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FACE TO FACE EXAM    Client: _________________ DOB: ___________ 
“Physicians shall document the examination in a detailed narrative note in their charts in the 
format that they use for other entries.  The note must clearly indicate that a major reason for the 
visit is a mobility examination.” 
 
The report of the face to face exam (see Policy Article) should provide information relating to the following 
questions: 
 
 What is the patient’s mobility limitation and how does it interfere with the performance of activities of 

daily livingin the home? 
 Why can’t a cane or walker meet this patient’s mobility needs in the home?  
 Why can’t a standard or lightweight manual wheelchair meet this patient’s mobility needs in the 

home? 
 Is the patient willing and capable of using the requested equipment effectively and safely to assist with 

completion of MRADLs? 
 Is the patient’s living environment suitable for the requested equipment? 
 Is the patient capable of self-operating the requested equipment? 
 
The report should provide pertinentinformation about the following applicable elements, but may include 
other relevant details. 
 
 History of the present condition(s) and past medical history that is relevant to mobility needs: 

 Symptoms that limit ambulation 
 Diagnoses that are responsible for these symptoms 
 Medications or other treatment for these symptoms 
 Progression of ambulation difficulty over time 
 Other diagnoses that may relate to ambulatory problems 
 How far the patient can walk without stopping 
 Pace of ambulation 
 What ambulatory assistance (cane, walker, wheelchair, caregiver, etc.) is currently used 
 Ability to stand up from a seated position without assistance 
 Description of the home setting and the ability to perform activities of daily living in the home 

 Physical exam that is relevant to mobility needs: 
 Height and weight 
 Cardiopulmonary exam 

 Musculoskeletal exam      
 Arm and leg strength, range of motion 

 Neurological exam 
 Gait  
 Balance and coordination    

 
The evaluation should be tailored to the individual patient’s conditions.  The history should paint a picture 
of the patient’s functional abilities and limitations on a typical day.  It should contain as much objective 
data as possible.  The physical exam should be focused on the body systems that are responsible for the 
patient’s ambulatory difficulty or impact on the patient’s ambulatory ability. 


