AT REFERRAL CHECKLIST

ADMISSIONS TO DARS

CONTACT INFO
Client Name:            Age:           PID:       
DARS Field Counselor:            Contact info:       
Legal Guardian:  |_| self      |_|  POA             Contact Number (phone/cell):       
[bookmark: _Hlk145339683]Disability:           Disability Onset Date:      
Additional Case Notes:       
Insurance Carrier (if applicable):           Policy #       
Request a copy of the insurance card > send to WWRC by email, fax
REASON FOR REFERRAL
|_| AAC   |_| Manual W/C   |_| Power W/C   |_| Scooter   |_| Seating/Positioning   |_| Transfer/Lift Device   
|_| ADL/Bath Equipment   |_| Repairs   |_| Other (specify):      
Current DME utilized: (if applicable)       
Has client had a technology evaluation elsewhere in past 6 months?  |_| yes  |_| no  
if so, what was recommended and through which vendor?  (specify):       
Is the AT referral related to a job specific need or goals of IPE? (Specify):       
Additional Case Notes:       
***Date this Section Completed:            Person Completing Section:       
********** *********** ********** ********** **********  ********** *********** ********** ********** **********
AT CORE TEAM OT/PT TO CLIENT

MEDICAL HISTORY
Referring Physician (if applicable):      
Physician Contact :  phone            fax            address       
What are primary medical issues related to current DME need (i.e. skin breakdown, change in medical condition, etc): 
Specify:       
Is there a history of infections within last two years? (i.e. MRSA, VRE, CRE, TB, C-Diff):  |_| yes  |_| no  
Specify:      
Have you had COVid? |_| yes  |_| no
Do you have any lingering symptoms (e.g., SOB, fatigue, heart/lung issues)?  |_| yes  |_| no
If yes, specify:       
If client is not FULLY vaccinated or exempt, have them define a vendor >> have client work w/vendor to set up evaluaton elsewhere.Do you have any latex or material allergies?  |_| yes  |_| no  
Specify:       
[bookmark: _Hlk145339953]Have you had any services by WWRC in the past?  |_| yes  |_| no  
Specify:       
SEATING AND MOBILITY 

PERSONAL 
Have you had any new changes in medical conditions in the past year:  (Specify):       
Do you have any recurring medical conditions:  (Specify):       
Do you have any current skin issues:  (Specify):       
Have you had any past h/o skin issues:  (Specify):       
[bookmark: _Hlk145339978]Do you have any limitations in upper extremities:  Specify):       
Do you have any limitations in lower extremities: (Specify):       
Height (approx.)            Weight (approx.)            |_| Gain     |_| Loss     |_| Stable
Comments:       
TECHNOLOGY 
Wheelchair (e.g., brand, model, size, manual/power):       
How do you operate your wheelchair (i.e. arm propulsion, hand control)?  (Specify):       
Specialty Systems (e.g., tilt, recline, seat elevator, ELRs, standing):       
Cushion (e.g., brand, model, size):       
[bookmark: _Hlk145492697]How old is your technology (since date of receipt)?       
Are there any technologies that you know of or have seen that you are interested in evaluating?       
Will need to coordinate availability for trial w/vendor.  
Comments:       
TRANSPORTATION
Do you drive?  |_| yes  |_| no     If yes, type of vehicle:        If no, is driving a goal?       
[bookmark: _Hlk145340268]Current primary means of transport:       
Current secondary means of transport (i.e, bus, train, other auto):       
Comments:       
ADDITIONAL INFORMATION
     

[bookmark: _Hlk145340796]CLIENT CHOICES/PREFERENCES

THERAPIST CHOICE
Is there a preferred therapist?  |_| yes  |_| no          Preferred therapist:       
VENDOR CHOICE
[bookmark: _Hlk145492734]Is there a preferred DME vendor?:  	|_| yes  |_| no          Preferred Vendor:       
If client does not have a preference of vendor, refer to each vendor survey for vendor specifics.  Prioritize via insurance, h/o customer service, locality within the state, specialties of each vendor.  
Has the client scheduled or had a face to face meeting with the physician and is there a physician order on file:        |_| yes  |_| no    
Client is instructed that it is his/her responsible to schedule a physician appointment specifically related to technology needs.  PST will fax paperwork to physician prior to scheduled appointment.  Client is to remind physician of papers faxed by PST and need to complete at that evaluation and return fax to WWRC asap..  
HIPPA
Is client in agreement that all medical documents will be sent to chosen vendor prior to evaluation?     |_| yes  |_| no     
Verbal agreement  meets HIPPA standards, per Kristen Schrooner.
TELEHEALTH

Would you like for your referral to be considered for telehealth services?  |_| yes  |_| no
Complexity of evaluation would be reviewed and determined if appropriate for telehealth services
Do you have access to a computer, tablet, and/or Smartphone?  |_| yes  |_| no
Are you familiar w/ZOOM?  |_| yes  |_| no
Do you own a working printer?  |_| yes  |_| no
Can your printer scan documents and send via email?  |_| yes  |_| no
Are you able to transit to the local vendor office for the evaluation?  |_| yes  |_| no
If not, are you willing to have the vendor come to your home?  |_| yes  |_| no
Do you prefer an AM or PM appointment?  |_| AM  |_| PM
Are there dates/days you know will not work for you?       
RECOMMENDED APPT LOGISTICS

Method of evaluation:  |_| OP     |_| telehealth – vendor office     |_| telehealth – client home 
If telehealth, what is reasoning:       
Residence:  |_| OP - community     |_| OP -campus 
Expected timeframe needed for appointment:       
Days/Dates which would NOT work for client?       
Any required accommodations (e.g., interpreter, translator):       
***Date this Section Completed:            Person Completing Section:       
********** *********** ********** ********** **********  ********** *********** ********** ********** **********
CLIENT TO WWRC
Date and time of MD appointment:       
PST will fax order and explanation of face-to-face requirements and need for chart notes to physician 1-2 days prior.  
***Date this Section Completed:            Person Completing Section:       
********** *********** ********** ********** **********  ********** *********** ********** ********** **********
PROGRAM SUPPORT TECH
Schedule when order and chart notes received from physician.  
Scheduled appointment date:            
FOR TELEHEALTH
|_|  verbal consent obtained
|_|  ZOOM invite sent
|_|  ZOOM download instructions and tutorial options attached to invite
|_|  Vendor choice and HIPPA Release of information form sent to client (e.g., electronically, mail) for completion.
***Date this Section Completed:            Person Completing Section:       
********** *********** ********** ********** **********  ********** *********** ********** ********** **********
PROGRAM SUPPORT TECH – S/P SCHEDULED APPOINTMENT
|_|  Vendor choice and HIPPA Release of information form returned from client (e.g., electronically, mail) and scanned into Docfinity
***Date this Section Completed:            Person Completing Section:       
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