
FALLS CHECKLIST

Name:  Date of birth:  

ASSESSMENT PROBLEM INTERVENTION INITIALS DATE

Yes No Yes No Yes No 

Mental State 

Visual Impairment 

Balance 

Gait 

Trunk weakness 

Lower limb weakness 

ROM 

Transfers 

Mobility 

Home Hazards 

Footwear & Clothing 

Coping Strategies 

Falls information 

Carers confidence in
future safety

Other


