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[bookmark: _GoBack]                     Weighted Item Approval

Date: ________________
Client Name: __________________________________
DOB: ________________________
Weight: ________
	10% of client’s weight: ____________
	Maximum weight of weighted item: __________
Reason for use: _______________________________________
Item Recommendation: _________________________________________________________
Use Recommendations: ________________________________________________________________________________
________________________________________________________________________________
Comments: ________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________

The physician, physical therapist, or medical professional’s signature on this form will indicate that the equipment or service is medically necessary and prescribed to them.

Therapist’s Name: ______________________________
Therapist Signature: _____________________________
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