Home/Environmental Evaluation
Patient name:____________________________________ Date of Assessment: ___________
Address: ____________________________________________________________________
 Housing Type:   Apartment     Single story house      Two story house      Mobile home 	              Independent living      Group home      Other __________________________________________
Comments: __________________________________________________________________________
Surfaces:   Carpet     Linoleum      Hardwood      Tile     Other  __________________________
Comments: ___________________________________________________________________________
Space:         Cluttered      Open      Small rooms      Narrow hallways
Comments: __________________________________________________________________
Accessibility:	Bedroom:  Yes   No       Bathroom:   Yes   No     Kitchen:   Yes   No
Living/family room:   Yes   No     Dining room:   Yes   No    Other:  _______________ Yes   No       
Comments:  ___________________________________________________________________________
Ramps or steps within the home:  Yes  No   where? _______________________________________
Comments: ___________________________________________________________________________
Measurements (indicate doorway widths):  Entry doors ______    Bathroom _______    Kitchen _______ Bedroom ______    Living/family room ______    Hallways ______    Other _________________________
Entrance:      Ramp     Steps (how many _____     Low threshold     Sliding glass door
Outside access:	   Paved     Gravel     Dirt     Flagstone     Other __________________________
Recommendations: ____________________________________________________________________
_____________________________________________________________________________________     
Patient and/or caregiver/family member is willing and able to use the mobility device safely and adequately to assist with MRADLs in the home    Yes     No      
Patient   Caregiver signature ___________________________________________Date __________                    
[bookmark: _GoBack]If patient is unable to sign, caregiver name (print): ___________________________________________
Relationship to patient: _________________________________________________________________
Completed by (print name):______________________________________________________________
Signature _____________________________________________________           Date _________ ____                                
