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Equipment Program
Sling Assessment Form 

	Client name:      

	Address:      

	Client Phone:      
	Sex   F M  
	Date of birth:      

	Team:      
	Date:      

	Clinician:      
	Agency:      
	Phone:      

	People consulted and contact details:      

	     

	     

	Medical history Diagnoses/Prognosis (amputee, contractures etc):      

	     

	     

	     

	     

	Height:      
	Weight:         
	        Incontinent: Continent
  

	     

	Muscle tone (note spasticity/flaccidity):      

	Psychological factors:      

	     

	Social history Primary living environment (what type of hoist is being used or prescribed):

	     

	     

	     

	     

	Is hoist in use still appropriate? Y / N  FORMDROPDOWN 
   If No action to be taken:      

	     

	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 sling   

	Head control Y / N  FORMDROPDOWN 
 :        
	Extensor spasm Y / N  FORMDROPDOWN 
   

	Upper body control Y / N  FORMDROPDOWN 
 Comment:        

	Method of sling placement (note ability to lean forward/roll, can client assist with attachment etc?)      

	     

	     

	Type:            Other:  Amputee   Toileting   Full body   General purpose  

	Material:       Other:  Padded     Polyester  Canvas     Nylon    Mesh   

	(Consider use in water, strength, comfort, ease of placement etc.)      

	     

	Size & Type:      

	Are 2 slings required for showering? Y / N  FORMDROPDOWN 
 :        

	Carer/client goals & concerns (is customisation required?)      

	     

	     

	     

	     

	Additional notes/summary:      

	     

	     

	     

	     

	     

	     

	     

	     

	Equipment to be trialled:      

	     

	     

	Clinician’s name:      

	Clinician’s signature:                                                   
	Date:      
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