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Wheelchair Medical Necessity and Home Evaluation Verification�
�

Wheelchairs and Accessories 
Medical Policy – DME101.010 
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https://www.bcbsmt.com/BlueDocs/350474.0114MTPredeterminationDMEProviderInteractiveForm.pdf
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Signature: ______________________________Date: ________________________

Physician Signature: ______________________Date: ________________________
�


	Name: 
	Member ID: 
	Group ID: 
	Sex: Off
	Date: 
	Date_2: 
	Patient Height: 
	Patient Weight: 
	Patient Age: 
	Primary Diagnosis Date: 
	Primary Diagnosis: 
	Secondary Diagnosis: 
	Secondary Diagnosis Date: 
	Examination and attestation of medical necessity Date: 
	Past patient's mode of mobility in the home: 
	Safe to operate a MWC?: 
	Changes in patient's medical condition: 
	Safe to operate and control a POV?: 
	Location where MWC or POV will primarily used: 
	Can the patient safely transfer in and out of a POV?: 
	Does the patient have adequate trunk control to safely ride in a POV?: 
	Is the patient's duration of need greater than 6 months?: 
	Are there any surfaces or obstacle inside the home?: 
	Overall, is the home invironmnet conducive both to getting the MWC or POV into the home?: 
	Are the patient's physical and mental capabilities adequate and appropriate?: 
	Does the physical layout of the home allow unhindered use of the MWC or POV?: 
	Is the patient motivated and willing to use the device routinely?: 
	Will the MWC or POV fit through the doorways into and inside of the home?: 
	Print Button: 
	If not safe to operate a MWC, why?: 
	List activities for which equipment is primarily to be used:: 
	What wheelchair accessories do you anticipate this patient needing, and why?: 


