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Resident’s Unit ___________________

FALL/NEAR FALL REPORTING FORM

1.  

Resident’s Last Name ____________________________   First Name _______________________

Medical Record Number_____________________________


All information below should be completed by the licensed nurse on the resident’s unit.
[image: image1.emf] 

 


2.  Date of fall:



3.  Time of fall:
           :
 
   Please (X):
am or
    pm 

                             month   day      year                                         hour   minute

4. Fall between Friday 3pm--Monday 7am?Yes        No 

6.  Was the incident a:
· Observed on the floor (unwitnessed)
· Fall to the floor (witnessed)
· Near fall (resident lowered to floor by staff/other or stumbled but did not fall)

7.
The cause of the incident was:

· Lost balance

· Slipped (specify): _____________________

· Lost strength/weakness

· Trip

· Lost consciousness/seizure

· Equipment malfunction (specify): _______________

· Environmental factor (specify):________________


(i.e. clutter, inadequate lighting, floor)

· Other cause (specify): _______________________

· Unknown

9.
The activity during the incident was:

· Ambulating in bedroom
· Ambulating to/from bathroom
· Ambulating in hallway
· Sliding out of wheelchair 
· Getting up from chair/wheelchair

( Brakes unlocked            
· Getting in/out of bed

( Bed Wheels unlocked  
· Changing clothes/other ADLs
· Getting in/out tub or shower
· Reaching for something
· Other (specify): ____________________________
· Unknown 



5.
The incident location was:

· Resident’s bedroom

· Resident’s bathroom

· Another resident’s room/bathroom

· Hall

· Dining/day room

· Shower/tub room

· Outside building

· Other (specify): ____________________________

· Unknown

8.     The footwear at the time of incident was:


· Shoes  OR   (   Slippers


           And if applicable:



    ( No tread or tread too high/thick 

                  ( High/narrow heel


           ( Poor fit

· Plain Socks only

· Non-Skid socks

· Bare feet

· Other (specify): _____________________________

· Unknown

10.
Was there staff present during the activity checked in question 9?:

· Yes

· No
11.
Indicate walking aid at time of incident:
· None

· Cane

· Wheelchair 
· Other (specify): _____________________________

(
Unknown


(
Walker


(
Merry walker

2.
A.
Was a restraint in use at the time of the incident?:

· Yes (complete part B) 
· No 
· Unknown 

C. Were side rails up?
· Yes (complete part D)

· No

· Unknown


B.
If yes, indicate restraint:

· Vest/trunk restraint
(
Wrist/limb restraint
· Seat belt
(
Lap buddy/tray
· Gerichair with table
· Other (specify): ____________________________
D.
If yes, indicate side rail
· Full length side rails (2 full or 4 half  rails on both sides of the bed)
· Other siderails _____________________________
AS A RESULT OF THIS INCIDENT,

3.
Did the resident’s mental status change?
( No
(  Yes
(  Unknown

4.
Did the resident’s level of consciousness change?
( No
(  Yes
(  Unknown

5.    Was there a change in the resident’s range of motion? ( No
(  Yes
(  Unknown


6.
Was the resident’s blood glucose level checked?
( No
(  Yes
If yes, indicate value: 
7.
Was the resident’s pulse checked?
( No
(  Yes
If yes, indicate value:

8.
Was the resident’s blood pressure taken?
( No
(  Yes


If yes, indicate value:                 /                    and check whether taken:  
(  Sitting
(  Lying
(  Standing

                                               systolic       diastolic

9.
Was the resident’s temperature taken?
( No
(  Yes


If yes, indicate value:                   .         and check    
(  Fahrenheit
(  Celsius

10.
Were any of the following tests ordered in this facility?( No
(  Yes


If yes, indicate test(s) ordered
( X-Ray
( Blood work  ( Urinalysis    ( Other________

11.
Was the resident sent to an emergency room?
( No
(  Yes


If yes, was the resident admitted to the hospital?
( No
(  Yes

12.
Was the physician notified?
( No
(  Yes  Time__________  Who______________

13.
Was the family/POA notified?
( No
(  Yes   Time__________ Who _____________

14.
IF NECESSARY, PLEASE PROVIDE A BRIEF NARRATIVE OF THIS INCIDENT:

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

1.
A.
What was the incident outcome?:

· Injury (complete part B)

· Non-injury

· Unknown

B. If injury, indicate site(s) injured in first column, and the type of injury for each site checked (‘X’ all that apply):

INJURY SITE

TYPE OF INJURY


Left or Right
Bruise, Skin Tear or Abrasion
Fracture
Laceration w/

Sutures OR

Subdural Hematoma
Pain
If Other, Specify Type of Injury

( Head _____________
(
(
(
(
( __________________________

( Neck _____________
(
(
(
(
( __________________________

( Upper Spine _______
(
(
(
(
( __________________________

( Lower Spine_______
(
(
(
(
( __________________________

( Shoulder__________
(
(
(
(
( __________________________

( Arm _____________
(
(
(
(
( __________________________

( Wrist _____________
(
(
(
(
( __________________________

( Hand _____________
(
(
(
(
( __________________________

( Chest ____________
(
(
(
(
( __________________________

( Abdomen _________
(
(
(
(
( __________________________

( Pelvis ____________
(
(
(
(
( __________________________

( Hip_______________
(
(
(
(
( __________________________

( Leg ______________
(
(
(
(
( __________________________

( Ankle_____________
(
(
(
(
( __________________________

( Foot _____________
(
(
(
(
( __________________________

( Other
(
(
(
(
( __________________________

(If other, specify site): __________________

2.  Based on your evaluation, what are possible care plan interventions to prevent a future fall from occurring?

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

3.  Signatures:


LPN/Charge Nurse____________________________________________

Nurse Manager_______________________________________________
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