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SWC – Falls Prevention Program

Medical, Nursing & Pharmacy Assessment Form

Group:
 TWH  ( 
     Other  (  








    




Date: 










Falls History/History Of Present Illness: 










Fear Of Falling/Coping With: 











FES Score: 













Test of confidence in performing daily activities without falling.
· Lower score= higher confidence (0-100 scale)

Past Medical and Surgical History:

Medication Profile


1.  Taking medications? (  Yes (please list below) 

                                       (   No 

           

To include vitamins, minerals in herbal remedies.

	Medication
	Dosage
	Frequency
	Purpose (Patient’s Response)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


2.  Name and phone # of Community Pharmacy:_____________________________________________

3.  Any medication allergies?   
(   Yes _________________________  
(   No 



     Any medication intolerance?  
(   Yes _________________________  
(   No 



     Any other allergies?  

(   Yes _________________________  
(   No 



4.  Do you  smoke?

(Yes
            How much? __________    

( No 




5.  Did you  smoke before?
(Yes
            How much? __________    

( No 





If yes how long? __________
6.   Amount of alcohol consumed?

( none
( ______/day

( ______/week
(______/month
( other 


Cognitive Concerns:

Collateral history from family/caregivers:

Hearing difficulties:


Vision difficulties: 

Pain Assessment:   
Bowel and Bladder Continence Assessment:

Sleep Assessment:

Skin Assessment:

Foot Assessment:



1.  Is someone cutting nails for patient?

(  No

(  Yes



Any foot problems?

(  No     

(  Yes. What problems?:  

(  pain              
 (  wound/sore    

(  thickened skin  
 ( thickened nail

( numbness      
 ( corn/calluses

2.  What kind of footwear does the patient have:    

Indoor:
      (  slippery soles

(  loose fitting
(  uneven heels

Outdoor:     
      (  slippery soles

(  loose fitting
(  uneven heels

Any other health concerns or symptoms: 
PHYSICAL EXAMINATION


Height:________Weight: ________Blood Sugar: _________    

BP supine
_________sitting _________standing __________

HR supine_________sitting _________standing __________ regular? ___________

Vision (with corrective lenses)  R  ______
    L  ________
Hearing (with any aids)  
     R  ______
    L  ________ (whisper test)

Head and Neck:

CVS:

Chest:




Abdomen:

Musculoskeletal:


Neurological: 



 1) 
Mental status:

2) Cranial Nerves:


3) Muscle/Bulk/Tone:


4) Muscle strength:


5) Reflexes:


6)
Sensation:


7) Proprioception: 


8) Cerebellar:


9) Balance:


BERG Balance Score:  











· a score of  < 45 (out of 56 points) indicates high risk for falls



10)  Gait:


TUG (Time Up & Go) 

Score:  








· a score of < 12 seconds indicates normal ambulation; 

· a score of > 16 seconds indicates risk of falls 

Labs/Tests/Ingestigations:

Impression/Summary:

Recommendations:

RN name: 
______________________
Signature:  _________________________  Date: ____________

Physician: 
 ______________________
Signature:  _________________________  Date: ____________

Pharmacist:   
______________________
Signature:  _________________________  Date: ____________

Physiotherapist:  

Signature:  

Date:  
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