Falls/Mobility Problems: Screening Questions

New patient:


In the past 12 months, have you:

OR

Established patient:
Since your last visit here, have you:

 FORMCHECKBOX 
  Fallen 2 or more times 









 FORMCHECKBOX 
  Fallen and hurt yourself or needed to see a doctor because of the fall


 FORMCHECKBOX 
  Been afraid that you would fall because of balance or walking problems

Any  FORMCHECKBOX 
 triggers potential intervention 
