
Seating & Mobility Evaluation
Patient Information:
name:______________________________________ 
address: ____________________________________
____________________________________________
Phone:______________________________________ 
email: ______________________________________ 
funding source: ______________________________
reason for referral:
Patient goals:
Caregiver goals:

Medical History:
Dx:
other related Diagnoses:
hx:
recent/Planned surgeries:
Cardio-Respiratory Status:
Impaired: q Yes q no
medications:
Current Seating/Mobility:
Chair: ______________  age: ____  serial number: ______________   W/C Cushion: _________________  age ____ W/C Back: _________  age: ____ 
reason for: q replacement q repair q update q Comments: ____________________________________________________________
Additional Equipment used on chair:

Home Environment:
q house q apt     q asst living     q long term Care facility (ltCf)/Nursing Home    q alone     q w/ family-Caregivers 
entrance;       q level  q ramp  q lift   q stairs 
w/c accessible rooms: q Yes   q no      narrowest Doorway to acess: ________________________________________________________________ 
any notable Critical Dimensions: ___________________________  Comments: __________________________________________________________ 
_____________________________________________________________________________________________________________________________Community Activities of Daily Living (ADL):
transportation:    q Car     q van    q Bus    q adapted Van/independent driven   q ambulance    q other:_________________________________

Driving requirements: ________________________________________________________________________________________________________
employment requirements: _________________________________________________________________________________________________
educational requirements: __________________________________________________________________________________________________
terrain encountered: _________________________________________________________________________________________________________
typical Distance: ___________________________________________________________________________________________________________
other: ____________________________________________________________________________________________________________________

Cognitive / Visual / Hearing Status:
Memory Skills:
Problem solving:
Judgement
attn/Concentration: 
vision:
hearing:
Communication:

Date of evaluation:________________________ 
sex: ________________ age: _______________ 
height: ____________ Weight: ______________ 
Primary Caregiver:________________________ 
Caregiver Phone:__________________________
Referred By: _____________________________

Physician: ___________________________
therapist:___________________________ 
therapist:___________________________ 
supplier: ____________________________ 
Company: ___________________________ 
supplier Phone: ______________________ 

q Intact q Impaired Comments _______________________________________________________________ 
Comments _______________________________________________________________ 
Comments _______________________________________________________________ 
Comments _______________________________________________________________ 
Comments _______________________________________________________________ 
Comments _______________________________________________________________
Comments _______________________________________________________________
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Replace with O2/Ventilator _____________________ Age: ____   Stander: ______________________ Age:____
Bath equipment: __________________________ age: ____   augmentive Com Device:_________________   
mounting:________________________Comments: ________________________________________________________________________________

Ambulation:
q unable     q With Device 
Distance:___________________________________________________________________________________________________________________ 
falls:______________________________________________________________________________________________________________________ 
other safety Issues: __________________________________________________________________________________________________________

q Intact q Impaired
q Intact q Impaired
q Intact q Impaired
q Intact q Impaired
q Intact q Impaired
q Intact q Impaired



Muscle Tone:
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q normal 
q low tone
q 

 
high tone

q Dystonic
q abnormal reflexes

ADL Status:
Indep   Assist  Unable 
 

       Continent       Incontinent

Dressing/Bathing: feeding: 
grooming/hygiene:
meal Prep:        
home management: 
Bladder/Bowel management:

Wheelchair Management:
Indep   Assist  Unable  N/A  Comments:

    
    

Bed          W/C Transfers
W/C         Commode Transfers  
Manual W/C Propulsion       
Operate Power W/C Std. Joystick 
Operate Power W/C Alt. Controls
Able to perform Weight Shifts
Bed Confined without W/C      
activity level: ______________________________________________________________________________________________________________ 
additional Comments: ________________________________________________________________________________________________________ 

Sensation:

Mode of Weight Shift:

Cognition:
Judgement: ________________________________________________________________________________________________________________
attn / Concentration: _________________________________________________________________________________________________________
vision: ____________________________________________________________________________________________________________________

q
q
q
q
q
q

q
q
q
q
q
q
q

q
q
q
q
q
q
q

q
q
q
q
q
q

q
q
q
q
q
q

q
q
q
q
q

q
q
q
q
q
q

_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________

 Comments:
__________________________________________________________________ 
__________________________________________________________________ 
__________________________________________________________________ 
__________________________________________________________________ 
__________________________________________________________________ 
__________________________________________________________________ 

q Intact q Impaired    q absent      hx of Pressure Injuries  q Yes q no      Current Pressure Injuries  q Yes  q no q Waterlow Score _______

Comments:________________________________________________________________________________________________________________

Seating & Mobility Evaluation (Continued)

mode of Weight shift method:           Independent           Dependent            q                  q                 q assisted 
Describe effectiveness: _______________________________________________________________________________________________________  
Describe Duration: ___________________________________________________________________________________________________________ 
Describe frequency: _________________________________________________________________________________________________________  

Posture in Current Seating:

q Left Low  q Right Low

Tilt Obliquity Rotation

PELVIS

q Left Forward         q Right Forward

TRUNK

q Left Scoliosis   q Right Sciliosis

q Posterior  q Anterior 
Left Right Rotation

q Kyphosis    q Lordosis q Left Forward         q Right Forward

Medical Management: ________________________________________________________________________________________________________

Describe: ________________________________________________________________________________________________
Describe: ________________________________________________________________________________________________
Describe: ________________________________________________________________________________________________
Describe: ________________________________________________________________________________________________

Goals:

q seating system       q mobility Base        q other: ______________________________________________________________________________ 
Comments: ________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________

Anterior/Posterior



Range of Motion  
Right 

Anterior/Posterior

q q q

Left Right

q q q

Rotation

q neutral

q left Forward

q right Forward 

Anterior/Posterior

q q q 

Obliquity

q q q

Rotation

q q q

Position

q q q

Windswept

q q q

TRUNK

With 
functional

limits
(Wfl)

PELVIS

HIPS

Wfl       thoracic       lumbar
Kyphosis lordosis

neutral      Posterior   anterior

neutral  right  left

Wfl  left
Low 

 right
Low

neutral   aBduct   aDduct

Wfl   left
Forward 

 Right
Forward

Wfl       Convex  Convex
left  right

scoliosis  scoliosis
q Non-reducible  q Reducible

q Partly Reducible q other

q Non-reducible  q Reducible

q Partly Reducible  q other

q Non-reducible  q subluxed

q Partly Reducible q Dislocated

q Reducible

q Non-reducible  q other 

q Partly Reducible

q Reducible

q Non-reducible  q Reducible

q Partly Reducible   q other
q Non-reducible  q Reducible

q Partly Reducible   q other

q Partly Reducible   q other
q Non-reducible  q Reducible

q Partly Reducible   q other

 Supine Mat Evaluation

q functional

q flexed  q extended

q rotated  q lat flexed

q Cervical hyperextension q absent head Control

HEAD
&

NECK

q good head Control

q adequate head Control

q limited head Control

Foot Positioning
q Wfl   q l  q r

q Dorsi-flexed  q l  q r

q Plantar flexed   q l  q r

q Inversion q l  q r

q eversion  q l  q r

KNEES
& 

FEET

q Int rot.: _____° q _____°
q ext rot.: _____° q _____°
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COMMENTS

q Non-reducible  q Reducible

Trunk-Thigh Angle:
"Hip flexion" 

Lower Leg-Foot Angle:  

Lower Leg-Foot:  

Thigh-Lower Leg 

Thigh-Trunk  

Left 

Rotation

Thigh-Low Leg Angle:
"Knee Extention"

Angles

COMMENTS

COMMENTS



COMMENTS

Anterior/Posterior

q q q

Left Right

q q q

Rotation

q neutral

q left Forward

q right Forward 

Anterior/Posterior

q q q 

Obliquity

q q q

Rotation

q q q

Position

q q q

Windswept

q q q

Range 
of 

Motion 

Left  Right

q Redu: _____°  q _____°
q ext:   _____°    q _____°
q Int rot.: _____° q _____°
q ext rot.: _____° q _____°

TRUNK

With
Functional 

Limits
(WFL) 

PELVIS

HIPS

neutral      Posterior   anterior

neutral  right  left

Wfl  

neutral   aBduct   aDduct

Wfl       Convex  Convex
left  right

scoliosis  scoliosis

q Non-reducible  q Reducible 
q Partly Reducible   q other

q Non-reducible  q subluxed 
q Partly Reducible q Dislocated 
q Reducible

q Non-reducible  q Reducible 
q Partly Reducible   q other

q Non-reducible  q Reducible 
q Partly Reducible   q other

q Non-reducible  q Reducible 
q Partly Reducible   q other

q Non-reducible  q Reducible 
q Partly Reducible   q other

Sitting Mat Evaluation

Wfl       thoracic       lumbar 
Kyphosis lordosis

q Non-reducible  q Reducible 
q Partly Reducible     q other

left
Low 

 right
Low

Wfl   left
Forward 

 Right
Forward
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q functional
q flexed  q extended 
q rotated  q lat flexed 
q Cervical hyperextension

SHOULDERS
Left  Right

q functional  q functional
q protracted  q protracted

q retracted  q retracted

q elevated  q elevated

q good head Control
q adequate head Control 
q limited head Control

ELBOWS
Left  Right

q flexed  q flexed

q extended  q extended

 Wrist Left  Wrist Right

HEAD
&

NECK

UPPER
EXTREMITY

q depressed  q depressed

q subluxed  q subluxed

Description:

q Non-reducible  q Other
q Partly Reducible q Reducible

Significant R.O.M. Issues

Balance

Sitting  Standing
Balance  Balance
q Wfl   q Wfl  

q min support
q mod support
q unable

Transfers 
q Independent
q min assist
q max assist
q sliding Board
q hoist required

MOBILITY

q Absent head Control 
R.O.M.

q min support
q mod support
q unable

COMMENTS



Seating & Mobility Evaluation (Continued)

RECOMMENDATIONS:

Mobility Base & Components Justification

Seating System & Components Justification
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Sunrise Medical Pty Ltd.
11  Daniel Street, Wetherill Park 2164 NSW 
Phone: (02) 9678 6600
Email: clinical@sunrisemedical.com.auwww.SunriseMedical.com.au

Sunrise Physiotherapist / Occupational Therapist signature: _______________________________    Date:______________ 

Treating Therapist: I have read and concur with the above assessment. __________________________________________
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