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Name					
		Date					
Fall Risk Screening					Time										
	Fall Risk Factors                                                                                                        


1. Any falls in the past year?							Yes	No
Notes:

1. Worries about falling or feeling unsteady when standing or walking?	Yes	No
Notes:

2. Any medical conditions identified as a fall risk factor (i.e., cardiac, cognitive, incontinence, depression, foot problems, other)?						Yes	No
Notes:

3. Any medications identified as a fall risk factor (i.e., psychoactive, opioids, hypertension)?			Notes									Yes	No


4. No eye exam in the past year or known vision impairment?		Yes	No
Notes:


5. Becomes dizzy when transitioning from lying to sitting or sitting to standing?
Notes:									Yes	No


6. Timed Up and Go (TUG) Test ≥12 seconds?				Yes	No
Notes:


7. 30-Second Chair Stand Test below average score based on age/gender?
Notes:									Yes	No


8. 4-Stage Balance Test: Full tandem stance <10 seconds?		Yes	No
Notes:





Recommendations/Interventions

· Based on your results, you are not currently at a high risk of falls

☐Educated on Fall Prevention
☐Referred to community exercise or fall prevention program
· Quarterly Falls Prevention Education Flyer
· “Getting Help: Falls Prevention” Services, Education and Support Groups Listing
☐Advised to reassess yearly, or any time patient presents with an acute fall

· Based on your results, you are currently at a high risk of falls

☐Referred to physical therapy
☐Referred to exercise or fall prevention program
· Quarterly Falls Prevention Education Flyer
· “Getting Help: Falls Prevention” Services, Education and Support Groups Listing
· Stepping On: Contact Amy Staniforth 920-448-4529
☐Instructed in Chair Rise Exercise
☐Referred to health care provider for 					______________________
☐Physician / APNP / PA
☐Pharmacist
☐Podiatrist
☐Occupational Therapist (Home Safety)
☐Ophthalmologist / Optometrist
☐Education on shoe fit, traction, insoles, and heel height
☐Educated on potential home hazards
☐Other (Please describe): ______________________________________________________________

Notes:














Student Physical Therapist:	Date:		

Physical Therapist:	Date:	
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