FALL EVALUATION FORM

PLEASE COMPLETE THIS FORM AT THE TIME OF THE FALL AND ROUTE TO QMS 

Pt Name/SSN__________________________   Age______
Sex______

Inpt  (

Outpt  (
Date/Day/Time of Event_________________________________
Location of Fall:___________________


Functional/Cognitive Factors - please check all that relate at time of fall:
Prior fall (

Designated "High Risk" (

ADL Mobility (
ADL Transfer (


ADL Toileting (
ADL Dressing (
ADL Eating (

Gait or Balance (




Incontinent  (

Confused/Memory (

Medical Condition (

Medication Effect (


Other  ( _________________

Assistive Devices - please check all that apply at time of fall:
Cane  (
Crutches (

Transfer Device (

Walker (
Wheelchair (



Bathing Device (

Mechanical Lift (

Eye Glasses (

Hearing Aid (


Other  ( __________________

Communication Issues - please check all that may have contributed to the fall:
Staff/Staff  (

Staff/Patient  (

Staff/Family or Other  (


Environmental Factors - please check all that may have contributed to the fall:


Restraints  (

Protective Devices  (

Footwear  (

Bed Siderails  (


Floor Condition  (
Obstacles  (

Reaching for Needed Item  (


Patient/Family Education  (

Unfamiliar Environment  (

Lighting  (


Other  ( ___________________


 Severity of Outcome:

(  No Injury or Disability
  (  Minor
(  Major
(  Death


What Happened and Measures Taken to Prevent Recurrence:  

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Actions taken: (completed by supervisor)

None required  (

Inservice training  (
Change in policy/procedure  (



1:1 teaching  (

Other (describe) ( ____________________________
Signature/title of person completing this report:_______________________
Date:______________________

Signature of supervisor:_________________________________________       Date:______________________

(OVER)

Patient Safety Coordinator Comments/Recommendations:____________________________________________

______________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________

Reportable to VISN:
(  YES

(  NO

Date:_____________________________


Signature:__________________________________

Chief of Staff Comments/Recommendations:________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________

Date:__________________________________


Signature:__________________________________

Director Comments/Recommendations:____________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________

Date:____________________________________

Signature:__________________________________

