Department of Developmental Services


POST FALL EVALUATION
Individual:              Residence:      
Date of fall:             Time:      

 FORMCHECKBOX 
 AM  FORMCHECKBOX 
 PM

1. Was the fall the result of a seizure?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No.  If yes, go to signature line.
2. Was this fall observed?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No.  If yes, by whom:      
3. Location of fall (be exact as possible):      
4. List adaptive equipment used by this individual:      
5. Was adaptive equipment a factor in the fall?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No.  If yes, describe:                         
6. Does this person have a history of falls?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No.  If yes, number of falls:           
7. Describe footwear (i.e. untied laces, wrong shoes, wrong feet, etc) that may have been a factor in the fall:      
8. Note relevant behavioral issues that may have been a factor:
                         
9. Note any medical issues that may have been a factor  FORMCHECKBOX 
 Sedated for appointment 

 FORMCHECKBOX 
 Lethargy  FORMCHECKBOX 
 recent illness   FORMCHECKBOX 
 Change in Mobility status - Other:      
10. Was adaptive equipment or safety plan in use at time of incident -  FORMCHECKBOX 
 Walker/Cane  FORMCHECKBOX 
AFO’s

 FORMCHECKBOX 
Gait Belt  FORMCHECKBOX 
Ambulation Guidelines  FORMCHECKBOX 
 Glasses  FORMCHECKBOX 
 Hearing aid  FORMCHECKBOX 
Other:      
    Other factors that may have caused the fall:
	
	Yes
	No
	If Yes, describe.

	Floor Wet?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Electrical Cords/Tubing?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Clothing got in the way?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Cluttered environment? (furniture/equipment)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Poor lighting?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Stairs Involved?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Uneven Terrain/Surface?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Person reaching or carrying items?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Was weather a factor?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Other
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


Describe to the best of your ability what happened? :      
Person Completing the Form:                                
Date:      
Name of Nurse Notified:
                                     
Date:        Time:             FORMCHECKBOX 
AM  FORMCHECKBOX 
PM
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