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Patient Name:
UM Reg #:

Diagnosis:Charcot-Marie Tooth Disease

Birthdate:

Address:

Telephone:

To Whom It May Concern:

##### is a 39 year old male with a history of Charcot-Marie

Tooth Disease.  His functional status has significantly declined in

the past year.  He is no longer ambulatory and requires two person

assistance to transfer.  His current wheelchair and seating system

are inhibiting him from being independent with his transfers and it

does not offer any power seat functions to allow him to change his

position throughout the day.  

He was evaluated for adapted equipment at the University of

Michigan Health System PMR Collaborative Wheelchair Clinic on

12/14/07.  Due to the diagnosis of Charcot-Marie Tooth Disease, and

decline in his function a new power wheelchair with power seating

functions will be required for ####, on a permanent daily

basis.  The prescription is based on the evaluation and information

listed below.

Current Physical Deficits Include But Are Not Limited To The

Following:

Range of Motion:  Bilateral knee flexion is limited due to his

severe edema.  Right knee flexion = 75 degrees and left = 95

degrees.  

Tone/Reflexes:No spasticity

Strength/Endurance: Upper extremity manual motor testing from right

to left: shoulder flexion 4-/4+.  Shoulder abduction 4/4+.  Biceps

4/4+.  Wrist          extension 5/4+ and triceps 4+/5.  Lower

extremity manual motor testing from right to left: hip flexion is

4+/4.  Knee extension is 3/3-.  Knee flexion is 2-/1+.  Ankle

dorsiflexion is 2-/3-.  His maximum standing tolerance is 2-3

minutes.

Sensation:  Decreased in his bilateral distal LE s.

Balance: Independent with sitting balance.  He has fallen in the

past with the last one being approximately 2 months ago when he

fell out of bed.  He stands with two- person assistance on

hyperextended knees with his hips and trunk flexed forward.  He

does not have enough strength posteriorly to stand fully upright. 

Posture/Alignment: #### had AFO s in the past but reports that

they are broken.  His spine appears to be straight and his pelvis

level.  He sits with his LE s abducted and externally rotated. 

#### is 6 2  tall and weighs 373 pounds.

Functional Level:  #### requires assistance to complete his ADL s. 

He has been non-ambulatory for at least a year.  He requires

two-person assistance to complete his transfers unless he is home

in his bedroom where he uses his dresser which is heavy enough that

he can pull himself up from his seat independently.  The only way

he can complete this transfer independently is by not using his

legrests because he is unable to reach down to swing them out of

the way and get his feet to the ground.  With his severe

lymphedema, not having proper LE support is detrimental to his

health.  He currently uses a power wheelchair in his home and a

manual wheelchair in the community.  He is unable to use the power

wheelchair in the community because the power wheelchair does not

fit into his sister's SUV.  His power wheelchair is narrower and

fits through doors at home.  Neither one of the wheelchairs fit

into the bathroom.  He currently works about 6 hours per day and

takes a public transportation van.  

Skin:He has bilateral lower extremity lymphedema, which is severe. 

He has been getting lymphedema wraps to both lower extremities

recently.  He has had the lymphedema problem for the last 2 years. 

He has had no history of pressure sores or skin breakdown in his

sacral or ischial areas.  He has a small wound in his right heel

currently.

Accessibility/Transportation:  He lives with his family in a

multilevel home.  He has a 1st floor setup and a ramp for entry. 

His sister has a SUV.  The patient transfers into the vehicle's

seat with assistance.  The patient does not drive.  

DESCRIPTION OF PRESENT WHEELCHAIR

Wheelchair Frame: Invacare Ranger X power wheelchair (not present 

at evaluation)

Seating System:Foam cushion (per patient), no power tilt

Reason for Replacement:####’s disease has progressed in the past

few years and his function has declined to the point where he has

been non-ambulatory for the past year.  He requires two-person

assistance to transfer unless he is home in his bedroom where he

uses his dresser which is heavy enough that he can pull himself up

from his seat independently.  The only way he can complete this

transfer independently is by not using his leg rests because he is

unable to reach down to swing them out of the way and get his feet

to the ground.  With his severe lymphedema, not having proper LE

support is detrimental to his health.  His current wheelchair and

seating system are inhibiting him from being independent with his

transfers and it does not offer any power seat functions to allow

him to change his position throughout the day.  

WHEELCHAIR AND SEATING RECOMMENDATIONS

Based on the evaluation and the functional status, the following

wheelchair and seating components are recommended.  Please refer to

the enclosed wheelchair order form for further details on the

wheelchair specifications.

Wheelchair Type: Invacare TDX SP Power Wheelchair:  A power

wheelchair is necessary for #### to safely and independently

perform his ADL s.  He is unable to independently propel a manual

wheelchair due to UE and LE weakness.  Adding a power tilt system

for independent pressure relief and repositioning himself

independently is also necessary.  The upgraded electronics will

allow the end user to operate the power tilt via the drive system

without the need for additional switches.  Sophisticated

electronics are also required so that modifications in the drive

system can be done to promote independent mobility as long as

possible.  Some of these modifications may include switching to sip

and puff, chin control, or a head array system.  Additional

features may be necessary to program the wheelchair such as tremor

dampening, adjustments in sensitivity, torque and acceleration. 

This power wheelchair comes standard with SureStep suspension, MK6i

electronics, center wheel drive and stability lock.   

Motion Concepts Ultra Low Bariatric Power Tilt:  to provide

independent means of pressure relief and position change.  #### is

unable to reposition himself independently throughout the day and

cannot elevate his LE s as has been prescribed by his physician. 

He would be unable to manage individual power elevating leg rests

to get them out of the way for transfers.  This system can be added

to the power base.

MPJ Joystick:  Necessary for #### to turn the wheelchair on and

off, drive his power wheelchair and operate his seating functions. 

This joystick has a large backlit display which is easily viewed

outdoors.

Roho High Profile Cushion:  to minimize skin shearing, to

distribute seat interface pressures, and to inhibit decubitus ulcer

development. 

Center mount power articulating/elevating bariatric flip up foot

platform:  to support the LE s in extension, decrease the tendency

to develop lower extremity edema, and provide passive range of

motion to the knees.  This option will also allow #### to be

independent with his transfers from his wheelchair to bed and in

the bathroom.  This is the only option that will offer him such

independence.  Power is required for independent operation of the

leg rests as he is unable to reach forward and down to manage

manual elevating leg rests and swing them away. 

Group 24 Gel Batteries:  Gel batteries are recommended for safety

in transportation and maintenance free durability.

Whitmyer 10  Plush Headrest with detachable mount: to properly

position/support the head and neck especially during times of

transportation.  The headrest system is needed to support the head

and neck when chair is tilted for pressure relief.

Seat belt: to properly maintain the position of the hips and pelvis

in the seat.

Goalpost joystick attachment:  required to maintain hand on

joystick secondary to weak grasp and poor fine motor control.

Adductor pads, removable: to maintain proper femoral alignment in

the wheelchair seat.  Removable mount required for safe transfers.

Multi-Function Control Box:  Necessary for #### to operate two or

more seat functions through the wheelchair electronics and to

provide independent means of pressure relief and position change. 

This would allow #### the ability to control his seating

functions, including power tilt, and power foot platform

independently which would allow him to independently transfer in

his bedroom and bathroom.

LENGTH OF NEED

The above wheelchair, seating and adaptive equipment is required on

a permanent basis for the duration of the patient s life.

PLAN OF CARE / PRESCRIPTION

Future visits to wheelchair seating will be necessary for one or

more of the following reasons: continuation of evaluation, pressure

mapping, molding of custom seating, fitting, delivery and follow up

of new wheelchair, wheelchair seating or adaptive equipment. The

patient will be seen by a wheelchair seating specialist and/or

physical therapist. The visits will take place within one year of

the date of this letter. The physician has reviewed the plan of

care and agrees that physical therapy is necessary and that these

services are required while the patient is under his or her care. 

This letter also serves as an updated prescription.  The physician

requests that the patient be seen by a wheelchair seating

specialist and / or physical therapist to continue the evaluation,

perform pressure mapping as needed, mold custom seating as

appropriate, fit and deliver new wheelchair, wheelchair seating or

adaptive equipment.  The referral is effective for one year from

the date of this letter.

GOALS

Goals for this patient include one or more of the following:

maximize functional mobility in the home or community, prevent the

formation or progression of postural deformity, decrease pain,

prevent skin break down, prevent patient or caregiver injury and/or

maximize independence during activities of daily living.

Thank you for your time and expedient consideration of #### needs.  If you have any questions on this equipment please contact Julie Mannlein, PT, ATP or Cory Wernimont, ATP/S at 734.971.8286.

Julie Mannlein, PT, ATP

Physical Therapist

I was physically present for the E/M service provided. I agree with

PT note and plan which I have reviewed and edited where

appropriate. I was physically present for the key portions of the

service provided.

Gianna Rodriguez, MD

Instructor

Julie Mannlein, PT, ATP

Physical Therapist
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