________________________________

____________________________________________________________________
	   1         2        3         4        5 

   FORMCHECKBOX 
        FORMCHECKBOX 
        FORMCHECKBOX 
       FORMCHECKBOX 
       FORMCHECKBOX 


	5
	Unable to maintain upright head position

Describe_____________________________________________________________

____________________________________________________________________

____________________________________________________________________
	   1         2        3         4        5 

   FORMCHECKBOX 
        FORMCHECKBOX 
        FORMCHECKBOX 
       FORMCHECKBOX 
       FORMCHECKBOX 


	6
	Reduced sitting tolerance

Describe_____________________________________________________________

_____________________________________________________________________

_____________________________________________________________________
	   1         2        3         4        5 

   FORMCHECKBOX 
        FORMCHECKBOX 
        FORMCHECKBOX 
       FORMCHECKBOX 
       FORMCHECKBOX 


	7
	Compromised respiratory status

Describe ____________________________________________________________
____________________________________________________________________

____________________________________________________________________
	   1         2        3         4        5 

   FORMCHECKBOX 
        FORMCHECKBOX 
        FORMCHECKBOX 
       FORMCHECKBOX 
       FORMCHECKBOX 


	8
	Impaired sensation

Describe____________________________________________________________

____________________________________________________________________

____________________________________________________________________
	   1         2        3         4        5 

   FORMCHECKBOX 
        FORMCHECKBOX 
        FORMCHECKBOX 
       FORMCHECKBOX 
       FORMCHECKBOX 



	9
	Pain

Describe____________________________________________________________

____________________________________________________________________

____________________________________________________________________
	   1         2        3         4        5 

   FORMCHECKBOX 
        FORMCHECKBOX 
        FORMCHECKBOX 
       FORMCHECKBOX 
       FORMCHECKBOX 


	10
	Eating / Swallowing problems
Describe____________________________________________________________

____________________________________________________________________

____________________________________________________________________
	   1         2        3         4        5 

   FORMCHECKBOX 
        FORMCHECKBOX 
        FORMCHECKBOX 
       FORMCHECKBOX 
       FORMCHECKBOX 


	11
	Circulatory problems

Describe ____________________________________________________________

____________________________________________________________________

____________________________________________________________________
	   1         2        3         4        5 

   FORMCHECKBOX 
        FORMCHECKBOX 
        FORMCHECKBOX 
       FORMCHECKBOX 
       FORMCHECKBOX 


	12
	Unable to reposition self

Describe_____________________________________________________________

____________________________________________________________________

____________________________________________________________________
	   1         2        3         4        5 

   FORMCHECKBOX 
        FORMCHECKBOX 
        FORMCHECKBOX 
       FORMCHECKBOX 
       FORMCHECKBOX 


	13
	Other (Specify)

Describe_____________________________________________________________

_____________________________________________________________________

_____________________________________________________________________
	   1         2        3         4        5 

   FORMCHECKBOX 
        FORMCHECKBOX 
        FORMCHECKBOX 
       FORMCHECKBOX 
       FORMCHECKBOX 


	14
	Other (Specify)

Describe_____________________________________________________________

_____________________________________________________________________

_____________________________________________________________________
	   1         2        3         4        5 

   FORMCHECKBOX 
        FORMCHECKBOX 
        FORMCHECKBOX 
       FORMCHECKBOX 
       FORMCHECKBOX 



SECTION D – PHYSICAL FACTORS INDICATING NEED FOR MANUAL RECLINE

 FORMCHECKBOX 
  Not requesting for manual recline

	1
	Explain need for manual recline : ____________ _____________________________________________________
______________________________________________________________________________________________

_______________________________________________________________________________________________


 FORMCHECKBOX 
  Client has been instructed on the benefits of regular use of tilt. 
 FORMCHECKBOX 
  Client has been informed that the supertilt does not collapse for transport. 

 FORMCHECKBOX 
  Client has been informed that a second collapsible wheelchair will not be provided if they are issued a Supertilt, and that
      they will be expected to return their standard wheelchair if they currently have one on loan from the program.
________________________________        _______________________________      ___________________________
       Therapist’s Printed Name                                       Therapist’s  Signature                                        Date
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