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	HALTON FALLS INTERVENTION SERVICE REFERRAL FORM  (FRAT)

	NAME:                                                                         Male/Female
                                                                                          (Please circle)
	DOB:
(Must be over 55)

	NHS number:
	Tel No:
	Ethnicity

	Home Address: 

	                                                                                              Postcode:

	Next of Kin Name:-                                                              NOK Telephone:-

	Name of Referrer:- ……………………………..……………….…  Position:- …………………………...
                                                                            (Please complete)                                             

	Date completed:
	Contact Tel No:   

	Name of GP:
	Practice:   

	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:
	

	Can the person communicate on the telephone :                                                  Yes    (               No (

	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

	1.
	Has this person fallen in the past 12 months?              No of falls =
If there are no falls, do not proceed with referral 
	
	

	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
	
	

	“3”  or more positive responses = High risk of falls refer to Falls Service

“2”  or less refer to Age Well Exercise Class/ Health Improvement Service

	Does this referral meet the Age Criteria for Falls Intervention, Aged 55 and over      Yes      (
Does the Person give consent for referral to Falls Service :         Yes      (           NO   (


Please list all diagnosed illnesses of the patient/client

	Diagnosis

	

	

	

	

	


On completion please     Fax to:-  01928 593572      Tel No:-  01928 593563

Or Post to Halton Falls Intervention Service, Runcorn Town Hall, Heath Road, Runcorn, WA7 5TD
Signature & Name of Referrer ………………..…………………..….………..………    Date ……………….………..…...
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