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Manual Wheelchairs: 
Patient age, weight, and height is required. 

 

Medicare Order Requirements: 
Requires a dispensing order prior to delivery and a detailed written order prior to billing. 

Coverage Criteria: 
The patient medical record must meet all of the following criteria: 

 
i. Mobility limitation impairs MRADL; 

ii. Mobility limitation cannot be resolved by use of walker; 
iii. Patient's home provides adequate space, access and surfaces for maneuvering (Vital can verify); 
iv. Patient will improve MRADL and regularly use WC; and 
v. Patient has not expressed unwillingness to use WC. 

In addition, the patient must also meet either of the following criteria: 
vi. Patient has sufficient upper strength and mental capability to self- propel WC; or 

vii. Patient has a caregiver who is available and able to provide assistance with WC. 
 

Wheelchair Options: 
 

 Standard Wheelchair: patient weight <= 250 lbs/ height 19"/width 16-18" and chair weight > 36 lbs. 

 Heavy Duty Wheelchair: Is covered for a patient that weighs over 250 lbs. 

 Extra Heavy Duty: Is covered for a patient that weighs over 300 lbs. 

 Hemi-Height: wt <=250 lbs/ height <19"/ width 16-18"/ chair > 36 lbs Is covered when the patient requires a lower seat height (17"-18") because of short 
stature or to enable the patient to place feet on the ground for propulsion. 

 Lightweight Wheelchair: (wt <=250 lbs/ 19" ht/ width 16-18" chair <=36 lbs). MUST STATE LIGHTWEIGHT ON PRESCRIPTION Is covered when the patient 
a. cannot self propel in a standard wheelchair and 
b. the patient can and does self propel in a lightweight wheelchair (not covered if needed to help the caregiver). 

 Reclining Back - MUST STATE RECLINING BACK ON PRESCRIPTION Is covered if the patient meets one of the following criteria: 
a. The patient is at high risk for development of a pressure ulcer and is unable to perform a functional weight shift; or 
b. The patient utilizes intermittent catheterization for bladder management and is unable to independently transfer from the wheelchair to the bed. 

 Elevating Leg Rests- MUST STATE ELEVATING LEG RESTS ON PRESCRIPTION Are covered when: 
a. the patient has a musculoskeletal condition or the presence of a cast or brace which prevents 90 degree flexion of the knee; or 
b. the criteria for a reclining back wheelchair are met; or 
c. patient has significant edema of lower extremities. 

 General use Seat and Back Cushions: Are covered if the patient meets the coverage criteria for a manual wheelchair. 

 

Medicaid Order Requirements: 

Requires a dispensing order prior to delivery and a written order submitted with the prior approval request. 

 

Coverage Criteria: 
The detailed written order must include: 

 
a. diagnosis; 
b. prognosis, if applicable; 
c. duration of expected need; 
d. mobility limitations; 
e. patient's measurements-hip width, height & weight; and 
f. patient's condition must be that, without wheelchair, patient would be bed or chair confined.  

Approval will not be granted for equipment to allow patient to engage in leisure, recreational or social activities. 

Replacement: 
Medicare: 1 per 5 years/ Medicaid: not specified. 


