Proof of Competency
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Adaptive Equipment Review
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1 certify that I have read, reviewed, and understand the following adaptive equipment policies and procedures.

mlasses CIAFO

[(OContacts {OSplints

[ Dentures/ Oral Prosthetics [ZIShower Chair
[IWalker [INebulizer

CICane [JReclining Lift Chair
[JHoyer Lift [OStander

J c-pAP [JVNS Device
[OEpi-Pen [0 G-Tube

O Glucometer and Lancets Klnhaler
[OWheelchair [JAdaptive Utensils
(OJGait Trainer CJOral Braces
[Hearing Aid(s) CJGait Belt

[IBraces (arm, leg, back) ClIncontinence Products
[JTED Socks (compression stockings) [nsulin Pen
CIProsthetics (JOther:

COJOxygen Tank OOther:

[JOxygen Concentrator ClOther:

[ Helmet

Signature: %‘%—” Date: :j_:_l_‘:g



