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	ENAO802
	POSITIONING

OUTREACH SERVICE

outreach@enable.co.nz                                           0800 17 1995

	For referral to the Positioning Outreach Clinic.  Please complete this form and send with a completed ENAE201 Complex Equipment form, Postural Care Summary and Sleep Diary.

	REFERRAL FOR AN APPOINTMENT

	Date of Referral
	   /    /     
	Preferred Time
	     

	Date of Next Clinic
	   /    /     
	Impossible Times
	     

	CLIENT DETAILS

	Client Name
	     

	Is the client eligible for Ministry of Health funding     YES FORMCHECKBOX 
          NO  FORMCHECKBOX 



	ASSESSMENT FINDINGS

	Type of Bed
	     

	Size of Bed 
	     

	If bed is specialised, detail functions
	     

	Type of Mattress
	     

	What is the clients, preferred sleep position (describe posture/positioning)

	     

	Is the client able to lie in Supine, Side Lying, and/or Prone (describe posture/positioning)

	     

	How often does the client wake during the night (how often is the client being attended to by carers)

	     

	Does the client need to be turned during the night (who is turning the client and how frequently)

	     

	Does the client have a latex allergy? YES FORMCHECKBOX 
          NO  FORMCHECKBOX 


	Chailey Level 
	     
	GMFCS Level 
	     

	How is the client transferred in/out of bed

	     

	Goals of postural management
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