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Falls Services referral/ Triage form


FOR OFFICE USE ONLY
Ref Received Date: 

Received Method:



                                                                                                                                                

	

	[bookmark: Check3][bookmark: Check4]Has the patient consented to participate in falls prevention services?                                  |_| Yes     |_| No    
If no consent gained, is this due to lack of capacity/ referral completed in Best Interest       |_| Yes

	Date of Referral:
	NHS number: 

	Patient Name: 
	Patient Gender: 

	Date of birth: 
	Pt. registered Surgery Name:

	Hospital number (if known): 
	

	Patient Address:  


	Pt. registered Surgery Address: 


	Patient Home Telephone: 
	Permission to leave a message?
	[bookmark: Check5][bookmark: Check6]|_| Yes    |_| No  

	Patient Mobile No: 
	Patient email address: 

	Interpreter required?
[bookmark: Check7][bookmark: Check8]|_| Yes                    |_| No         
	If yes what language?
	Ethnicity:

	
	
	

	Communication issues?
|_| Yes                    |_| No         If Yes please detail:

	Does the patient live alone?  Yes  |_|    No     |_|    

	Next of Kin / Preferred Contact Name: 
	Contact Number: 
	Relationship to Patient: 

	
	
	

	

	Number of falls in the last year:                                                                                     0  |_|        1  |_|          2 +  |_|  


	Any falls in the last 2 weeks?                                                                                                             Yes  |_|  No  |_|


	Mechanism/ History of fall or falls if known - Details of falls (time, place, how did the fall happen etc)





	Does the person feel afraid that they will fall again?                                                                          Yes  |_|  No  |_|

If yes: what is the fear of falling on a scale of 0-10?  (0-no fear – 10 terrified)            Fear of falling score         /10                    

	Location of fall/ Falls (eg Indoor/ Outdoor/ Next to bed):



	Actions/interventions because of this fall (eg hospital, GP, antibiotics, injury): 


	Any warning signs when they fell? (eg Dizziness, Light headed sensation, room spinning)                 Yes  |_|  No  |_|                                                                                                                             
If yes: which symptoms? 
 

	Did the person lose consciousness/ Blackout when they fell?                                                              Yes  |_|  No   |_| 

	Any changes in health in the last 2 weeks?   eg infection etc                                                                Yes  |_|  No  |_|
If yes: how?  

	Current Conditions / Medical History? (eg Parkinsons disease, Stroke, Diabetes, visual problems, hearing issues)



	 Does the person report any problems with their balance?                                                                   Yes  |_|  No  |_|
If yes: where and when?  

	Does the person have memory problems/confusion/difficulty following instructions?                           Yes  |_|  No  |_|
If yes: what issues?  

	Has the person broken any bones since the age of 50?                                                                       Yes  |_|  No  |_|
If yes: which bone/s?  

	Mobility & Transfers
	Independent
	Assistance of 1
	Assistance of 2
	Unable
	Equipment used

	Indoor walking
	|_|
	|_|
	|_|
	|_|
	

	Outdoor walking
	|_|
	|_|
	|_|
	|_| wheelchair
	

	Transferring
	|_|
	|_|
	|_|
	|_| wheelchair
	

	Getting up from the floor
	|_|
	|_|
	|_|
	|_|
	

	What are the patient’s goals? (e.g. returning to daily walk/ going shopping alone)


	What do you think the patient needs?

	[bookmark: Check9]|_| Home Hazard assessment                                            
	[bookmark: Check11]|_| Balance exercise classes                 

	[bookmark: Check10]|_| Comprehensive Falls Risk assessment                                   
	[bookmark: Check12]|_| Unexplained falls Medical clinic 

	|_| Exercises at home              
	|_| Mobility and equipment check                 

	
	

	

	Current/Support received in the previous 3 months, if known.  Please select all that apply

	Team
	Service Name
	Level of input

	Home Care
	|_|
	
	

	Occupational Therapy
	|_|
	
	

	Physiotherapy
	|_|
	
	

	District Nurse
	|_|
	
	

	Social Work
	|_|
	
	

	Specialist Memory Service
	|_|
	
	

	Age UK
	|_|
	
	

	Hospital services
	|_|
	
	

	Day Centre
	|_|
	
	

	Home 1st
	|_|
	
	

	Podiatry
	|_|
	
	

	Integrated community support team 
	|_|
	
	

	Neurological clinical specialist
	|_|
	
	

	Other
	|_|
	
	



	Referrer Name: 
	Job Title/ Relationship
	Department: 

	Address: 
	Email: 
	Telephone: 

	Please return this form to: 

	Email: fallsprevention.service@nhs.net       Telephone: 01908 725622
Staying Steady, Home1st Therapies, Charles Pinfold Building, The Open University, Walton Hall, Milton Keynes, MK7 6AA


[image: ]

For office use only	
	Referral
	Outcome

	Accepted  |_|
	Triage phone call required |_|
	Admin to book in:  Comprehensive assessment with:  
Physio   |_|   OT   |_|    Nurse   |_| Anyone   |_|
Equipment and home environment review (Tech)  |_| Exercise group assessment (Tech) |_|           
Vestibular assessment only |_|

	Declined   |_|
	Sent back to referrer for further information |_|
	Referred onto another service |_|

	Advice given/ Info sent to patient no further action |_|
	Sent to 3rd sector |_|
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