Fall / Found-on-Floor Data Collection Worksheet:      Part I ____________           Part II ______________
                                                              


                          Staff Name

                         Staff Name

Instructions: R.N. or L.P.N. completely fills out Part I immediately after any fall. After the information is collected, call in the notifications and follow any orders given.  Then RN/LPN writes a note in the resident’s chart detailing all information on this form. HOWEVER, DO NOT include information from the gray box in Part I.  Leave completed Part I Worksheet for Supervisor / A.R.N.P / M.D. who will complete Part II and file the entire Worksheet (Parts I & II) with Risk Management (within 72 hours of the incident). 

PART I   Resident name_______________________________________ I.D. # __________________ Soc. Sec. # ___________________________              
Location of fall_________________________________________________  Time_________________AM  PM      Date_________________________

Did you see the actual fall?  FORMCHECKBOX 
 yes   FORMCHECKBOX 
 no     If yes, describe the fall:_____________________________________________________________________

___________________________________________________________________________________________________________________________

If not, how did you become aware of this resident’s fall?  ____________________________________________________________________________

Who else saw the fall? (Include contact information.)  ________________________________________________________________________________

BEFORE THE FALL, the resident was (check as many boxes as appropriate):


 FORMCHECKBOX 
  IN BED:
 FORMCHECKBOX 
 standard         FORMCHECKBOX 
 low
 FORMCHECKBOX 
 no rails up      FORMCHECKBOX 
 1 rail up     FORMCHECKBOX 
 2 rails up
             


 FORMCHECKBOX 
  STANDING:
 FORMCHECKBOX 
 reaching for something
 FORMCHECKBOX 
 turning

 FORMCHECKBOX 
 bending over




 FORMCHECKBOX 
 with cane

 FORMCHECKBOX 
 with walker

 FORMCHECKBOX 
 holding grab bar


 FORMCHECKBOX 
  WALKING:
 FORMCHECKBOX 
 to bathroom

 FORMCHECKBOX 
 up / down stairs

 FORMCHECKBOX 
 outside:  where_____________________________________




 FORMCHECKBOX 
 with cane

 FORMCHECKBOX 
 with walker or whlchair
 FORMCHECKBOX 
 holding handrail


 FORMCHECKBOX 
   SITTING:
 FORMCHECKBOX 
 reaching for something
 FORMCHECKBOX 
 bending over
 FORMCHECKBOX 
 in scale or lift 
 FORMCHECKBOX 
 on toilet




 FORMCHECKBOX 
 in wheelchair  

 FORMCHECKBOX 
 locked wheels      FORMCHECKBOX 
 unlocked wheels 


 FORMCHECKBOX 
 TRANSFERRING: FROM:    FORMCHECKBOX 
 bed     FORMCHECKBOX 
 gurney     FORMCHECKBOX 
 wheelchair     FORMCHECKBOX 
toilet     FORMCHECKBOX 
 scale / lift     FORMCHECKBOX 
 chair     FORMCHECKBOX 
 tram     FORMCHECKBOX 
 ground    FORMCHECKBOX 
 bath/shower




          TO:     FORMCHECKBOX 
 bed     FORMCHECKBOX 
 gurney     FORMCHECKBOX 
 wheelchair     FORMCHECKBOX 
 toilet    FORMCHECKBOX 
 scale / lift     FORMCHECKBOX 
 chair     FORMCHECKBOX 
 tram     FORMCHECKBOX 
 ground    FORMCHECKBOX 
 bath/shower

wearing OWN eyeglasses  FORMCHECKBOX 
 yes     FORMCHECKBOX 
 no     HEARING AID  FORMCHECKBOX 
 yes     FORMCHECKBOX 
 no     

wearing shoes (describe fit; mention pants length or other clothing issues)___________________________________________________


TIME RESIDENT WAS LAST CHECKED : _____ AM / PM 


Called or rang for help ?           FORMCHECKBOX 
 yes     FORMCHECKBOX 
 no
Call bell is working:    FORMCHECKBOX 
 yes     FORMCHECKBOX 
 no     FORMCHECKBOX 
 n/a



call bell was within reach ?    FORMCHECKBOX 
 yes     FORMCHECKBOX 
 no 
LIGHTING WAS:  FORMCHECKBOX 
 daylight    FORMCHECKBOX 
 fully lit area   FORMCHECKBOX 
 night light/dim    FORMCHECKBOX 
 dark/inadequate   FLOOR WAS:    FORMCHECKBOX 
 dry    FORMCHECKBOX 
 slippery   FORMCHECKBOX 
 wet

FALL LOCATION OR PATH WAS:    FORMCHECKBOX 
 clear     FORMCHECKBOX 
 cluttered/blocked by resident property     FORMCHECKBOX 
 cluttered/blocked by institutional property
DURING OR RIGHT AFTER THE FALL:


 FORMCHECKBOX 
 Resident lost consciousness / blacked out for____ minutes.      
 FORMCHECKBOX 
 Resident had a seizure or was shaking uncontrollably.

                 FORMCHECKBOX 
 Resident said s/he feels very dizzy.



 FORMCHECKBOX 
 Resident is more confused than usual.


 FORMCHECKBOX 
 Resident is having trouble breathing.



 FORMCHECKBOX 
 Resident complains of pain. Where?____________________________

HOW DOES THE RESIDENT EXPLAIN THE FALL? ___________________________________________________________________________

Were fall precautions in place?   FORMCHECKBOX 
 no    FORMCHECKBOX 
 yes: describe_______________________________________________________________________________      

Has resident requested exception from falls risk policy based on QOL considerations (bed rails; bathroom privacy)?   FORMCHECKBOX 
 no    FORMCHECKBOX 
 yes: describe___________ ___________________________________________________________________________________________________________________________

VITAL SIGNS: Temp______ Pulse______Resp_____BP (lying/sitting)______________ Pulse oximetry (if Resp >22)______ Glucose (if diabetic)____

Which part of the resident hit the ground or was injured ? _____________________________________________________________________________

Do you see bruises ?  FORMCHECKBOX 
  yes     FORMCHECKBOX 
 no  If bruised, state the location(s)_____________________________________________________________________

Could the resident bear weight before fall ?    FORMCHECKBOX 
 yes     FORMCHECKBOX 
 no            
Can resident bear weight now ?   FORMCHECKBOX 
 yes     FORMCHECKBOX 
 no

Could the resident walk before the fall ?         FORMCHECKBOX 
 yes     FORMCHECKBOX 
 no                 Can resident walk now ?              FORMCHECKBOX 
 yes     FORMCHECKBOX 
 no

NOTIFICATION:


Physician or ARNP__________________________________________________Date & Time_____________________________________


Nursing supervisor __________________________________________________Date & Time _____________________________________
Family  ___________________________________________________________Date & Time _____________________________________

IF EQUIPMENT WAS INVOLVED:   Type___________________________  ID#________________  Disposition: _________________________

ORDERS & INSTRUCTIONS RECEIVED: ___________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

Fall / Found-on-Floor Data Collection Worksheet:      Part I ____________           Part II ______________
                                                              


                          Staff Name

                         Staff Name

Part II            Resident name_______________________________________ I.D. # __________________ Soc. Sec. # ___________________________              
Location of fall________________________________________________       Date_________________________

Other recent falls (BRIEF chronology, circumstances, presumed etiology, interventions, and results):  _________________________________________ ___________________________________________________________________________________________________________________________

What fall/injury prevention measures (e.g., hip protection) were already in place or tried before_______________________________________________                     

___________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________

Assessment of psychological and QOL impact of fall, including fear of falling and restricted activity ___________________________________________ ____________________________________________________________________________________________________________________________

RELEVANT DIAGNOSES & SYMPTOMS

 FORMCHECKBOX 
 cerebrovascular disease      FORMCHECKBOX 
 carotid or other arterial vascular disease      FORMCHECKBOX 
 seizures     FORMCHECKBOX 
 Parkinson’s      FORMCHECKBOX 
 visual impairment    

 FORMCHECKBOX 
 hearing impairment or tinnitus      FORMCHECKBOX 
 neuropathy (sensory or motor)      FORMCHECKBOX 
 vertigo or other chronic dizziness     FORMCHECKBOX 
 headaches
 FORMCHECKBOX 
 depression      FORMCHECKBOX 
 aortic stenosis     FORMCHECKBOX 
 CHF      FORMCHECKBOX 
 arrhythmia     FORMCHECKBOX 
 COPD     FORMCHECKBOX 
 diabetes     FORMCHECKBOX 
 deconditioning / recent hospitalization     FORMCHECKBOX 
 osteoporosis        

 FORMCHECKBOX 
 degenerative joint disease (moderate or worse)      FORMCHECKBOX 
 musculoskeletal pain     FORMCHECKBOX 
 urinary incontinence 


PAST EVALUATIONS:
Does resident get supervised exercise ?    FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no
Has Physical Therapy evaluated resident in last 3 months?     FORMCHECKBOX 
 yes     FORMCHECKBOX 
 no   FORMCHECKBOX 
 n/a

Recent EKG:  Date ____________  Rate _____________  Rhythm_____________________________________________  Ischemia:    FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no

Recent Holter: Date: __________ Dominant rhythm: ______________________ Minimum rate: _____ Max. rate: _____  Pauses > 2 sec ?  FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no   

                        Runs:__________________________

Has there been an Optometry / Ophthalmology evaluation in the last 4 months ?    FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no    Bone mineral densitometry in last 2 yrs ?   FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no

MEDICATIONS:

Total  number of medications_______ (Exclude eye and ear drops, except those with β blocking or sympathomimetic properties; e.g., Cosopt, Betoptic, Timoptic, Alphagan; include relevant topicals, i.e., nitrates, clonidine, fentanyl, etc. Include PRNs if they are being taken.) 

Psychotropics:  ______________________________________________Sedative / Hypnotics: _____________________________________________  

Cardiac/antiarrhythmics: ______________________________________ Antihypertensives: _______________________________________________

Anticoagulants: ________________________    List new meds in past 30 days: _________________________________________________________  

EXAM:
Vital signs (P, T, RR, BP, with orthostatics) ______________________________________________________________________________  


EOM / nystagmus________________________________________ Lungs _____________________________________________________


Rhythm & murmurs _________________________________________________________________________________________________


Leg & foot strength _______________________________________ Leg & foot sensation_________________________________________


DTRs _______________________________________________ Seated posture____________________ Get-up-and-go_________________  


Standing balance _______________________________________________ Gait ________________________________________________


Observed injuries (swelling, tenderness, bruise, abrasion, laceration, fracture, etc.) _______________________________________________ 

MOST LIKELY REASONS/DIAGNOSES FOR THE FALL ______________________________________________________________________

__________________________________________________________________________________________________________________________ 

CARE PLAN MODIFICATIONS

 FORMCHECKBOX 
 Investigate &/or study___________________________________________________________________________________________________

 FORMCHECKBOX 
 Consult &/or refer:
 FORMCHECKBOX 
 P.T. 
 FORMCHECKBOX 
 O.T.     FORMCHECKBOX 
 Optometry/Ophthal.    FORMCHECKBOX 
 Cardiology
    FORMCHECKBOX 
  Ortho.    FORMCHECKBOX 
 Neuro.   FORMCHECKBOX 
Other_________________________

 FORMCHECKBOX 
 Change environment: ___________________________________________________________________________________________________

 FORMCHECKBOX 
 Change medications:____________________________________________________________________________________________________

 FORMCHECKBOX 
 Change staff behavior: __________________________________________________________________________________________________

 FORMCHECKBOX 
 Change resident behavior: _______________________________________________________________________________________________

 FORMCHECKBOX 
 Change performance or outcome expectations: (Consider higher level review or risk management consultation.) ___________________________

_______________________________________________________________________________________________________________________
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