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This form is optional at initial assessment stage
	Client name:
	     

	Address:
	     
	Phone No.:
	     

	Clinician:
	     
	Agency:
	     
	Date:
	     


MEDICAL HISTORY

	Diagnosis/prognosis:
	     

	


FUNCTIONAL STATUS 

	Mobility Status (note aid used):
	     

	Standard transfer method (note aids used):
	     

	


TOILETTING

	 FORMCHECKBOX 
 Independent
 FORMCHECKBOX 
 Assisted
 FORMCHECKBOX 
 Dependent
	     

	Tick equipment used
	Measurements / clearance space required:

	 FORMCHECKBOX 
 Mobile s/chair over toilet
	     

	 FORMCHECKBOX 
 Commode
	     

	 FORMCHECKBOX 
 Toilet surround
	     

	 FORMCHECKBOX 
 Toilet seat raiser
	     

	 FORMCHECKBOX 
 Grab rail(s)
	     

	 FORMCHECKBOX 
 Other
	     

	Floor surface:
	     
	Wall structure:
	     

	Note other relevant fixtures i.e. cistern, toilet seat, paper holder, flush button etc.
	     

	

	

	

	

	Note access to toilet if separate from bathroom:
	     

	

	Comments:  
	

	


SHOWERING

	 FORMCHECKBOX 
 Independent  FORMCHECKBOX 
Assisted   FORMCHECKBOX 
 Dependent
	     

	Tick equipment used
	Measurements / clearance space required:

	 FORMCHECKBOX 
 Mobile s/chair 
	     

	 FORMCHECKBOX 
 Static s/chair
	     

	 FORMCHECKBOX 
 Fixed shower seat/bench
	     

	 FORMCHECKBOX 
 Bath board
	     

	 FORMCHECKBOX 
Grab rail(s)
	     

	 FORMCHECKBOX 
 Hand-held s/hose
	     

	 FORMCHECKBOX 
 Other
	     

	Bathroom access: (note doorway width, etc.)  
	     

	Shower access: (note width, step, no. of fixed walls, shower curtain/screen etc)
	     

	

	Showering area: (note drainage, non-slip mats/tiles, soap holder, taps, etc.)
	     

	

	Comments:
	     


GROOMING

	 FORMCHECKBOX 
 Independent
 FORMCHECKBOX 
Assisted
 FORMCHECKBOX 
 Dependent
	     

	Tick fixtures used
	Measurements:

	 FORMCHECKBOX 
 Basin/taps
	     

	 FORMCHECKBOX 
Storage unit/shelves
	     

	 FORMCHECKBOX 
 Power point
	     

	 FORMCHECKBOX 
 Mirror
	     

	 FORMCHECKBOX 
 Other
	     

	Note access and floor surface:
	     

	Comments:
	     

	CLIENT GOALS & CONCERNS:      


	

	

	ISSUES WITH CURRENT BATHROOM:      
Period of Use:      

	

	Period of Use:

	Client name:
     
RECOMMENDATIONS:      
Period of Use:      

	

	Period of Use:

	

	

	Period of Use:


[Refer to diagram on attached page] 

	Therapist’s signature:
	
	Date:
	     


PRELIMINARY DIAGRAMS
· Include all dimensions in mm

· Include all relevant fixtures, (eg grabrails, light switch, power points, basin, cistern, soap holder, toilet paper dispenser, taps, shower hose, wall studs, etc.)

· Refer to bathroom modifications prescriber notes.
Existing Design:

Client name:
     
Proposed design:
















Equipment Program


Major Bathroom Modification Assessment Form 
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