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Referral for falls prevention services

For adults (age 65+ years) who report a fall, recurrent falls, fear of falling, or demonstrate abnormalities of gait and/or balance.  Referrals only accepted from a GP or health or social care professional.
	DATE OF REFERRAL:                                        


	Consent for referral obtained        If unable to consent, due to lack of capacity, you must consider the MCA (2005) and if a visit to PBDH is in the patient’s best interests.  An escort must be arranged - provide details in NOK/Escort box below)

Interpreter required                  State type or language: 

	

	Patient Name:

Date of Birth: 

NHS/hospital no:

Address:

Tel No:
	NOK or Escort name:

Relationship:

Contact details:


	Referrers Name:

Organisation:

Contact no:
	Registered GP:
Practice:  

Tel No (if known):

	
	

	Reason for referral:
	

	
	

	Before referring a lying or sitting to stand BP would be helpful if there is unexplained falls or dizziness on standing.
BP lying or sitting:                          /                                                      
BP standing during 1st min:           /                                                    
BP standing after 3 min:               /                                 
State any steps taken to rectify sit to stand deficit/dizziness (eg., medication changes, compression stockings): 
 

	

	Relevant past medical history:


	Medication:
Medication has been reviewed by GP         Hosptial pharmacist         State outcome below:



	Details of any cognitive or neurological impairment – (include any cognitive test scores or neurological exam findings)


	Additional information including social circumstances and/or specific difficulties/needs:
Tick if Social Services involved   

	

	Falls screening questions:

How many falls in the past 12 months? …………………………..

When was their last fall?  …………………………………………..











            Y            N

Have they ever attended the Day Hospital?                                                              

If so, do they know when?  ……………………………….……….. 
Have they experienced blackouts or loss of consciousness resulting in a fall?

Do they have a neurological illness eg., Parkinson’s or dementia or CVA?

Do they drink alcohol?  If so, how many units per week?  ………
Are they frightened of falling?

Have they had an Occupational Therapy assessment?  If so,

as inpatient      home assessment       state outcome .…….….……………………………………….....……

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

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

Have they had an Physiotherapy assessment or treatment?  If so, 

as inpatient      outpatient      community       state outcome .…………………………………………………

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

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




	Mobility:
Walking Independently                                Needs assistance/supervision of ____ people       
Mobility Aids __________________________________

Do they normally use hospital transport to get to outpatient appointments     

(transport booking details will be explained in their appointment letter)
Access Problems  ________________________________________________________________



Referrer’s signature ____________________________  
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