FALLS INJURY CLINIC CHECKLIST

Date completed: «datel»
	Client

	Full name
	«patientfullname»
	Date of Birth
	«dob»

	Address
	«address1»
	Phone
	«phoneh»

	
	«address2»
	Fax
	«phonef»

	
	«address3»
	
	

	Medicare
	«medicarenoandsubnumerate»
	Medicare Exp
	«medicareexp»

	DVA
	«dvano»
	DVA Exp
	«dvaexp»

	Pension 
	«hccpensno»
	Pension Exp
	«hccpensexp»

	Record No
	«patientno»
	Date Seen
	«dates»


	Doctor / Referring GP

	Doctor
	«docname»
	Phone
	«sitephone»

	Practice
	«sitename»
	Fax
	«sitefax»

	Address
	«siteaddr1» «siteaddr2» 

«siteaddr3»
	Email
	«docemail»


	Criteria for falls / injury referral

	· is over 65 (55 if ATSI) 

	· has had two or more falls in the last 12 months

	· or presented to ED after a single fall; and 

	· does not have dementia 

	you can refer them to the Falls Injury Prevention Clinic. 




In order to initiate a multidisciplinary falls assessment for your patient, would you please complete the medical checklist below.

The middle column is for comments and the last column includes a suite of possible suggestions if abnormalities are found. The list is comprehensive, but not exhaustive, and you should add others if you see fit. Merely circle any recommendations you make.

Once you have ticked your recommendations, would you ask the patient to make their own appointment at the Falls Injury Prevention Clinic where they will see a physiotherapist (for mobility, balance and strength assessments) and an occupational therapist (for a home safety assessment) and give a copy of your assessment, as well as the falls clinic brochure to the patient to take with them.

	If the patient

	· resides in Wagga, the Falls Injury Prevention Clinic will be held at the Forrest Centre. 

	· resides in Cootamundra the Falls Injury Prevention Clinic will be held at the hospital. 

	· resides in Temora the Falls Injury Prevention Clinic will be at the hospital.

	· resides in Tumut the Falls  Injury Prevention Clinic will be at the Community Health Centre.

	you can refer them to the Falls Injury Prevention Clinic. 



	Your patient will need to ring to make their own booking, and you will not need to make separate referrals to physio/OT. Their recommendations will be faxed back to your office and the patient will be asked to make an appointment to return to see you to discuss their plan.



(The patient will need to ring the «sitename» «siteaddr1» «siteaddr2» «siteaddr3».

The number is «sitephone» - please give the patient the falls clinic brochure

	Assessment
	Comments/Findings
	Possible Interventions

	Falls: 

Description and number of falls in last 6 months

 FORMCHECKBOX 
? syncope
	Please complete this column
     
	 FORMCHECKBOX 
 Holter monitor 

 FORMCHECKBOX 
 ECG/ Cardiology review

	Intrinsic diseases
	     
	 FORMCHECKBOX 
 Therapy changes

	Medications   
	      
	 FORMCHECKBOX 
 Wean or reduce

	Total number      
	
	

	No. of psychoactives   
	
	

	
	 FORMCHECKBOX 
 Nil
	
	

	
	 FORMCHECKBOX 
  1
	
	

	
	 FORMCHECKBOX 
 > 1
	
	

	Cardiovascular : 

Blood pressure (lying and standing) at 0,1,3 mins.
	B/P lying 
	      /      
	 FORMCHECKBOX 
 Reduce antihypertensives/ diuretics if possible 

 FORMCHECKBOX 
 Compressive stockings

 FORMCHECKBOX 
 Fludrocortisone

	
	B/ P standing
	      /      
	

	Lower limbs :

 FORMCHECKBOX 
 Pain 

 FORMCHECKBOX 
 Abnormalities
	     
	 FORMCHECKBOX 
 Analgesia

 FORMCHECKBOX 
 Orthopaedic/ podiatry review

	Neurology:

 FORMCHECKBOX 
 Vestibular function

 FORMCHECKBOX 
 Cerebellar function

 FORMCHECKBOX 
 Sensation/proprioception

.muscle tone and power

 FORMCHECKBOX 
 Reflexes

 FORMCHECKBOX 
 Romberg’s test

 FORMCHECKBOX 
 Gait abnormality
	     
	 FORMCHECKBOX 
 CT scan brain or spine

 FORMCHECKBOX 
 Neurologist review

	Cognition

 FORMCHECKBOX 
 MMSE or GPcog
	     
	 FORMCHECKBOX 
 FBC, ESR, BIOCHEM, TSH, B12, FOLATE, MSU

 FORMCHECKBOX 
 Non contrast CT brain

 FORMCHECKBOX 
 Geriatrician  / neurological review 

	Osteoporosis:

 FORMCHECKBOX 
 Minimal trauma fracture

 FORMCHECKBOX 
 Bmd  <-2.5
	     
	 FORMCHECKBOX 
 DEXA scan/ thoracic spine Xray   
 FORMCHECKBOX 
 Calcium, Vit D, Bisphosphonate

	Alcohol intake

 FORMCHECKBOX 
 No. standard drinks/ day
	     
	 FORMCHECKBOX 
 Reduce alcohol consumption

	Psychological

 FORMCHECKBOX 
 Depression

 FORMCHECKBOX 
 Anxiety re. falls
	     
	 FORMCHECKBOX 
 Psychotherapy

 FORMCHECKBOX 
 Antidepressants (not TCA)

 FORMCHECKBOX 
 Exercise program 

	Vision

 FORMCHECKBOX 
 Acuity

 FORMCHECKBOX 
 Bi/multifocals
	     
	 FORMCHECKBOX 
 Optometrist  (ophthalmologist

 FORMCHECKBOX 
 Wear separate reading and distance spectacles

	Urinary urgency

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 
	     
	 FORMCHECKBOX 
 Check for infection, atrophic vaginitis, stool impaction, excess fluids, diuretics incl. caffeine. 

 FORMCHECKBOX 
 Referral to a continence advisor













