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                                               SOCIETY FOR MANITOBANS WITH DISABILITIES
Wheelchair Services

1111 Winnipeg, Manitoba  R3E 0S2

Phone (204) 975-3250     Fax (204) 975-3240    Toll Free 1-800-836-6651

POWER DYNAMIC POSITIONING DEVICE EXCHANGE APPLICATION
· Incomplete or illegible forms will be returned
Date ________________________________
SECTION A 
	1
	Client’s Name



	2
	Reason(s) for exchange request ____________________________________________________________________

________________________________________________________________________________________________

	3
	Therapist’s printed name                                               Signature                                          Designation



	
	Agency and Address



	
	Telephone #                                            Fax #                                           E-mail




SECTION C – USAGE
	1
	Currently has   Power Tilt    FORMCHECKBOX 
        Power Recline   FORMCHECKBOX 
       Power Tilt & Recline   FORMCHECKBOX 
       Power elevating leg rests   FORMCHECKBOX 


	2
	Can applicant independently use current power dynamic positioning device?  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 


	3
	Describe current usage (i.e. frequency, degrees, etc)

	
	

	
	

	
	

	
	

	4
	Describe how client benefitted from the use of current power dynamic positioning device

	
	

	
	

	
	

	
	


SECTION C – PHYSICAL FACTORS INDICATING NEED FOR POWER TILT
 FORMCHECKBOX 
   Not requesting for power tilt 

             Instructions

1. Grade the physical factors indicating need for power 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 power tilt
	Grade

Low need                high need

	1
	Progressive nature of condition

Describe_____________________________________________________________

_____________________________________________________________________

_____________________________________________________________________
	   1         2        3         4        5 

   FORMCHECKBOX 
        FORMCHECKBOX 
        FORMCHECKBOX 
       FORMCHECKBOX 
       FORMCHECKBOX 


	2
	Unable to do frequent 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 POWER RECLINE

 FORMCHECKBOX 
  Not requesting for power recline exchange
	1
	Explain why the hip angle needs to be opened frequently during the day: ________________________________

______________________________________________________________________________________________

_____________________________________________________________________________________________


SECTION E – PHYSICAL FACTORS INDICATING NEED FOR POWER ELEVATING LEG RESTS

 FORMCHECKBOX 
   Not requesting for power elevating leg rests exchange
	1


	Describe physical factors indicating need for power elevating legrests: _________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

	2
	Applicant has knee extension range of motion for elevating legrests :  Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 



SECTION G -  POWER POSITIONING SPECIFICATIONS

	1
	Power Tilt   FORMCHECKBOX 
           Power Recline   FORMCHECKBOX 
           Power Tilt and Recline   FORMCHECKBOX 
        Power Elevating Leg rests   FORMCHECKBOX 


	2
	Client’s Current Weight __________lbs / kg                Height _____________ in / cm

	3
	Seat Specifications – Consider client’s size, seating inserts, and functional usage of wheelchair when determining the seat dimensions.  
   Seat width _________ inches            Seat depth _________ inches          Back height__________ inches
   Seat to Floor Height ________inches        Seat Angle _________             Back /seat angle __________

   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  FORMCHECKBOX 
      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  hand control       Right  FORMCHECKBOX 
      Left  FORMCHECKBOX 
        
   Client will operate power positioning device through    joystick  FORMCHECKBOX 
     switch  FORMCHECKBOX 


	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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