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To whom it may concern.
The patient/client/student, [child’s name], has been diagnosed with [medical diagnosis], resulting in significant limitations in mobility and ability to engage in daily activities. Due to [limitation/s; (e.g., paralysis, risk of falls or injury due to balance or motor impairments, trunk weakness with need for postural support, etc.)], [child’s name] is unable to achieve functional mobility through ambulation and is unable to independently propel a manual wheelchair for functional distances. However, they demonstrate the cognitive, visual, and motor skills needed to safely and effectively operate a power wheelchair.
Given these [limitations], a power wheelchair is the most appropriate mobility aid as it will ensure that [child’s name] can safely navigate their environment and participate in educational, social, and recreational activities. The benefits of a power wheelchair for this patient include: [list benefits (e.g., enhance safety, increase independence, improve social participation, conserve energy etc.)].
Over the past [how long you have worked with the child], I have worked closely with [child’s name] to assess their functional capacity and provide training on the use of power mobility. This includes both supervised trials and repeated practice sessions in a variety of settings. Key observations include [list detailed observations (e.g., ability to operate the access/control system, environment navigation through specific settings, obstacles, and entrances, demonstrate safe stopping, maintain attention during driving tasks etc.)].
I am recommending the [specific power wheelchair and any functions, such as tilt-in-space/recline, seat elevation, power elevating leg rests, etc.], to accommodate [child’s needs]. In addition, the wheelchair includes [additional supports like cushions, footrests, specific trunk supports] to enhance [specific reason]. Each recommended accessory is medically necessary. These components are required to provide adequate positioning, pressure management, postural support, safety, and functional participation based on [child's name] specific clinical needs.
Based on the results of the evaluation, it is my professional recommendation that [child's name] be provided with a power wheelchair. Less restrictive mobility options, including [walker, gait trainer, adaptive stroller, manual wheelchair etc.], were considered and determined to be unable to meet [child's name]'s mobility and participation needs because [specific reasons]. As a result, a power wheelchair is the least costly and most appropriate device capable of meeting their functional requirements. [child’s name] has demonstrated the ability to safely operate a power wheelchair and utilize its features as intended. This equipment will facilitate access to home, school, and community environments, promote participation in meaningful activities, and meet [child's name]'s current mobility needs while maximizing independence.
Given [child’s name]'s medical condition/diagnosis, functional limitations, and the need for safe and functional mobility, I strongly recommend the approval of the [wheelchair type] and its accompanying accessories. The requested wheelchair is medically necessary to improve their quality of life. This wheelchair includes growth accommodations to ensure continued fit and function as the child develops, reducing the need for premature equipment replacement. Please feel free to contact me at [phone number] or [email] if you require additional information or further clarification.
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