FALL RISK/MEDICINE MANAGEMENT CHECKLIST       
                                                                                  NAME_____________________

                                                                                  DOB______________________

1. AGE – 70 or older                              


YES____NO____

2.  MENTAL STATUS

     Confusion evident all or some of the time 

YES____NO____

3. HISTORY OF FALLING





     Any falls within the last six months? 


YES____NO____   

4.  VISUAL IMPAIRMENT                      


YES____NO____

5. LIMITED MOBILITY    




YES____NO____                

6. ANY DIZZINESS/LOSS OF BALANCE?

YES____NO____

7.  ON TWO OR MORE MEDICATIONS?


YES____NO____

If the client answers yes to number 3 or yes to two or more questions, they are at risk of falling and a fall reduction plan needs to be implemented.

-----------------END OF FALL RISK CHECKLIST------------------

A medication review is having all your medications looked at by a professional such as your pharmacist, doctor or nurse to be sure that there are no drug interactions or other problems.

HAVE YOU HAD YOUR MEDICATIONS




REVIEWED IN THE LAST THREE MONTHS?

YES____NO____              If NO, recommend and set up a medication review.

NUMBER OF DRUGSTORES/MAIL ORDER LOCATIONS WHERE YOU PURCHASE DRUGS   __________.

If more than one, discuss reasons for primary pharmacy.

Completed by__________________________________Date____________ 

