Patient Mobility Aid Endorsement

Date: [Insert Date]
To Whom It May Concern,

I, [Your Name], am writing to endorse the use of mobility aids for my patient, [Patient's Name],
who is currently under my care at [Facility/Practice Name].

Due to [Patient's specific condition or diagnosis], it has become necessary for [him/her/them] to
utilize mobility aids to ensure safe and effective movement within [his/her/their] home
environment. | strongly recommend the provision of the following mobility aids:

e [Type of Mobility Aid 1]
o [Type of Mobility Aid 2]
e [Any additional aids as necessary]

These aids will greatly assist in [Patient's Name]'s daily activities, enhance safety, and improve
overall quality of life.

Thank you for your attention to this matter. Should you have any questions or require further
information, please do not hesitate to contact me at [Your Phone Number] or [Your Email
Address].

Sincerely,

[Your Name]

[Your Title/Position]
[Facility/Practice Name]
[Contact Information]



