
 

  



FALL RISK CHECKLIST 

 

PATIENT:_____________________________________DATE:_________________ 

 

FALL RISK IDENTIFIED? Yes____No____  If yes describe the risk:______________ 

 

___________________________________________________________________ 

 

FALLS HISTORY: 

Any falls in the past year?  Yes____No____ 

Worried about falling or feel unsteady when standing or walking?  Yes___No___ 

 

MEDICAL CONDITIONS: 

Problems with heart rate and/or rhythm    Yes____No____ 

Foot Problems        Yes____No____ 

Cognitive Impairment       Yes____No____ 

Incontinence        Yes____No____ 

Depression         Yes____No____ 

Other medical conditions (specify)     Yes____No____ 

If yes describe:______________________________________________________ 

 

 

 

 


