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State of Vermont   										    Agency of Human Services
Department of Vermont Health Access			[Phone] 802-879-5903
280 State Drive, NOB 1 South					[Fax] 802-879-5963
Waterbury, VT 05671-1010										
www.dvha.vermont.gov
 

☐  Rental Wheelchair Evaluation and Prescription Form
☐  Basic Wheelchair Purchase
· Complete every line of this form to avoid delays and denials.
· Rental wheelchairs: All wheelchair codes are applicable.
· Basic wheelchairs: Only codes for standard, lightweight, high strength lightweight, heavy duty, extra heavy duty, and pediatric strollers with no accessories are applicable.

Date: ___/____/_____ Beneficiary Name: __________________________ 
Beneficiary Medicaid Number __________________________ DOB: ___/____/_____
Therapist Name (Print): __________________________ Therapist Signature: ___________________________
[bookmark: _Hlk6564357]Therapist Phone Number: ________________________ Therapist Email: ______________________________
Insurance(s): __________________________
Discharge Date from Inpatient Facility (If Applicable): ___/____/_____
Medical Conditions (Include Onset Dates): ________________________________________________________
Height: _________    	Weight: _________
Estimated Length of Need:  ________________________Weight Bearing Status: ________________________
Bed Mobility: ______________________________________________________________________________
Transfers
[bookmark: _Hlk6559911]Technique: _______________________________ 
Assist: __________________________________ 
Ambulation 	
Distance: ________________________________ 
Device: _________________________________ 
Assist: __________________________________ 
Propulsion Technique 
Limbs Used: _____________________________ 
Equipment Needed: ________________________ 
Distance: ________________________ 
Home Accessibility 
	Ingress/Egress: ________________________ 
	Bathroom Accessibility: ________________________ 
	Bedroom Accessibility: ________________________ 
Seat Width Needed: ______________________Seat Length Needed: ______________________




Type of Chair Needed (Check One)				Medical Necessity Rationale:
☐Pediatric							________________________
☐Standard							________________________
☐Lightweight							________________________
☐Ultra-Lightweight (Rental Only)				________________________
☐High Strength Lightweight					________________________
☐Heavy Duty							________________________
☐Extra Heavy Duty						________________________
☐Power (Specify Group: ___ ) (Rental Only)		________________________

Type of Accessories Needed (check all appropriate)		Medical Necessity Rationale:
	☐Semi Reclining						________________________
	☐Fully Reclining						________________________
☐Tilt in Space						________________________
	☐Detachable Armrests					________________________
	☐Elevating Leg Rests						________________________
	☐Anti - Tippers						________________________
	☐Cushion (Specify General, Skin protection, Positioning)	________________________ 
	☐Other							________________________	
	
Assessment: (You may also attach clinic note and supporting documentation): 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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