
Patient Mobility Aid Assessment 

Date: [Insert Date] 

To Whom It May Concern, 

Subject: Mobility Aid Assessment for [Patient's Name] 

I am writing to formally assess the mobility aid requirements for my patient, [Patient's Name], 

who has been diagnosed with [Insert Diagnosis]. Given their current condition, it is essential to 

evaluate their need for appropriate mobility support to ensure their safety and enhance their 

quality of life. 

After a thorough evaluation, I recommend the following mobility aids: 

• [Item 1: Description and purpose] 

• [Item 2: Description and purpose] 

• [Item 3: Description and purpose] 

These aids will assist [Patient's Name] in [briefly explain how the aids will assist]. I believe that 

these recommendations are in the best interest of the patient's continued independence and 

mobility. 

If you require any further information or documentation to support this assessment, please do not 

hesitate to contact me. 

Thank you for your attention to this important matter. 

Sincerely, 

[Your Name]  

[Your Title]  

[Your Contact Information]  

[Your Institution]  


