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Adaptive Equipment Review

Name: M Work Location: 8[%35

I certify that I have read, reviewed, and understand the following adaptive equipment policies and procedures,

_MGIasses OAFO
CContacts [Splints
[} Dentures/ Oral Prosthetics OShower Chair
[walker [INebulizer
OCane [CReclining Lift Chair
[JHoyer Lift [(JStander
[ C-PAP VNS Device
[Epi-Pen [0 G-Tube
[1Glucometer and Lancets ClInhaler
OWheelchair [ Adaptive Utensils
[Gait Trainer [1Oral Braces
[Hearing Aid(s) (O Gait Belt
[Braces (arm, leg, back) OIncontinence Products
CITED Socks (compression stockings) Olnsulin Pen
[Prosthetics DOther:
[JOxygen Tank [IOther:
OOxygen Concentrator OOther:
O Helmet

gpen jE A PSP

Signature: gg
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' é



