
	

	Falls Screening Form Brighton and Hove




Confidential

	Part 1: Personal information

	Family name:          
	Given name(s):         

	Preferred name:        

	Title:    FORMDROPDOWN 


	Date of screening:
     /     /     

	Gender (tick)
	Female
	 FORMCHECKBOX 

	Male
	 FORMCHECKBOX 

	Date of birth
	     /     /     

	Current address:

Post code:

Tel number(s):
	     
     
     
(use of address sticker acceptable)

	Local health system or social services ID (state system):      
	GP name and practice: 
     

	Part 2: Screening for risk of falls




 
	Y

(()
	N
(()

	1
	Has the person had a fall in the previous year?  If yes – how many:    FORMDROPDOWN 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2
	Is the person on four or more medications per day?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3
	Does the person have a diagnosis of Stroke or Parkinson’s disease?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4
	Does the person feel they have any problems with their balance?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5
	Is the person unable to rise from a chair of knee height WITHOUT using their arms?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	· If the response is ‘Yes’ to 3 or more of Part 2 refer to the Falls Prevention Service,  OR ,
· If 2 or more falls in the past year refer to the Falls Prevention Service

To Refer to the Falls Prevention Service complete Part 3 and see contact details on back page

	Part 3: Additional information
	Y
	N

	Has the person fallen in the past fortnight?  If yes – how many times:    FORMDROPDOWN 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Does the person live alone?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Has the person experienced blackouts, fainting or loss of consciousness leading to a fall, or woken up to find themselves on the floor?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Does the person experience dizziness or vertigo?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Does the person report any recent unexpected weight loss?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Has the person experienced a sudden loss of independence or mobility, or are they finding it difficult to cope as the result of a recent fall?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	For health and social care professionals only: does the person present with confusion or difficulties with memory? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Please confirm that you have gained consent to this referral
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Signature of person to give consent
	     

	Form completed by:

	Name      
(print full name clearly)
	Role/Job title:      

	How completed:      
   face-to-face       FORMCHECKBOX 
 
 Over telephone     FORMCHECKBOX 





	Address      
	Telephone      

	Signature: 
	Date      /     /     

	Additional information

	You should send us copies of the background information and contact assessment, rapid (overview) assessment and any specialist assessments (if relevant). 

Use the section below to give the Falls Prevention Service any relevant information not included (e.g. details of most recent falls(s); medical history, medications etc). This will help us to triage the referral and prioritise an appointment.

	     

	Sign
	
	Print name
	     

	 Contact Details

	Post: Falls Prevention Service Referrals, Briggs Day Unit, Brighton General Hospital, Elm Grove,
Brighton, BN2 3EW

Fax: 01273 688917; Telephone: 01273 696011 ext 3103

Email:  FallsSeviceRefs@southdowns.nhs.uk (between Brighton and Hove City Council and South Downs Health email addresses only)


Please use this form in conjunction with the leaflet ‘Using the Falls Screening Form’







