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Hackney Stop Falls Network

Falls Prevention in the Community

Referral form 
Client Name:

Consent given:    yes/ no (delete as necessary)


Address:
Tel/ contact details:

Next of kin:    


  


Falls & Osteoporosis Screening Tool
The checklist below indicates if the client should see a doctor to be medically investigated for their reason of falling and whether a bone density scan is advisable before considering a referral to exercise classes. If there have been previous falls and/or 3 or more falls risks are ticked the client should be asked to report to their doctor taking this form with them.


P. 2 continued: Name of service user:………………………………………………....

  Brief summary of difficulties as perceived by referrer 
  and user:

Referrer, please indicate which service you are referring to:
> Falls Risk Assessment, Advice, Information Service             □
> Home Safety Check (small aids/alterations)                            □
> Exercise Programme ‘Staying Steady’ 

                  □
> Exercises at Home (Otago)


                                     □
> Osteopathy for first time fallers/people with pain

         □
> Bone Health classes for people with Osteoporosis                □
Referrer! Please state Name and Job Title:

………………………………………………………………………………………………..

Telephone:……………………….Address:……………………………………………..
Email:………………………………………………………………Date:………………….       

Send to: 

Stop Falls Network, Phone 08450 940 881 or 020 7254 3910 

c/o The Carers Centre 96 – 102 Springfield House, 5 Tyssen Street, Hackney, E8 2LZ or
Fax 020 7923 2748





















Tenure (Pls Circle):  Council ten   Hsing Ass   Private Ten   Owner Occ





FALL RISK CHECKLIST                                         Yes	            No	      Unknown





1.  Previous Falls					□		□		□


2.  More then 4 medications				□		□		□


3.  Alcohol intake more then 1 glass of wine/beer	□		□		□


4.  Dizziness (Postural Hypotension)			□		□		□	


5.  Visual problems					□		□		□


6.  Hearing problems					□		□		□


7.  Poor Balance walking/transferring			□		□		□	


8.  Confused						□		□		□


9. Environmental hazards				□		□		□




















Ethnicity:





DOB:                          Age:








GP details of the client:


Name:





Address:








Phone:





Gende  Gender: 








Has the client fallen:   





 yes  or  no (please circle) !!!





If yes (please tick what happened):





      -    got up without help                □


reported fall to GP                 □


called Ambulance                  □


was taken to A&E                  □


was seen by Falls Clinic        □


received Physiotherapy         □








OSTEOPOROSIS RISK CHECKLIST		Yes		No	    Unknown





Previous fractures				□		□		□


Maternal history of broken neck of femur      □                      □	            □


Family history of Osteoporosis	            □		□		□


On any of the following medications:


Steroids			            □		□		□


Thyroid Hormones			□		□		□


Epilepsy Treatment			□		□		□		
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