Evaluation of Mobility Aids for Patient Care

Date: [Insert Date]

To Whom It May Concern,

Subject: Evaluation of Mobility Aids for [Patient's Name]

| am writing to provide an evaluation of the mobility aids required for [Patient's Name], who is

currently under my care. After conducting a thorough assessment of the patient's needs and
capabilities, I have concluded the following:

Patient Information

Patient Name: [Patient's Name]
Patient ID: [Patient ID]
Diagnosis: [Patient's Diagnosis]
Age: [Patient's Age]

Current Mobility Status

[Brief description of the patient's mobility status, including ambulation abilities and limitations.]

Recommended Mobility Aids

1. [Mobility Aid 1: Description and Purpose]
2. [Mobility Aid 2: Description and Purpose]
3. [Mobility Aid 3: Description and Purpose]

Justification

[Provide a clear justification for the recommendation of the mobility aids, including expected
outcomes and patient benefits.]

Conclusion

| strongly recommend the acquisition of the aforementioned mobility aids to enhance [Patient's
Name]'s mobility, independence, and overall quality of life.

Thank you for your consideration.

Sincerely,



[Your Name]
[Your Title/Position]

[Your Contact Information]



