Orientation and Mobility

Home Assessment – Falls Checklist
Name of client: ___________________________
Age: _________________

1. Have you had any falls in the last 30 days, 3 – 6 months?  If so, how many times.

2. Where have you fallen? 

A.
Inside the home



yes


no



In the bedroom



yes


no



In the living room



yes


no



In the bathroom



yes


no



In your kitchen



yes


no



In your basement



yes


no



Walking up or down stairs


yes


no


B. 
Outside of the home


yes


no



On your porch steps


yes


no



In your driveway



yes


no



In a parking lot



yes


no



On a curb




yes


no



Other (describe)



yes


no

3. Describe your fall (circle all that apply)


Tripped


Slipped


Lost balance


Fell off the toilet


Fell getting out of bed


Felt dizzy 


Lost consciousness

4. Did you suffer any injuries? If so, please describe (i.e. broken wrist, hip fracture, head injury)

5. In your house do have throw or scatter rugs, raised thresholds; handrail for stairs, what type of lighting is used to light the stairway? 

6. How often do you go out of your home or apartment? (i.e. 2X a day, 1X a week)

7. Have you stopped going out due to your visual impairment?

8. How often do you go up/down stairs (i.e. to do your laundry, at church, etc) 
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