
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Date   Magic Mobility Wheelchair Specialist  
 

Therapist details  Client details 

Name  Name  

Company  Address  

Phone  Email  

Email  Phone  

Preferred trial dates or Age  Weight  

 Alternate contact name  

 

Funding body  

If NDIS NDIS No  DOB  Plan start date  Plan end date  

 

Diagnosis 

What is your client’s condition?  

 
Current equipment? 

 

Where does your client need to go?  

Pressure care needs?  High  Medium  Low Notes 

Method of transfer  

 

General assessment measurements (To be completed during your MAT assessment. Please state measurements as required.) 

 
 

 
Notes 

A – Hip width  

B – External knee width  

C – Buttock/thigh depth R L 

D – Lower leg length  

With shoes?  Yes  No 

E – Foot depth  

F – Chest width  

G – Shoulder width  

H – Trunk depth  

I – Shoulder height R L 

J – Scapula height R L 

K – Axilla height R L 

L – Sitting height  

M – Elbow height R L 

N – PSIS height  
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(03) 8791 5600 
sales@magicmobility.com.au 

mailto:sales@magicmobility.com.au


Notes 

 
 

 
 
 

Wheelchair specifications 

Controls Legrests/footplates Drive type Environment 

 Right  Fixed  Mid wheel  All terrain 

 Urban 

 Off-road 

 Indoor 

 Left  Swingaway  Front wheel 

 Specialty control  Articulating  Rear wheel 

 Attendant control  Flip-up  4 x 4 

 
Seating requirements 

Backrest Cushion Seating accessories 

Type  Type/Size  Type  

 

 

Your privacy is important to us. Personal information provided in this document shall not be kept for longer than is necessary for that purpose or those 
purposes. We will take reasonable technical and organisational precautions to prevent the loss, misuse, or alteration of your personal information. We 
will store all the personal information you provide on our secure (password and firewall protected) servers. 
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