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For patient needing power mobility device (PMD), information shown 
in step 1 and step 2 needs to be completed and provided to the DME 
supplier.  
 

 Step 1: Complete the following items during your patient’s mobility 
evaluation; 

 

A) Face to Face Mobility Examination report 

B) Prescription for power mobility device 

C) Chart notes from the appointment indicating a mobility 
evaluation occurred 

 

Please fax items A, B, and C to Hometown Medical 
Supplies at (408) 493 - 4425. 

 
 Step 2: After receiving all required paperwork, we will provide you 

with a detailed product description (DPD) finalizing the 
physician’s order.  

Thank you for cooperation and we look forward to meet the patient’s 
need as quickly as possible. If there are any questions please contact 
us at your convenience.  

 
 
 
 
 
 



Face to Face Evaluation- Power Mobility and Aid Device(s) 

 

Patient Name: Sex Residence Address: 
   

This evaluation must be completed by the treating physician or qualified healthcare practitioner. 
 
The following physical conditions cause the patient to have a mobility limitation that significantly impairs 
the patient’s ability to participate in mobility related activities of daily living (MRADL) as toileting, feeding, 
dressing, grooming, bathing meal preparation and home management (check all that apply): 
 
� Amputation     � Excessive pain    
� Ataxia        � Limb deformities  
� Danger of aggravating a medical condition     � Hypoxia, dyspnea or lack of breath  
� Lower extremity weakness     � Upper extremity weakness   
� Paralysis (or hemi-paralysis)   � Serious danger of falling even with a walker  
� Spasms or tremors of the extremities   � Other _____________ 
 
Diagnoses for above conditions:       ICD9 codes:     
A. _____________________________________________   _________     
B. _____________________________________________   _________     
C. _____________________________________________   _________     
D. _____________________________________________   _________     
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rson 

nner? 

  � Yes � No (If no, please describe symptoms preventing use of this type of equipment) 
 

 
  

___________________________________________________________________ 

 
Assessment of strength and ROM 

 

1—severely weakened, 2—badly weakened; 3—moderately weakened, 4—somewhat weakened, 5—normal)  (
 

 Lower extremities strength: R___ L____    ROM: Lower extremities: � Full � Partial    
     Upper extremities strength: R___ L____   Upper extremities: � Full � Partial 

 
 

Decreased muscle tone or spasm: � Present � Absent 
 

 � Norma � Abno explain) ________________________ Trunk strength: l    rmal (
 

 Patient’s ability or inability to ambulate: 
 � Non-ambulatory     � Ambulates with assistance of another pe
 � Ambulates with walker or cane     � Other __________________________ 
 

 Will a cane or walker allow the patient to participate in MRADLs without risk in a timely ma
  

  
 
 
 
 

______________________________________________________________________ 
 

Describe, if any, present mobility device patient is using no longer medically appropriate.   

___
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Patient:  
� � 

 
 _________ 

ent ice, Patient 
ld 
ili

�  Places pa t at reas able de ined heightened risk of morbidity or 
ortalit

 time frame. 

ies:  _ 

___
� �

 

Can patient self-propel a standard manual wheelchair?   Yes  No 
 

If Not, will power assisted device  help              � Yes � No 
 

Reason(s) of necessity? _______________________________________
 

 Pati ’s mobility limitation is such that without the use of a power mobility dev
wou be unable to participate in one or more MRADLs within the home.  

ob M ty limitation:  
  �  Prevents patient from accomplishing MRADLs entirely; or, 
  tien on term
          m y secondary to attempts to participate in MRADLs; or 
  � Prevents the patient from completing the MRADLs within a reasonable
 

       A.   Endurance:   � Normal � Poor  � Other _____________________
 B.   Cognitive abilit � Normal � Poor    � Other _____________________

� � � ___ C.   Visual ability:   Normal  Poor     Other ______________ ____ 
 D.   Balance   � Normal � Poor    � Other______________ ____ 
  Is patient capable of and wi g to safely opeE.  llin rate a power mobility device?  Yes  No 

ob � � F.   Does the patient require a m ility device for a lifetime                          Yes  No 
 

 Justification for prescribed accessories: 
1. Pressure Relief Cushion: � A history of (or potential for) decubitis ulcers or skin breakdown. 

 2. Reclining Back:  � Quadriplegia � a fixed hip angle � Decubitis � Other ______  
 3. Elevating Leg Rests: � Significant edema � Unable to bend knee(s)    � other:________  

   4   . Adjustable Height Arm Rests: � Pressure/pain relief  � Arm/shoulder immobility    

 

     
Based upon my evaluatio impair the patient’s ability to 
participate i  one or more mobility re y of daily living. The addition of a power mobility device will 
si tly prove this patient’s ab m mobility related activities of daily living in the home. 

 
Health Professional Completing This Evaluation:

 Other considerations or information relevant to the evaluation including details as presence of 
 abnormal tone or deformity of arms or legs, absence or impairment of sensation, neck/hip/pelvic 
posture and flexibility?    

 n, this patient has mobility limitations that significantly 
n
 im

lated activit
ility to perforgnifican

 
 

Name:    Address: 
Phone#    FAX#   NPI#  UPIN#   

 
 

information to Hometown Medical Supplies upon demand.  
 

SIGNATURE:____________________________________DATE:_____________________ 

I am the treating physician and all medical information stated above is true and accurate to the best of my
knowledge. I hereby incorporate this document to the patient’s medical record and will provide additional 



  
 

 

Power Mobility Device (PMD) 
Prescription 

Beneficiary’s Name___________________________DOB:___________  

 

 

 ions that relate to the need for the Power 
Mobility Device (PMD): 

 
 ICD 9 Codes: ________ _________ _______ __________ 

 
 Length of Need:       (99 months is lifetime)  

 

 

 
 

 Date of Signature:_______________________NPI#______________ 
 

  
Face to Face Examination Date:______________________ 

 
Description of item(s) that is ordered. This may be general – e.g. “Power 
mobility device”- or may be detailed. 

 
    

 
Pertinent diagnosis/condit

 
 
 

 

 
 

Physician’s Name: ______________________________________  
 

Physician’s Signature:____________________________________ 
 

Office Phone number:_____________________________________ 
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Mobility Limitation Criteria 

 
•  Patients are prevented from accomplishing an MRADL entirely, or are at heightened 

morbidity or mortality secondary to the attempts to perform an MRADL.  
risk of 

• 
 MRADLs during a typical day. An optimally configured 

  

ral 
me. 

for 

e in MRADLs, and 

• The patient has expressed willingness to use the POV or PWC in the home.   

 
  

•  Patients are prevented from completing an MRADL within a reasonable time frame. 

•  Patient limitations cannot be sufficiently resolved with an appropriately fitted cane or walker. 

 Patient does not have sufficient upper limb function to self-propel an optimally configured manual 
wheelchair safely in the home to perform
manual wheelchair is one with an appropriate wheelbase, device weight, seating options, and other 
appropriate non powered accessories. 

•  Patient has limited strength, endurance, range of motion, or coordination; has presence of pain or 
deformity; or absence of one or both upper limbs.  

•  The patient has (or does not have in the case of the need for a PWC) sufficient strength, postu
stability, and other physical and mental capabilities needed to operate the POV safely in the ho

•  The patient’s home provides (or does not provide in the case of a need for a PWC) adequate 
access between rooms, maneuvering space, and surfaces for the operation of a POV. 

• The patient’s home provides adequate access between rooms, maneuvering space, and surfaces 
the operation of a PWC. 

• Use of a POV or PWC will significantly improve the patient’s ability to participat
the patient will use it on a regular basis in the home. 

  
 
 


