
                                 
  
 

POST FALL INVESTIGATION
Resident Name: _________________________________ Date: ________________________ Room#: ____________________



Transfer assistance:
  □ Independent     □ 1 Person           □ 2 Person      □ Mechanical lift





Ambulatory assistance required:           □ Independent     □ Assisted    BIM Score: _____ 

_________________________________________________________________________________________________________________________

1. Was the incident a:






6.  Indicate aid in use at time of incident:

  
□ Found on the floor (unwitnessed)


   


□ None


 
□ Fall to the floor (witnessed) Must Attach Summary 
    


□ Cane

    □ Near fall (resident lowered to floor by staff/other or 



□ Wheelchair


  stabilized)







□ Walker


 □ Self-reported fall




   


□ Merry walker











□ Hip protectors
2. The cause of the incident was:






□ Glasses



□ Lost balance







□ Other (specify): ______________________________



□ Slipped (specify): __________________________________

□  Lost strength/weakness



 

7.  Part A.



□ Tripped







Was a restraint in use at the time of the incident?


□ Lost consciousness/seizure






□ Yes  (complete Part B)


□ Equipment malfunction (specify): _______________________


□ No


□ Environment factor (specify): ________________________
   (i.e. clutter, inadequate lighting, floor)

     Part B.

    □ Other (specify):  ___________________________________


□ Vest/truck restraint











□ Wrist/ hand mitten

3. The activity during the incident was:





□ Seat belt/roll belt/waist restraint


□ Ambulating in bedroom






□ Gerichair with table


□ Ambulating to/from bathroom





□ Lap Buddy/lap tray


□ Transferring on/off toilet






□ Other (specify): ______________________________


□ Ambulating in hallway



□ Sliding out of wheelchair





8.  Part A.


□  Getting up from chair/wheelchair





Where the side rails up?


□ Brakes unlocked







□ Yes (complete Part B)


□ Getting in/out of bed






□ No



□ Bed wheels unlocked


  




□ Out of low bed to floor/mat



      
     Part B.



□ Changing clothes/other ADLs




□ Full length side rails 


□ Getting in/out of tub or shower




   (2 full or 4 rails on both sides of bed)



□ Reaching for something





 □ Other side rails: _____________________________
              □ Other (specify): _____________________________
   
 9.  Part A.











Was alarm present?

4. Was there staff present during the activity?     □ Yes    □ No



□ Yes (complete Part B)


Was a gait belt used?   □ Yes    □ No    □ Not indicated



□ No

                                                                                                                                               
□ No, and not Care Planned
5.  The footwear at the time of the incident was:


    
     Part B.  (Check all that apply)


□ Shoes








□ Bed alarm sounded during event


□ Slippers







□ Bed alarm did not sound during event


And if applicable







□ Chair alarm sounded during event

 □ No tread too high/thick                                                                                                       □ Chair alarm did not sound during event


   
 □  High/narrow  □ Bare feet   □ Poor fit/loose   □  Plain socks only                                     □ Other (specify): ______________________________

 
 □ Non-skid socks    □ Other (specify): __________________




10:  Postural Blood Pressure, record value:











sitting: 
 systolic _____ diastolic _____


standing:  systolic _____ diastolic _____ 

11.  Medication Review


   Any new medications in the last 7 days?
□ Yes
□ No



If yes, list:________________________________________________________________________________________________


   List any prn medications given in the last 24 hours:______________________________________________________________________
__________________________________________________________________________________________________________________

  Is resident on any regularly scheduled pain medications?
□ Yes
□ No

        If yes, name of medication(s): ______________________________________________________________________________________

___________________________________________________________________________________________________________________

Record most recent time pain medication was given:  
     □ Diuretics: ______________________________________________________________________________________________________ 

List and record last time given: _________________________________________________________________________________________

□ Antihypertensives, Cardiac Medications: _______________________________ List and record last time given: _____________________


□ Psychotropic/Antipsychotics: ________________________________________ List and record last time given: _____________________

□ Hypoglycemic medications/insulin: ___________________________________ List and record last time given: _____________________


What does the resident say he/she was trying to do or where he/she was going? (ask regardless of mental status)

___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________

Was resident left on toilet and/or side of bed unattended? 
□ Yes
□ No


When was the last time the resident was toileted and/or changed? ____________________________________________________________

What time was the resident last observed?  ______________________________________________________________________________

What was the Resident doing when last observed? ________________________________________________________________________

12.  If necessary, please provide a brief narrative of this incident: 

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

Name of person preparing report: _______________________________ Signature:________________________________________________

Director of Nursing signature: __________________________________ Administrator signature:  ___________________________________
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