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Outpatient Fall Risk Screen

Have you had a fall in the past 3 nonths? [
Do you need help to nove around safely? [
Do you feel dizzy or lightheaded? [

Do you have any foot conditions that affect your balance and/or ability to walk? [

Outpatients who answer positively to any of the above questions are found to be at high
risk and will have individualized High Risk Falls Hanagewent Strategies to reduce patient
risk during visit/procedure.

*If at high risk Please provide Falls Prevention Brochurex
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High Risk Falls Hanagenent Strategies

In addition to Universal Falls Hanagenent Strategies:
Use of bed and/or chair alarns:

Use of lou bed and left in louest position as appropriate:
ton-s1ip footuear/socks applied:

Yellou Falls Risk Bracelet on patient:

Falls Risk sign at bedside and added to assistive devices:
Rlarn at exits activated uhere available as necessary:
Patient evaluated and treated for pain:

Low pressure call bell given:
Side rails or other restraint devices used (as per HPHA Least Restraints Policy):

Patient/Fanily/Uolunteers engaged to increase tine spent with patient:

Inpatients: On PI screen, edit text under Morse Falls and High Risk Falls
interventions to indicate patient at high risk for falls  -OR-
Energency Departwent: Add HIGH RISK FALLS in comvent field of ED Tracker:





