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                                                      SOCIETY FOR MANITOBANS WITH DISABILITIES
Wheelchair Services

1111 Winnipeg Avenue, Winnipeg, Manitoba R3E 0S3

Phone (204) 975-3253    Fax (204) 975-3240   Toll Free 1-800 836-5551
POWER WHEELCHAIR EXCHANGE APPLICATION
· This form must be accompanied by SMD-WC-010 or approved equivalent Wheelchair/Seating Assessment Report
· Incomplete or illegible forms will be returned
Date____________________________
SECTION A
	1
	Surname                                                                                  First Name



	2
	Address  (street or box #)                       If Box# location of residence                                 City /Town


	
	Postal Code                                             Home Phone #                                           Cell Phone #
                                                                           

	3
	Date of Birth yy/mm/dd                                                                   PHIN#


	4
	Next of kin or Contact Person                                                                                Relationship


	
	Address                                                              Home Phone #                                   Cell Phone #


	5
	Therapist’s printed name                                                                          Designation


	
	Agency and Address


	
	Telephone #                                            Fax #                                           E-mail



	6
	Is applicant covered by any of the following funding sources?       EIA    FORMCHECKBOX 
      NIHB   FORMCHECKBOX 
         DVA   FORMCHECKBOX 

If EIA,   case # ___________________________  case coordinator ____________________________________

             Office Location______________________  Phone ___________________  Fax ______________________

If NIHB, Band Name ___________________Treaty # ______________ Physician’s 5 digit registration # _________

              Physician’s printed name __________________________  Physician’s Signature ____________________
If DVA,     K # _________________________

	7
	Reason (s) for power wheelchair exchange request ____________________________________________________
________________________________________________________________________________________________

________________________________________________________________________________________________


SECTION B – MEDICAL STATUS
	1
	Diagnosis



	2
	Has there been a change in medical status since the initial power wheelchair application was submitted? 
    Yes  FORMCHECKBOX 
       No  FORMCHECKBOX 
     If yes, please describe: _________________________________________________________
                                     _____________________________________________________________________________
                                     _____________________________________________________________________________

Describe how these changes affect client’s use of the current power chair.  _______________________________
_______________________________________________________________________________________________

_______________________________________________________________________________________________


SECTION C – CURRENT MOBILITY

	1
	AMBULATION      

      If applicant is unable to walk, check here  FORMCHECKBOX 
 and proceed to 2          
      Applicant is able to independently ambulate indoors for __________ feet / meters

            Devices used:   None  FORMCHECKBOX 
    Cane  FORMCHECKBOX 
     Crutches  FORMCHECKBOX 
     Walker  FORMCHECKBOX 
     Other  FORMCHECKBOX 
 ___________________(Specify)
     Applicant is able to independently ambulate outdoors for __________ feet / meters

           Devices used:   None  FORMCHECKBOX 
    Cane  FORMCHECKBOX 
     Crutches  FORMCHECKBOX 
     Walker  FORMCHECKBOX 
     Other  FORMCHECKBOX 
 ___________________(Specify)

	2
	MANUAL WHEELCHAIR
    Approximate number of hours per day the applicant uses the manual wheelchair  _______
    Approximate number of times per week the applicant uses the manual wheelchair _______ 

    Comment ____________________________________________________________________________________

                            

	3
	POWER WHEECHAIR  

    Approximate number of hours per day the applicant uses the power wheelchair ________   

    Approximate number of times per week the applicant uses the power wheelchair ________

    Comment ____________________________________________________________________________________

	
	    Applicant uses the power wheelchair

         FORMCHECKBOX 
 Mostly in the community

         FORMCHECKBOX 
 Mostly inside the suite and apartment building 

         FORMCHECKBOX 
 Mostly inside the home

         FORMCHECKBOX 
 Inside the home/suite and community
	   The current power wheelchair is used

         FORMCHECKBOX 
  As the primary method of mobility 

         FORMCHECKBOX 
  Daily basis (uses both power and manual daily)

         FORMCHECKBOX 
  2-3 times per week

         FORMCHECKBOX 
  Weekly


SECTION D – LIFESTYLE / POWER WHEELCHAIR USAGE PROFILE
	1
	Applicant uses power wheelchair              Frequency applicant performs these activities and how using the power
      for the following activities:                         wheelchair facilitates applicant’s participation in these activities

Grooming                        FORMCHECKBOX 
        ______________________________________________________________________

Dressing                          FORMCHECKBOX 
       ______________________________________________________________________

Bathing                            FORMCHECKBOX 
         _____________________________________________________________________
Toileting                          FORMCHECKBOX 
         _____________________________________________________________________
Meal Preparation            FORMCHECKBOX 
        ______________________________________________________________________
Meals                              FORMCHECKBOX 
        ______________________________________________________________________

Dishwashing                   FORMCHECKBOX 
         ______________________________________________________________________

Grocery Shopping          FORMCHECKBOX 
        ______________________________________________________________________

Shopping                        FORMCHECKBOX 
        ______________________________________________________________________

Managing finances         FORMCHECKBOX 
        ______________________________________________________________________

Light Cleaning                FORMCHECKBOX 
        ______________________________________________________________________

Heavy Cleaning              FORMCHECKBOX 
         ______________________________________________________________________

Laundry                          FORMCHECKBOX 
        _______________________________________________________________________

________________       FORMCHECKBOX 
         _______________________________________________________________________

________________       FORMCHECKBOX 
        _______________________________________________________________________
________________       FORMCHECKBOX 
        _______________________________________________________________________

________________       FORMCHECKBOX 
        _______________________________________________________________________

	2
	Is the applicant currently employed?   Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 
        Position held ___________________________________
Full time  FORMCHECKBOX 
       Part time  FORMCHECKBOX 
      Hours per day ___________    Hours per week _____________

Describe how use of power wheelchair facilitates employment: ______________________________________________

________________________________________________________________________________________________

	3
	Is the applicant currently enrolled in an education program?  Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
    Institution _____________________
Full time  FORMCHECKBOX 
       Part time  FORMCHECKBOX 
       Hours per day ___________    Hours per week _____________

Describe how use of power wheelchair facilitates participation in this education program:  _________________________

________________________________________________________________________________________________

	4
	Is the applicant currently involved in volunteer activity?  Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 
    Organization _____________________
Full time  FORMCHECKBOX 
       Part time  FORMCHECKBOX 
       Hours per day ___________    Hours per week______________

Describe how use of power wheelchair facilitates participation in volunteer activity: ______________________________

________________________________________________________________________________________________

	5
	Does applicant have regularly scheduled medical appointments?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
     How often _________________
Describe how use of power wheelchair facilitates attending medical appointments:______________________________
________________________________________________________________________________________________

	6
	Recreational activities / socialization applicant participates in at home or in the community
                 Recreational activity                                                         Frequency                                     Location

______________________________________________         _________________       _________________________

______________________________________________         _________________       _________________________

______________________________________________         _________________       _________________________

______________________________________________         _________________       _________________________

______________________________________________         _________________       _________________________
Describe how use of power wheelchair facilitates participation in these activities:________________________________

________________________________________________________________________________________________
________________________________________________________________________________________________


SECTION E – SUPPORT SYSTEM 

	1
	Describe the effect (if any) that the power wheelchair has had on the applicant’s support system / caregiver requirements: ____________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________




SECTION F – PHYSICAL ENVIRONMENT

	1a
	Indicate setting of applicant’s home:    Rural  FORMCHECKBOX 
    Urban  FORMCHECKBOX 


	1b
	Indicate the presence of the following (check all that apply)

Paved streets  FORMCHECKBOX 
      Paved sidewalks  FORMCHECKBOX 
     Gravel roads  FORMCHECKBOX 
     Gravel sidewalks  FORMCHECKBOX 
     No sidewalks  FORMCHECKBOX 
    Curb cuts  FORMCHECKBOX 


	2a
	Describe client’s living environment:   

       Private home :            owned  FORMCHECKBOX 
     rented  FORMCHECKBOX 
                         Group home  FORMCHECKBOX 
            Long term care facility  FORMCHECKBOX 

       Apartment/condo:       owned  FORMCHECKBOX 
     rented  FORMCHECKBOX 
                       Other ___________________________________

	2b
	Home accessibility

    Entrance has a     level entrance  FORMCHECKBOX 
      lift  FORMCHECKBOX 
     ramp  FORMCHECKBOX 
     
    Current power wheelchair
    can easily access / 
    manoeuvre through              Measurement         Yes     No                                         Comments

· main entrance              ________               FORMCHECKBOX 
       FORMCHECKBOX 
     _____________________________________________
· bathroom                     ________                FORMCHECKBOX 
       FORMCHECKBOX 
     _____________________________________________
·  Hallway                       ________               FORMCHECKBOX 
        FORMCHECKBOX 
    _____________________________________________       
· bedroom                      ________                FORMCHECKBOX 
       FORMCHECKBOX 
    _____________________________________________
· tight corners                 ________                FORMCHECKBOX 
        FORMCHECKBOX 
    _____________________________________________
· kitchen                         ________                FORMCHECKBOX 
        FORMCHECKBOX 
   _____________________________________________     
· living room                   ________                 FORMCHECKBOX 
        FORMCHECKBOX 
    _____________________________________________  
· elevator                       ________                 FORMCHECKBOX 
        FORMCHECKBOX 
     _____________________________________________
· Work table                   ________                 FORMCHECKBOX 
        FORMCHECKBOX 
    _____________________________________________
    If residence is not fully accessible, describe plans for making it so________________________________________

    ____________________________________________________________________________________________ 

    Who did a home visit to verify this information? _________________________________

	3
	Where is the power wheelchair stored? _____________________________________________________________

	4
	How often is battery charged? _________________  Who charges the battery? ____________________________

	5
	Transportation

     Accessible transit  FORMCHECKBOX 
      Handi transit  FORMCHECKBOX 
      Own van  FORMCHECKBOX 
         Other  FORMCHECKBOX 
  ___________________
     If using own van, applicant is the driver  FORMCHECKBOX 
     passenger  FORMCHECKBOX 

     Minimum van clearance height ______________   Weight limit ________________



SECTION G – POWER WHEELCHAIR ASSESSMENT 
	1
	Driving assessment was completed using a rear wheel drive power chair  FORMCHECKBOX 
    mid wheel drive power chair  FORMCHECKBOX 
 

	
	 Scoring guide       1 – Completely safe and independent

                              2 – Completes task hesitantly, requires several tries, or bumps into objects or people

                              3 – Unable to do task 

                                                                                    1          2        3                                   Comments
     Able to follow instructions                                       FORMCHECKBOX 
        FORMCHECKBOX 
        FORMCHECKBOX 
    ______________________________________     
     Retains learning                                                     FORMCHECKBOX 
         FORMCHECKBOX 
        FORMCHECKBOX 
    ______________________________________
     Able to problem solve                                             FORMCHECKBOX 
         FORMCHECKBOX 
       FORMCHECKBOX 
     _____________________________________  

     Has safety awareness                                            FORMCHECKBOX 
          FORMCHECKBOX 
      FORMCHECKBOX 
     ______________________________________     
     Aware of cause and effect                                      FORMCHECKBOX 
          FORMCHECKBOX 
      FORMCHECKBOX 
     ______________________________________  

     Has adequate vision to be safe                              FORMCHECKBOX 
          FORMCHECKBOX 
      FORMCHECKBOX 
     ______________________________________
     Pays attention to environment                                FORMCHECKBOX 
          FORMCHECKBOX 
      FORMCHECKBOX 
     ______________________________________
    Has adequate hearing skills to be safe                    FORMCHECKBOX 
         FORMCHECKBOX 
      FORMCHECKBOX 
      _____________________________________   

    Displays speed control in driving                             FORMCHECKBOX 
          FORMCHECKBOX 
      FORMCHECKBOX 
      _____________________________________ 

    Displays directional control in driving                      FORMCHECKBOX 
          FORMCHECKBOX 
      FORMCHECKBOX 
      _____________________________________

    Can focus on one activity for 15 minutes                FORMCHECKBOX 
          FORMCHECKBOX 
       FORMCHECKBOX 
     _____________________________________
    Can drive in a structured environment                    FORMCHECKBOX 
          FORMCHECKBOX 
       FORMCHECKBOX 
     _____________________________________  

    Can drive in an unstructured environment              FORMCHECKBOX 
          FORMCHECKBOX 
       FORMCHECKBOX 
     _____________________________________
    Operate the joystick                                                FORMCHECKBOX 
         FORMCHECKBOX 
       FORMCHECKBOX 
      _____________________________________  

    Operate on/off switch                                              FORMCHECKBOX 
         FORMCHECKBOX 
       FORMCHECKBOX 
      _____________________________________ 

    Operate speed control                                             FORMCHECKBOX 
        FORMCHECKBOX 
        FORMCHECKBOX 
     ______________________________________

    Drive forward on a straight line                               FORMCHECKBOX 
         FORMCHECKBOX 
       FORMCHECKBOX 
      _____________________________________

    Drive backward straight                                          FORMCHECKBOX 
         FORMCHECKBOX 
       FORMCHECKBOX 
      _____________________________________

    Turn right safely                                                      FORMCHECKBOX 
         FORMCHECKBOX 
       FORMCHECKBOX 
      _____________________________________

    Turn left safely                                                        FORMCHECKBOX 
          FORMCHECKBOX 
      FORMCHECKBOX 
      _____________________________________

    180 degree turn in hallway (u turn)                         FORMCHECKBOX 
          FORMCHECKBOX 
      FORMCHECKBOX 
      _____________________________________

     Stop on command                                                  FORMCHECKBOX 
          FORMCHECKBOX 
     FORMCHECKBOX 
      ______________________________________

     Adjust speed as needed                                         FORMCHECKBOX 
          FORMCHECKBOX 
      FORMCHECKBOX 
    ______________________________________

     Enter and exit a room                                             FORMCHECKBOX 
          FORMCHECKBOX 
      FORMCHECKBOX 
    ______________________________________

     Recognize and avoid hazards                                FORMCHECKBOX 
         FORMCHECKBOX 
       FORMCHECKBOX 
     _____________________________________             

     Approach bed for transfers / lift                              FORMCHECKBOX 
          FORMCHECKBOX 
      FORMCHECKBOX 
     _____________________________________

     Approach table                                                       FORMCHECKBOX 
          FORMCHECKBOX 
      FORMCHECKBOX 
     _____________________________________

     Manage curbs                                                         FORMCHECKBOX 
          FORMCHECKBOX 
      FORMCHECKBOX 
     _____________________________________

     Drive up a ramp safely                                            FORMCHECKBOX 
          FORMCHECKBOX 
      FORMCHECKBOX 
    ______________________________________

     Drive down a ramp safely                                        FORMCHECKBOX 
          FORMCHECKBOX 
      FORMCHECKBOX 
    ______________________________________

      Drive on rough ground                                            FORMCHECKBOX 
          FORMCHECKBOX 
      FORMCHECKBOX 
    _____________________________________

      Drive on sidewalk                                                    FORMCHECKBOX 
          FORMCHECKBOX 
      FORMCHECKBOX 
   ______________________________________

      Cross a street safely                                               FORMCHECKBOX 
          FORMCHECKBOX 
      FORMCHECKBOX 
    _____________________________________

      Follow traffic rules                                                   FORMCHECKBOX 
          FORMCHECKBOX 
      FORMCHECKBOX 
    _____________________________________



	2
	Does applicant use current power wheelchair independently?   Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
   If no, describe what support /supervision is required___________________________________________________________________________

	3

	Describe applicant’s physical limitations that impact operation of current power wheelchair.

_______________________________________________________________________________________________

_______________________________________________________________________________________________

	4
	List/ describe seating components used by the client in the current  power wheelchair_____________________
_______________________________________________________________________________________________

_______________________________________________________________________________________________


Section H – THERAPIST’S IMPRESSIONS
	1
	Comment on suitability of continued provision of power wheelchair to this applicant:

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	Therapist’s signature


SECTION I – WHEELCHAIR SPECIFICS
	1
	Rear Wheel Drive Power Chair   FORMCHECKBOX 
                Mid Wheel Drive Power Chair  FORMCHECKBOX 


	2
	Weight __________lbs / kg                Height _____________ in / cm

	3
	Wheelchair dimensions – Consider client’s size, seating inserts, and functional usage of wheelchair when determining the wheelchair prescription.  For example, the transfer method, wheelchair cushion, and applicant’s height may all affect the recommended floor to seat height of the prescribed wheelchair.  

   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.                                    

   Seat to Floor Height     Client’s actual measurement __________   Wheelchair seat to floor height __________
                                          Measure distance from popliteal fossa to bottom of heel and add 2-3” for footrest clearance    
                                           then subtract compressed height of cushion   

   Back Height:                 Client’s actual measurement ___________   Wheelchair back height _____________
                                          Measure distance from sitting surface to axilla , subtract 2-3” if client has good sitting

                                          balance then add compressed height of seat cushion.

    Seat angle _____________   Back / seat angle ______________



	4
	Wheelchair options (Manitoba Wheelchair Program provides basic mobility equipment. Not all options are provided.)
  Armrests      Full length adjustable   Right  FORMCHECKBOX 
   Left  FORMCHECKBOX 
               Desk length adjustable   Right  FORMCHECKBOX 
   Left  FORMCHECKBOX 
  

  Legrests       70° swing away  right  FORMCHECKBOX 
 left  FORMCHECKBOX 
       80° swing away  right  FORMCHECKBOX 
  left      90° swing away right  FORMCHECKBOX 
  left  FORMCHECKBOX 
          

                        Elevating   Right  FORMCHECKBOX 
    Left   FORMCHECKBOX 
    

                        Center Mount    FORMCHECKBOX 
  (available only in mid-wheel drive)

  Footplates    Composite   FORMCHECKBOX 
       Aluminum   FORMCHECKBOX 
        Angle Adjustable   FORMCHECKBOX 

  Joystick        Right  FORMCHECKBOX 
      Left  FORMCHECKBOX 
     
  Other                       Specify                                                                                    Justification

                  _________________________________         ________________________________________________

                  _________________________________         ________________________________________________

                  _________________________________         ________________________________________________

	5
	Client requires specialty controls to drive the power chair.   Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

(Manitoba Wheelchair Program provides basic mobility equipment. Not all specialty controls are provided.)

                If yes, please specify                                         Provide justification and training required
  _________________________________          ________________________________________________________

  _________________________________          ________________________________________________________

	6
	Other necessary devices to be mounted to the power chair:     

      Communication  FORMCHECKBOX 
    Respiratory  FORMCHECKBOX 
    Positioning  FORMCHECKBOX 
    Environmental  FORMCHECKBOX 
    None required  FORMCHECKBOX 


	7
	Is delivery to home address?     Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
    deliver to ____________________________________________

                                                                                                      (Wheelchair Services will deliver to one address only)

	8
	Battery information: The Manitoba Wheelchair Program provides sealed (gel cell) batteries for power wheelchair users.  These batteries require daily charging to ensure functional use and this is the responsibility of the consumer.

Who will charge the batteries daily? ________________________________________


	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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