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FALL RISK ASSESSMENT
Client Name: _____________________________________		SOC: _____________________
· Gait disturbance (shuffling, jerking, swaying) – 4
· Dizziness/syncope in an upright position – 3 
· Confused all the time – 3
· Nocturia/Incontinent – 3
· Intermittent confusion – 2
· Generalized weakness – 2
· “High Risk” drugs (diuretics, narcotics, sedatives, anti-psychotics, substance abuse, withdrawal) – 2 
· Previous falls within the last 12 months – 2
· Osteoporosis – 1 
· Hearing and/or visually impaired – 1 
· 70 years old or greater – 1
TOTAL =  ________

A score of 1-3 points indicates a LOW RISK of falling 
· Reassess fall risk every 3 months or as needed 
· Give patient/family fall education brochure 
A score of 4 points or more indicates a HIGH RISK of falling 
· Implement ALL interventions below, as appropriate:
1. Communicate patient’s fall risks to team members. 
2. Communicate patient’s fall risks to patient/family and provide fall Edu. Brochure. 
3. Encourage family participation in patient safety.
4. Offer frequent toileting. 
5. Environment safety: avoid clutter in room, keep call bell and telephone near, leave door open, use a night light. 
6. Do not leave unattended on bedside commode or toilet. 
7. Use non-slip socks or shoes.
8. Consult: 
Pharmacist for possible medication interactions 
Medicare Home Health for Physical Therapy for new mobility or ADL problems (MD Order Required)
9. Use diversionary activities (diversion box) to prevent wandering.
10. Order walker to assist with stability/walking.
11. Wheelchair or chair for observation.
12. Recommend 24hr care or obtain a sitter. 
13. Use a gait belt when ambulating. 
14. Other safety interventions. 

Name and Title: _________________________
Admission Fall Risk Score: ___________
Interventions (Circle) 	1-7 	8	9	10	11	12	13	14
Other: _________________
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