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Equipment Program
Hoist assessment form

	Client name:      

	Address:      

	Client Phone:      
	Sex  F M  
	 Other 
	     
	Date of birth:      

	Team:      
	Date:      

	Clinician:      
	Agency:      
	Phone:      

	People consulted and contact details:      

	     

	     

	Medical history Diagnoses/Prognosis:      

	     

	     

	     

	     

	Height:      
	Weight:         
	        Incontinent: Continent
  

	     

	Muscle tone (note spasticity/flaccidity):      

	Psychological factors:      

	     

	Social history Primary living environment: 
(note doorways, floor surface, circulation space, storage, access to power, are threshold ramps required)

	     

	     

	     

	     

	     

	Transfers / Mobility Types of transfers required plus explanation if necessary
	Number of carers required

	 Chair to bath: 
	     
	     

	 Chair to toilet:
	     
	     

	 Bed to chair:
	     
	     

	 W/Chair to bed:
	     
	     

	 Floor to chair:
	     
	     

	 Other:
	     
	     

	Explain if what is required is different to current transfers being performed:       

	     

	     

	Approximate  number of transfers per day (eg; bed – chair = 1):      

	Type of hoist   (If ceiling hoist required, check Key Approval Criteria)

	 Mobile
	 Stand-aid
	  Ceiling
	  Bath
	      Other: 

	Leg spread required? 
Y /N  FORMDROPDOWN 
 
 Electric Manual


	 Electric transverse Manual transverse


	Clearance underneath bed:      
	  Required lift height:         

	Clearance underneath lounge chair:      
	  Required lift height:        

	Clearance underneath other:     
	  Required lift height:        

	If there is not clearance under the furniture, what are the recommendations:        

	     

	     

	Are replacement slings required?  Y / N  FORMDROPDOWN 
   Types of slings to be replaced:      

	     

	     

	Is an extra sling required for showering?  Y / N  FORMDROPDOWN 
  :      

	Does the client require new slings?  Y / N  FORMDROPDOWN 
  :      

	If Yes, please complete a Sling Assessment Form

	Hoist operator(s) (consider the operator’s ability to operate controls, push & navigate hoist, charge batteries etc):

	     

	     

	Carer/Client goals & concerns:      

	     

	     

	     

	     

	Additional notes/summary:      

	     

	     

	     

	     

	     

	Equipment to be trialled:      

	     

	     

	     

	Clinician’s name:      

	Clinician’s Signature:                                                   
	Date:      
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