Mobility Aid Recommendation

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

| am writing to recommend a mobility aid for my patient, [Patient's Name], who has been under
my care since [Start Date of Treatment]. Due to [brief description of condition], | believe that
utilizing a [specific mobility aid, e.g., walker, wheelchair, etc.] will greatly improve
[his/her/their] quality of life and independence.

After a thorough evaluation, it is evident that [Patient's Name] is facing challenges such as [list
specific mobility challenges, e.g., difficulty in walking, risk of falls, etc.]. A [specific mobility
aid] will provide the necessary support and enhance stability for [his/her/their] daily activities.

Therefore, | strongly recommend the provision of [specific mobility aid] to assist [Patient's
Name] in managing [his/her/their] mobility needs effectively.

If you have any questions or require further information, please do not hesitate to contact my
office at ['Your Phone Number] or [Your Email].

Thank you for your attention to this matter.
Sincerely,

[Your Name]

[Your Title]

[Your Institution/Practice Name]
[Your Address]

[City, State, Zip Code]

[Your Phone Number]

[Your Email]



