
Fall Risk Assessment

Patient Name: Dafe Comnlefed

Patient Factors Score

History of falls (any in the past 3 months?)
Sensory Deficit (vision andlor hearing)
Age (over 65)
Confusion
Impaired judgement
Decreased level of cooperation
Increased anxiety/emotional liability
Unable to ambulate independently (needs to use ambulatory aide)
G aitft. alance/coordination problems
Incontinence/urgency
c ardiovascular k espir atory di s eas e affecting p erfu s ion and I or oxygenati on
Postural hypotension with dizziness
Medications affecting blood pressure or level of consciousness (consider
Antihistamines, antihypertensives, antiseizure ,benzodiazepines, cathartics,
Diuretics, hypoglycemics, narcotics, psychotropics, sedatives,/hypnotics)
Alcohol usage
Home safety issues (lighting, pathway, cord, tubing, floor coverings, stairs, etc.)
Lack of home modifications (bathroom, kitchen, stairs, entries, etc.)

Total Points:
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Circle the point values for any of the applicable questions. Total the score and enter on the space
provided above.

Implement fall precaution for a total score of 15 or greater

1. Educate on fall prevention strategies specific to areas of risk
2. Refer to Physical Therapy and or Occupational Therapy
3. Monitor areas of risk to reduce falls
4. Reassess patient

Nurse Signature: Date:



HOMEBOUND REASON: -f Needs assistance for all activities I Residual weakness J Requires assistance to ambulate
-l Confusion. unable to go out of home alone [] Unable io sa{ely leave home unassisted

-l Severe SOB. SOB upon exertion J Dependent upon adapiive device(s) O Medical restrictions

NURSING DIAGNOSIS/PROBLEM

TYPE OF VISIT: I SN I SN & Supervrsory
-l Supervisory Only a Other

T"_ Wt.
Resp.- 3 Reg. 3lrreg
Pulse: A 
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Q Regular O lrregular

Edema (specif,7)-

] RUE .I LUE

-] RLE -] LLE

Movement
.] RUE ,I LUE
J RLE ! LLE

Decreased sensitivil

Admin. of vitamin B'12

Teach ostomv/ileo. conduit care

Teach/Admin. care oi irach

Digital exam with manual removal/

ANALYSIS/INTERVENTIONS/INSTRUCTIONS/PATIENT RESPONSE

CARE PLAN: I Reviewed/Revised with patieni involvement
I Outcome achieved 3 PRN order obiained

PLAN FOR NEXT VISIT
APPROXIMATE NEXT VISIT DATE
MEDICATION STATUS: al No change D Order obtained
DISCFIARGE PLANNING DISCUSSED? iJ Yes I No O N/A
BILLABLE SUPPLIES RECORDED? O Yes O No
CARE COORDINATION: Q Phvsician A PT O OT I ST D SS

.l SN O Other (specify)

SIGNATURE/DATE-Complete TIME OUT (above) prior to signing below.x _ _/_/_
Nurse (signature,'tiile) Date

PATIENT NAME - Last, First, Middle Initial

SKILLED NURSING VISIT NOTE
DATE OF VISIT

TIME IN

Denote Location,/ Size of Wounds / Pressure Sores
N4easuie Exi Edema Bil
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AIDE: D Present fl Not present

SUPERVISORY VISIT: O Scheduled
AIDE CARE PLAN UPDATED? O Yes

rl Unscheduled
lNo
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OBSERVATION OF

TEACHING/TRAINING OF

NEXT SCHEDULED SUPERVISORY VISIT I /

SKILLED NURSING VISIT NOTE



MED1CARE pase-
MULTIDISCIPLINARY AND

FREE FORM CLINICAL NOTE

Patient Name

Date_J _J _ Time in_ Time out

Discipline completing form to discipline reviewing form


