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Seating Assessment 

SECTION A

I
PARTICULARS OF APPLICANT

	Name:                                                                    D.O.B:                   Sex:

	

	Diagnosis:

	

	Contact Numbers:

	

	Address:

	


II
 SEATING ASSESSMENT REQUEST FOR

	
	POSTURAL CONTROL AND DEFORMITY MANAGEMENT
	PRESSURE AND POSTURAL MANAGEMENT
	COMFORT AND POSTURAL ACCOMMODATION

	WHEELCHAIR
	( YES
	( NO
	( YES
	( NO
	( YES
	( NO

	BUGGY
	( YES
	( NO
	( YES
	( NO
	( YES
	( NO

	FURNITURE
	( YES
	( NO
	( YES
	( NO
	( YES
	( NO

	SCHOOL CHAIR
	( YES
	( NO
	( YES
	( NO
	( YES
	( NO

	OTHERS
	( YES
	( NO
	( YES
	( NO
	( YES
	( NO


	REMARKS / COMMENTS: 

	

	

	

	

	

	

	


SECTION B

III
SUBJECTIVE ASSESSMENT

1. HISTORY

	Social History:

	

	
Medical / Surgical History:

	


2.
 CLIENT’S SEATING AND MOBILITY NEEDS:

	

	

	

	


3.
ACTIVITIES OF DAILY LIVING

	Performed in Wheelchair/ Buggy / Special Chair
	Skills Level
	Equipment used for Activity

	FEEDING
	( YES
	( NO
	( INDEPENDENT
	( ASSISTED
	( DEPENDENT
	

	DRESSING
	( YES
	( NO
	( INDEPENDENT
	( ASSISTED
	( DEPENDENT
	

	BATHING
	( YES
	( NO
	( INDEPENDENT
	( ASSISTED
	( DEPENDENT
	

	TOILETING
	( YES
	( NO
	( INDEPENDENT
	( ASSISTED
	( DEPENDENT
	

	TRANSFERS
	( YES
	( NO
	( INDEPENDENT
	( ASSISTED
	( DEPENDENT
	


4. OTHER ASSISTIVE TECHNOLOGY USED IN WHEELCHAIR

	

	

	


5. PRESENT MOBILITY AND SEATING SYSTEM


	

	

	


6. ENVIRONMENT

	ACCESSIBILITY

	HOME: 
	

	SCHOOL: 
	

	OFFICE: 
	


SECTION C

OBJECTIVE ASSESSMENTS

1.
NEUROMOTOR 

PATHOLOGICAL REFLEXES 

	 
	
	HOW IT INFLUENCES SITTING?

	ASYMMETRICAL TONIC NECK REFLEX (ATNR)
	( PRESENT
	( ABSENT
	

	SYMMETRICAL TONIC NECK REFLEX (STNR)
	( PRESENT
	( ABSENT
	

	TONIC LABRYRINTHINE SUPINE/ PRONE (TLR)
	( PRESENT
	( ABSENT
	

	EXTENSOR THRUST
	( PRESENT
	( ABSENT
	

	POSITIVE SUPPORTING
	( PRESENT
	( ABSENT
	

	OTHERS
	( PRESENT
	( ABSENT
	


TONE 

	
	HYPERTONICITY
	HYPOTONICITY

	UPPER EXTREMITY
	( MILD
	( MOD
	( SEVERE
	( MILD
	( MOD
	( SEVERE

	TRUNK
	( MILD
	( MOD
	( SEVERE
	( MILD
	( MOD
	( SEVERE

	LOWER EXTREMITY
	( MILD
	( MOD
	( SEVERE
	( MILD
	( MOD
	( SEVERE

	
	ATHETOID/ ATAXIC
	TREMOR/ RIGIDITY

	UPPER EXTREMITY
	( MILD
	( MOD
	( SEVERE
	( MILD
	( MOD
	( SEVERE

	TRUNK
	( MILD
	( MOD
	( SEVERE
	( MILD
	( MOD
	( SEVERE

	LOWER EXTREMITY
	( MILD
	( MOD
	( SEVERE
	( MILD
	( MOD
	( SEVERE


SENSATION

	
	
	
	
	REMARKS

	VISION
	( NORMAL
	( IMPAIRED
	(  ABSENT
	

	HEARING
	( NORMAL
	( IMPAIRED
	(  ABSENT
	

	SKIN SENSATION
	( NORMAL
	( IMPAIRED
	(  ABSENT
	


SKIN CONDITION AND PRESSURE RELIEF

	PRESSURE SORES
	( PRESENT
	( ABSENT
	LOCATION:

	PRESSURE RELIEF
	( INDEPENDENT
	( DEPENDENT
	METHOD USED:

	CURRENT PRESSURE PROBLEM
	( TROCHANTER R/L
	( SPINIOUS PROCESS
	( ISCHIAL R/L
	( SACRAL
	( NONE


FUNCTION

	FUNCTION
	FUNCTIONAL LEVEL

	PERCEPTUAL
	( NONE
	( POOR
	( FAIR
	( GOOD

	COGNITIVE
	( NONE
	( POOR
	( FAIR
	( GOOD

	COMMUNICATION
	( NONE
	( POOR
	( FAIR
	( GOOD


2. ORTHOPAEDIC

RANGE OF MOTION (ROM) / MUSCLE TIGHTNESS (MT)/ CONTRACTURE (CT):

	
	ROM
	MT / CT
	
	ROM
	TT / CT

	PELVIS
	
	
	HIP (R/L)
	
	

	OBLIQUITY
	
	
	FLEXION 
	
	

	ROTATION
	
	
	EXTENSION 
	
	

	ANT. TILT
	
	
	INT ROT 
	
	

	POST TILT
	
	
	KNEE (R/L)
	
	

	TRUNK
	
	
	FLE. IN SITTING 
	
	

	SCOLIOSIS
	
	
	EXT IN SITTING 
	
	

	KYPHOSIS
	
	
	ANKLE (R/L)
	
	

	LORDOSIS
	
	
	EVERSION
	
	

	ROTATION
	
	
	INVERSION
	
	

	HEAD
	
	
	DORSI FLEX
	
	

	EXTENSION
	
	
	PLANTER FLEX
	
	

	TILT
	
	
	SHOULDER
	
	

	ROTATION
	
	
	ELBOW
	
	

	
	
	
	WRIST
	
	

	
	
	
	HAND
	
	


GROSS MOTOR FUNCTION

	FUNCTION
	FUNCTIONAL LEVEL

	HEAD CONTROL
	( NONE
	( POOR
	( FAIR
	( GOOD

	TRUNK CONTROL
	( NONE
	( POOR
	( FAIR
	( GOOD

	HAND FUNCTION
	( NONE
	( POOR
	( FAIR
	( GOOD

	FEEDING
	( NONE
	( POOR
	( FAIR
	( GOOD


SECTION D

1. SEATING RECOMMENDATIONS

	
	ASSESSMENT SUMMERY
	SEATING OBJECTIVES
	PRODUCT PARAMETERS
	JUSTIFICATION
	RECOMMENDATION

	PELVIS


	
	
	
	
	

	HIP


	
	
	
	
	

	TRUNK


	
	
	
	
	

	HEAD


	
	
	
	
	

	LOWER EXT.


	
	
	
	
	

	UPPER EXT.


	
	
	
	
	

	SKIN


	
	
	
	
	

	ASSISTIVE TECHNOLOGY


	
	
	
	
	


OUTCOME

	Intermediate seating outcome:

	

	Long- term outcome:

	



6. DATE OF REVIEW (6 months from assessment)

	Name of Therapist:
	Name of Agency 

	
	

	Designation (Occupational Therapist / Physiotherapist): 
	

	
	

	
	

	Signature:
	Contact No:

	
	

	Date:
	


SECTION E

1. *VERIFICATION BY MEDICAL DOCTOR

Note: A medical doctor/ registered physician must complete this section.

Description of disability

Certification therapists’ assessment and recommendations:

	Name of doctor: 
	Organisation/ Hospital/ Clinic:

	
	

	Designation: 
	

	
	

	Signature:
	Contact No:
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