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Equipment Evaluation Form


	To be completed once the client has used the equipment in the intended environment for 4 -12 weeks.

	1. CLIENT INFORMATION

	Client Name
	Last Name

     




First Name


	EnableNSW program

 FORMCHECKBOX 
 Aids and Equipment Program 

 FORMCHECKBOX 
 SEED 

	Title
	 FORMCHECKBOX 
 Mr   FORMCHECKBOX 
 Mrs   FORMCHECKBOX 
 Ms   FORMCHECKBOX 
 Miss

 FORMCHECKBOX 
 Other
	Date of birth
     

	Address
	
Suburb 

	Equipment item/s this evaluation relates to:
     
Method of evaluation:  FORMCHECKBOX 
 Home visit

 FORMCHECKBOX 
 Clinic appointment         FORMCHECKBOX 
 Other please detail
     

	2.
EQUIPMENT EVALUATION

	a)
Is the client using the equipment?


       







 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No 
b)
Comment on the client’s use of the equipment and how it meets the client’s functional goal
as stated on the equipment request form.
     







 

      
c)
Are the client and all users of the equipment safe using the equipment?

        FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

d)
Has all the required set up, installation and customisation occurred?    FORMCHECKBOX 
 N/A

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
e)    If No is ticked in any above please comment here: 

         FORMCHECKBOX 
 Client’s circumstances have changed

         FORMCHECKBOX 
 Equipment requires adjustment or repair

         FORMCHECKBOX 
 Incorrect equipment or customization

         FORMCHECKBOX 
 Changes to care or environment 

Additional Comments      

	3. ACTION TO RESOLVE PROBLEMS


	a) What actions have already been taken to resolve these problems?
     
b) Are further actions required?                                                                                FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

If yes, please detail        

	44. CLIENT AGREEMENT

	 Is client in agreement with above?                                                                             FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No 

If no, provide details 

	Name and contact details (address, phone, email) 
of person completing form:

 
	Signature:
     

	
	Qualification:      

	
	Days/Hours available:      

	
	Date:      
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