[image: image1.emf] 




 

[image: image2.jpg]Bridgewater Community Healthcare m

NHS Trust




	CENTRAL FALLS REGISTER/FALLS SERVICE REFERRAL FORM (FRAT)

	NAME:
	DOB:

	NHS number:
	Tel No:
	Male/Female

	Home Address:

	
	Postcode:

	Form completed by & post held:                                                    

	Date completed:
	Contact Tel No:

	The Central Falls Register will forward this information to the persons GP after registration. Please ensure the GP and Practice fields are completed.

	Name of GP:
	Address:

	Where did the fall occur?

(Please be as specific as possible)
	What was the person doing at the time of the fall:

(i.e. getting up, gardening)



	Date of fall:
	Time of fall:

(24 hour clock)

	Was the person referred to acute care (please circle) GP  A&E Dept   Other (please state)               Uncertain

	Does the person live alone:  YES / NO / Uncertain

	Are there any potential risks for a falls advisor to be aware of? e.g. Aggressive dog


	FALLS SCREENING TOOL
	YES
	NO

	3 or more positive (YES) responses += High risk of falls

	1
	Ask the person is there a history of any fall in the previous year (include this fall)?

· Number of falls in previous 12 months =
	
	

	2
	Is the person on four or more medications per day?

· Identify the number of prescribed medications =
	
	

	3
	Does the person have a diagnosis of stroke or Parkinson’s Disease?

· Ask the person
	
	

	4
	Does the person report any problems with their balance?

· Ask the person
	
	

	5
	Is the person unable to rise from a chair of knee height?

· Ask the person to stand up from the chair of knee height without using their arms/ask the person to describe how they rise from the chair
	
	


	Persons self reported ethnicity: (Please enter Code)

	Persons Signature of consent to be on falls register:


	Person agrees to follow up contact:                                                  
	YES
	
	NO


On completion please Fax to:-  01928 593572    Tel No:-  01928 593563
Or Post to Halton Falls Prevention Service, Runcorn Town Hall, Heath Road, Runcorn, WA7 5TD
	Care Plan Intervention Prompt

	Assessments Conducted 
	Care Package Change
	Date completed

	Overview Assessment
	
	

	Specialist Assessment
	
	


Information on this form is stored in accordance with the Data Protection Act 1998. The data you have provided here will be used to collate information and will only be disclosed to other health and social care providers for the benefit of the patient.
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Name:-




Date of Birth:-………………………………. NHS No.…………………………….……….

Information required for the falls clinic prior to appointment.  This information must be completed by the G.P.  Computer printouts acceptable.

1.        When was the last blood test completed and results obtained?

	Date if last blood test
	Type of test
	Results

	
	
	

	
	
	


2. On what date did the patient/client have their last medication review?

	Date of Review
	


3. Please list prescribed medications

	Name of Medication
	Dosage
	How often taken

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


4. Can you please list all diagnosed illnesses of the patient/client

	Diagnosis
	Date of Diagnosis (if known)

	
	

	
	

	
	

	
	

	
	


5.
Do you know if the patient/client has seen the G.P, in the past due to a fall and the outcome?
	Date of fall (if known)
	Outcome

	
	

	
	

	
	

	
	


We thank you for your co-operation and will send an appointment to your patient/clients as soon as we receive this information.

 Name of person completing form ………………..…………………………  Date ………………….……...

Designation:- …………………………………………………Telephone:…..………………….…….……….
Base:- ………………………………………………………………………………………………………………
  Only complete this form if the persons consent has been given
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