Reference Card: Incident Form for Reporting a Resident’s Fall

Incident Form for Reporting a Resident’s Fall
	RESIDENT NAME:                                                                       DATE OF BIRTH:

INCIDENT REPORTED BY:

INCIDENT WITNESSED BY:

	Location of incident:

Date and Time of incident:

What was the resident doing when they fell?

……………………………………………………………………………………………………………………………………

Was the NOK/ relatives notified?                       YES     NO
	What assistance does resident need to walk?

ALONE        1 STAFF        2 STAFF        DOESN’T WALK

Balance problems                                          YES        NO

Uses a wheelchair                                          YES        NO

Uses a walking aid                                          YES       NO

Specify type……………………………………………………

Was walking aid in reach?                      YES      NO    N/A



	MEDICATIONS

Does the resident take any of the following medications? Record time last administered before incident.
Diuretics                      NO     YES: …………..…….……….

Sedatives                    NO     YES:………………………….

Antihypertensives       NO     YES:………………….……….

Antipsychotics             NO     YES:……………….………….

Hypoglycaemics          NO      YES:……………………..…..

Enemas/Supps           NO      YES:………………………….

Narcotics                     NO      YES:………………………….


	Was the floor surface wet?                            YES         NO

Slippery/shiny floor                                        YES         NO

Mats/Rug present                                          YES         NO

Nonslip mat present                                      YES         NO

Uneven level/steps                                        YES         NO

Were any other hazards on the floor?            YES        NO

Unstable furniture present                              YES        NO

What was the light level?      BRIGHT      DIM          DARK

Vision Impaired                                              YES        NO

Was resident’s glasses on?                    YES      NO    N/A

Was the call bell within reach?                       YES        NO

Was the call bell used?                                  YES        NO

Were restraints in use?                                    YES      NO

Specify type……………………………………………………


	What footwear was the resident wearing?

Shoes       slippers         socks           nothing           other

Did the footwear fit properly?                           YES       NO

Were they done up properly?                          YES       NO

Does the resident have hip protectors?           YES       NO

Were the hip protectors on?                             YES      NO


	

	Disorientated/Confused                                  YES        NO

Previous History of falls                                 YES         NO

Injuries sustained:……………………………………………

…………………………………………………………………

Was GP or ambulance called?………………………………

…………………………………………….…………………….
	SKIN TEARS

Where on the body was tear sustained?

………………………………………………………………….

Approx length ………………………………………………….

Dressings used/ other treatment..………….……..…………

……………………………………………..……………………

	ADDITIONAL COMMENTS  (e.g. difficult behaviour of resident, staffing issues etc) ………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………..……………………………………….………………………………………………………………………



	FORM COMPLETED BY:                                                                                            DATE:
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For details see Clinical Information Sheet:  Falls Management and Prevention
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