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	Division for Rehabilitation Services
Upper-Extremity Amputation Checklist   

	Part A: To be completed by the counselor
	Do not leave blanks.    

	Consumer Information   

	Consumer name: 

     
	Consumer ID number or Social Security number:

     

	Medical History   

	Date of limb loss:

     
	Side of limb loss (Enter X to select):

    Right        Left

	Type of amputation:  
    Carpal (below wrist)
    Wrist
    Transradial (below elbow)
    Transhumeral (above elbow)
    Shoulder
    Elbow
    Other:      

	Cause of limb loss:  
    Diabetes
    Peripheral vascular disease
    Motor vehicle accident
    Electrocution

    Tumor
    Infection
    Burn
    Other:      

	Dominant hand:     Right        Left
	Height:          Weight:       
               (by report)

	Problems with residual limb (for example, skin break-down, revisions, etc.): 

     


	Name of treating physician and specialty: 

     
	Date of last complete physical examination:

     

	Other medical problems and stability (for example, high blood pressure, diabetes, etc.):

     

	Medications:

     

	Physical or Occupational Therapy   

	Dates of attendance: 
     
Place:

     
Purpose:

     
Satisfaction with therapy: 

     
	Dates of attendance: 
     
Place:

     
Purpose:
     
Satisfaction with therapy:

     

	Employment Needs:  VR Program Only   

	Employment   

	Current position or employment goal:

     

	Employer name:

     


	Job Requirements   

	Enter an X for all that are required for the job.       

Lifting:     1–10 lb.         10–20 lb.         20–50 lb.       Over 50 lb.    

    Reaching         Grasping         Fingering/fine dexterity         Driving         Keyboarding   

	Environmental Requirements   

	Enter an X for all environmental characteristics that are required by the job.   

    Indoors/climate-controlled          Outdoors/non-climate-controlled        Wet         Dirt/dust/sand   

	Describe any problems getting ready for or traveling to work because of the amputation, if applicable.

     


	Independent Living Requirements:  ILS Program Only   

	Enter an X in the box that applies:   
   Minimal upper extremity use (light lifting, self-care activities) 
   Moderate upper extremity use (home and community activities requiring light lifting, occasional reaching, grasping)
   Heavy upper extremity use (a variety of home and community activities requiring moderate lifting, reaching, grasping, fingering/fine dexterity, driving, keyboarding)


	Other independent living activities involving upper extremity use:
     



	Part B: To be completed by the prosthetist
	Attach letter of specification.    

	Prosthesis Issues  

	    Temporary          First definitive          Replacement

	Length of time in current prosthesis (if applicable):

     

	Was there a significant weight change while wearing the prosthesis?

    Yes         No

If yes, provide the weight difference:

Minimum (lb.):          Maximum (lb.):        

                          (by report)

	Description of Current Prosthesis   

	Component
	Brand and Model
	Problems

	Hand
	     
	     

	Wrist
	     
	     

	Elbow
	     
	     

	Socket
	     
	     

	Suspension
	     
	     

	Other problems:

     

	Description of Proposed Prosthesis—Major Components    

	Component
	Brand and Model
	Justification

	Hand
	     
	     

	Wrist
	     
	     

	Elbow
	     
	     

	Socket
	     
	     

	Suspension 
	     
	     

	Residual Limb     

	Problems with residual limb (skin breakdown, revisions, other complications):
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