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EQUIPMENT FOR PEOPLE WITH A DISABILITY
Equipment Needs Assessment
To be completed by: Occupational Therapist or Other Health Professional Assessment

	Applicant details

	[bookmark: _Hlk148424567]Applicant name: 
	Date: 

	Date of birth:
	Request No.:

	Address: 


	Phone:  




	Assessor details

	Assessor name: 
	Qualifications:  

	Phone number: 
	Employer/organisation:


	Email:
	Are you independent from the equipment supplier?

Yes / No

	Assessment date:
	Registration Number: 




	Disability Verification 

	What is the applicant’s disability or health condition? 

	


	In your professional opinion, is the disability or health condition permanent?

	Yes / No 

	Please provide the basis for this opinion

	



	How long has the disability or impairment been present?

	


	Is the disability expected to improve to the extent that the equipment would no longer be required?

	Yes / No / Uncertain (if uncertain, please comment)


	What functional limitations result from the disability? (consider mobility, communication, vision, hearing, physical access, participation restrictions, etc)

	




	Participation Barriers

	What barriers prevent participation in community life?

	



	Describe how the disability affects participation in community life.

	



	What community activities is the applicant currently unable to participate in?

	





	Equipment Recommendation

	[bookmark: _Hlk148424705]What equipment is being recommended?  

	


	Why is this the most appropriate solution?

	


	Are there lower-cost alternatives, if so, what are these?

	


	Does the applicant currently have equipment serving this purpose?  

	Yes / No (if yes, please describe)


	Why is the current equipment inadequate?

	


	How will this equipment remove or reduce barriers to participation in community life?

	




	Funding Consideration

	Is the equipment commonly funded through another government agency (e.g. DSS, Health NZ, ACC, Ministry of Education, etc)?

	 Yes / No / Unknown, if known, please provide details.






	8. Professional Opinion

	The applicant has a permanent disability
	 Yes / No

	The equipment addresses a disability-related need
	 Yes / No

	The equipment is an appropriate solution
	 Yes / No

	The equipment is fit for purpose
	 Yes / No

	Would you recommend this equipment based on the applicant’s disability-related needs, regardless of the availability of Lottery funding?
	 Yes / No

	Additional comments

	




	Signature and Declaration

	I certify that:
· I am suitably qualified to complete this assessment
· The information contained in this assessment is accurate to the best of my knowledge
· My recommendations are based on professional assessment of the applicant’s disability-related needs.


	Assessor name:  _____________________________________  

Signature:    _________________________________________

Date:  ______________________________________________
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