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Date: _________________


NHS No: ______________________________

D.O.B._______________ Sex: (M
  (F
Name:  _______________________________

Tel No : __________________________
Address:___ ___________________________

Interpreter Required :   ( Yes    ( No


  _______________________________

First Language: ___________________

Post Code: ____________________________

 Religion: _________________________

Significant Other





General Practitioner
Name:_______________________________
 
Name:____________________________

Relationship:_________________________

Address:__________________________

Phone No:___________________________


__________________________________

Referred by:
________________________   

Designation:_______________________ 

Referrer’s Address: ________________________________________________________________

Tel No:  _____________________________

Is the Client attending any Care of the Elderly Outpatients Clinic?

(  Dr Gill 

(  Dr Lightowlers
  
( Dr Warren 
(  Dr Bracewell

(  Dr Pratt
   
(  Dr Feathers 

(  Dr Darawil 


Symptoms at time of fall

Blackout  
(Yes   (No

Paresis
(Yes   (No

Painful knees
(Yes   (No

Chest pain 
(Yes   (No

Palpitations
(Yes   (No

Lightheaded
(Yes   (No

Dizziness
(Yes   (No

Speech/ Visual disturbances
  (Yes   (No




History of last fall  ________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Injuries sustained  __________________________________________________________________

__________________________________________________________________________________

Witness account (if available)  ________________________________________________________

__________________________________________________________________________________

Primary Diagnosis  ____________________________________________________________________________________________________________________________________________________________________

Current Medications (Inc dose and frequency, prescribed and non prescribed)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Any Ongoing Treatments:  (i.e.  Physiotherapy, Occupational Therapy, District Nurse)

__________________________________________________________________________________
Day Centre/ Club:  ___________________________  Day Of Attendance:  ___________________

Other referrals made _______________________________________________________________

__________________________________________________________________________________

Is the client aware of this referral:   (  Yes    (  No 

Has the client given informed consent to treatment:   (  Yes
 (  No

HANDLING AND MOVING ASSESSMENT

Patient Characteristics

· Motivated

(  Yes
  ( No  

· Ability to assist 
(  Fully 
(  Partial
  (  Dependent

· Ability to comprehend instruction
(  Good
  ( Moderate
        (  Poor

Weight:  ______________
Height:  ________________
  Posture:  _______________________

Weight bearing capability
(  Fully 
(  Partial
  (  Unable


Upper limb strength
(  Good 
(  Moderate
  (  Poor


Lower limb strength
(  Good 
(  Moderate
  (  Poor

Equipment needed to transfer:  hoist, other ___________________________________________

Mobility: 
(  Mobile with aid of stick      ( Rollator
    
           (  Zimmer Frame
   

(  Gutter Frame
  
   (  Wheelchair User          (  Independent

Able to answer the front door?  (  Yes
 (  No

(  ALERT:  Additional Information/ Risk Factors:  ___________________________________

_________________________________________________________________________________
_________________________________________________________________________________

IF ALL THE INFORMATION REQUIRED IS NOT GIVEN WE WILL HAVE TO RETURN THE FORM

Eligibility Criteria

(  Must be over 65 years of age

(  Living in Newham

(  Must require intervention from two or more members of the Multidisciplinary Team (MDT)

(Please tick boxes.)





A fall is defined as:


“An event which results in a person coming to rest UN-intentionally on the ground or other lower level, not as a result of a major intrinsic event such as a stroke or overwhelming hazard”                                                 Tinnetti et al. 1998


                                                                                                   








