
EXAMPLE OF POWERCHAIR WITH POWER TILT IN SPACE & POWER RECLINE FEATURE WHEELCHAIR 

 

DOCTOR / CFNP LETTERHEAD 
PLEASE USE YOUR FONT AND FORMAT IN HOW YOUR 
MEDICAL CHART NOTES APPEAR IN YOUR FORMAT 

 
________________________________________________________________________ 
 
 
Patient: DOE, JOHN 
Address: 123 MOCKING BIRD LANE 
                ANYWHERE, STATE  ZIPCODE 
 
MR#xx-xx-xx 
 
Reason: Mr. Doe presents for follow-up/wheelchair evaluation.  He is overall doing fair. 
 
HPI: Mrs. Doe is a 57-year-old black male who has multiple orthopedic abnormalities due to 
contractures and fixation of lower extremities as a result C4 quadriplegia since Month Year.  He 
has had a loss of independence with his activities of daily living.  
 
ALLERGIES: NKDA 
 
PAST MEDICAL HISTORY: 
He has an IVC Filter for DVT, colostomy, post ACDF C4-5. 
 
PHYSICAL EXAMINATION: Mr. Doe is awake and alert.  His upper extremity strength is 
consistent with C4 quadriplegia.  His heart rate is regular.  Abdomen is round and firm. However 
not distended, with bowel sounds positive x 4.  Chest is clear to auscultation.   He denies any 
headaches, fever, chills, nausea, or vomiting.   
 
IMPRESSION: He has had powered mobility since his motor vehicle accident in Month DD, 
YYYY. He requires powered mobility for grooming, eating, cleaning, laundry, cooking, bowel 
and bladder programs, and all mobility from room to room in his home. Mr. Doe requires power 
tilt and power recline.  His is unable to propel any type of manual wheelchair, even the ultra light 
kind due to his quadriplegia.  A cane or walker is contraindicated, he is non-ambulatory.  He is 
unable to perform pressure relief raises due to his decreased upper extremity strength from 
quadriplegia.  Mr. Doe has a history of sacral pressure sores that occurred approximately 3 
months ago.  The tilt is needed to decrease pressure to his buttock and bony areas.  He will need 
to power recline to be independent with maintaining his bladder program. 
 
PLAN:  
Get patient power wheelchair, agree with physical therapist report from MM/DD/20YY for a new 
power wheelchair with tilt and power recline, seating accessories and good skin protection 
cushion. 
He is to follow-up in x months.  He is in agreement with the plan for a new powerchair with 
power tilt and power recline. 
 
Doctor or CFNP Full Name and title here, M.D. 
PLEASE DATE THE DATE OF FACE TO FACE 
 
(please have Dr sign and date the date of the face to face visit by his/her signature) 


