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PLEASE RETURN TO THIS ADDRESS

NEWHAM WHEELCHAIR SERVICE

St Andrews Hospital, Devons Road, Bow, E3 3NT

Tel:  020 7363 8251     Fax:  020 7363 8185

Wheelchair request form for Newham residents who have permanently

limited walking ability

Note: A waiting list is currently in operation.

User Details:  (PLEASE PRINT)

Title:  Mr / Mrs / Miss / Ms / Child

Surname:


Sex:                          Date of Birth:        /          /

First Name:


Weight:                    Height:

Ethnic Origin:


Preferred Language:

Home Address:

Post Code:
If not able to speak English please provide name and phone number of English speaking relative / contact.

Telephone Number:


Is the user currently an inpatient?        Yes / No

If yes, please state which ward and hospital:

G.P.


Phone No:


Address:



Others Associated with User

Day Centre / Workplace:

Address:

Telephone Number:
School / Nursery:

Address:

Telephone Number:

Diagnosis / Nature of Disability:



Does the user have any of the following?          Cardiac Pacemaker             Oxygen User

Epilepsy        (     Visual Problems          (          Incontinence       (              Recent or Planned Surgery   (
Pressure Sores (past or present)           (           Others        (                       Please Specify  ____________



Does the user already have a wheelchair?

Yes


No

If yes, please specify  

Where is the user intending to use the chair?

Indoors only



Indoors and Outdoors



Outdoors Only



How often is the user intending to use the wheelchair?

All Day

                                      3 days a week or more

Less than 3 days per week



Which type of wheelchair is being considered?

Attendant controlled


Self Propelling


             Suggested Model (if known)

Indoor powered

           Indoor / outdoor powered

__________________________



Measurements:

Seat Width: _____________________
Seat Depth:  ________________



Is the client able to walk indoors?

Unaided

With help / aids

               Not at all



How will the client transfer?



Front

            Sideways

                           Hoist



Does the user have a postural or pressure problem?

If yes, please give details:



Does the carer or attendant have any medical conditions that may affect their ability to push the user?

Please state:



Does the user intend to use the wheelchair with a car?

Yes

No



Is the user able to attend the Wheelchair Department? 

Yes

No



Details of Referring Person
Name:
Mr / Mrs / Miss / Ms / Dr:

Address:



Postcode:
Telephone:

Signature:


Date:

Designation:



FOR OFFICE USE ONLY





USER NO: 10/
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