REDBRIDGE INTEGRATED FALLS SERVICE

LEVEL ONE FALLS RISK ASSESSMENT FOR OLDER PEOPLE
Name: …………………………………………… Contact No: ………………………….......…

ADDRESS.............................................................................................................................
................................................................................................Male/Female (please circle)
D.O.B: …………………………………...    Lives alone: Y/N (Please circle) LIFE LINE: Y/N 
GP’s Name/Address............................................................................................................

.......................................................................................Phone No.......................................
ETHNIC ORIGIN: .................................................................................................................
In last two years had: Foot check (  Eye check  ( (If no -advise to make appointment- may not be eligible for NHS Podiatry appointment)
 Attend Fall Clinic  (   Where and When.............................................................................
	
	
	Y
	N 
	Comments

	1
	Is there a history of slips trips or falls in the previous year? How many?

Where/How

	
	
	
[image: image1]

	2
	Does the client report difficulty getting up from a chair of knee height (if appropriate ask to show you)
	
	
	

	3
	Is the Client on four or more medications per day?      How many?              (note what is being taken)
Any over the counter medications
	
	
	

	4
	Does client have a diagnosis of:        Parkinson’s     
                                                                    Diabetes                    

                                                                        Stroke  

                                                                   Dementia      
 Other   ( specify...........................................
	(
(
(
(  
	
	

	5
	Does the client report any problems affecting their VISION, HEARING, FEET, BALANCE OR FEELING CONFUSED? Are these recent changes?

Please specify which and how
Does their mobility seem to be getting worse
	
	
	


Questions 1-5 Assessed by asking: Patient/Relative/Carer (Please circle)
Any additional information:

Client consent for information to be shared with Fall Service (    

Client consent for information to be shared with GP               (     
Less than 3 yes ticks: Falls Prevention advice booklet needed   (                    
3 yes ticks: Referral needed to GP/Nurse/Therapist – level two   (       
Medication concerns: Refer to GP for medication review             (       
Details of person completing form:      Date Completed................................................
Name: ……………………… Signature: ……………………… Position: …………….....…..
Phone No..............................................................................................................................

Or can be Patient/Relative/Carer Other................................................... Please indicate
Once completed please return to Falls Coordinator, Age UK Redbridge, 4th floor, 
103 Cranbrook Road, Ilford, Essex, IG1 4PU. Contact Number 020 8220 6000 Fax 020 8478 4767
Office use








Sent		(    


Referral sent	(    


Referral sent	(    
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