Resident’s Name _____________________________
Medical Rec # ________________________
Room # _______________

CHANGE IN CONDITION REPORT – POST FALLS/TRAUMA

	CHECK ALL THAT APPLY

	Date ________ Time ________
	Objective/underlying illness/DX: (cont)
	ALLERGIES: 


	Location of fall 

	(
recent change in environment
	Physical assessment:

	Subjective or patient state:
	(
recent change in roommates
	(
change in mental status

	(
headache
	(
restraints present
	(
lethargic  
(
anxious/irritability

	(
dizziness/lightheadedness
	(
assistive Amb. Device

	(
change in continence  ( s/sx UTI
s/sx of

	(
change in vision 
(
ear pain/tinnitus
	(
recent change in meds
	· s/sx of constipation

· change in ambulatory status

	(
discomfort in area of trauma
	(
environmental factors present
	(
localized pain
_______________

	(
discomfort with ROM
	(
Comments ____________________
	(
wt. bearing painful____________

	(
resident’s explanation of why they fell, if able 





   ___________________________
	_____________________________

__________________________________________________________
	(
change in ADLs
(
tremor

(
skin tear, describe:




(
redness/swelling/bruise



	Objective/underlying illness/DX:

· HX of falls  


· Impaired safety awareness/judgment
__________________________________EXPLAIN

Vitals:
BP_____  T _____ P _____ R 


· neuro checks: 


· LABS__________(date)
WBC _______ HgB _______ BUN 


Creatinine __________ Glucose__________

Diagnosis:

(
Cardiovascular  ( Neuro
(
 Ortho

(
Perceptual   ( Psychological


	Prior to fall, resident was:

a. doing usual activities?
Yes (
No (
b. standing still?
Yes (
No (
c. walking?
Yes (
No (
d. reaching up?
Yes (
No (
e. reaching down?
Yes (
No (
f. reaching out?
Yes (
No (
g. in a crowd of people
Yes (
No (
h. responding to bladder

    of bowel urgency
Yes (
No (

	Dehydration signs 

(
dry mucous membranes

(
poor skin turgor

(
dark amber urine

(
decreased urinary output

(
fluid intake – last 24 hours ________

(
%diet intake - last 24 hours ________
Is resident receiving /drug / time received

(
psychotropic 


  time 


(
cardiovascular 

  time 



(
diuretic 


  time 





	NURSES NOTE INTERVENTION

	

	Care plan revised

Yes (
No ( _____________________________ Signature ______________________ date/time _________

	INTERVENTIONS USED PRIOR TO FALL

	
	
	
	
	

	( 1/2 bedrails
	( Assistive device w/in reach
	( Bed/chair alarm
	( Bed in low position
	( Call light w/in reach

	( Change in footwear
	( Commode at bedside
	( Geri Chair
	( Mechanical lift for transfer
	( Merry Walker  

	( Night light
	( Occupational Therapy   
	( Pain assessment
	( Physical Therapy  
	( Psych Evaluation

	( Recliner Chair
	( Restorative program   
	( Rocking chair
	( Safety cues/reinforcement/reminder    

	( Toileting schedule
	( Transfer pole
	( W/c positioning
	( Restraint_______________  (other____________

	Name of Physician notified:  Date_________________Time________________*Include Physician response in IPN above

Name of Responsible Party notified:________________________ Date _____________________   Time ______________________

Nurse Signature_____________________________________________


SUMMARY OF POST FALL INVESTIGATION

	RECOMMENDATIONS AND INTERVENTIONS POST FALL

Check all that apply

	
	
	
	
	

	( 1/2 bedrails
	( Assistive device w/in reach
	( Bed/chair alarm
	( Bed in low position
	( Call light w/in reach

	( Change in footwear
	( Commode at bedside
	( Geri Chair
	( Mechanical lift for transfer
	( Merry Walker  

	( Night light
	( Occupational Therapy   
	( Pain assessment
	( Physical Therapy  
	( Psych Evaluation

	( Recliner Chair
	( Restorative program   
	( Rocking chair
	( Safety cues/reinforcement/reminder    

	( Toileting schedule
	( Transfer pole
	( W/c positioning
	( Restraint_______________ (other____________


SUMMARY:


	IF BEDRAILS OR RESTRAINT INITIATED

	Assessment: (  N/A (
	Consent: (  N/A (
	MD Order: (  N/A (
	Care plan update: (  N/A (

	Nurse’s Signature:
	Date
	Time



	IDT REVIEW AND RECOMMENDATIONS

	


Signature: 

Date: 


Signature: 

Date: 


Signature: 

Date: 


Signature: 

Date: 


	Resident’s Name
	Attending Physician
	Room Number
	Medical Record#
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