FALLS/MOBILITY PROBLEMS (L4) - Initial visit

Reason for Visit:
 FORMCHECKBOX 
 Fall (Start at A)



 FORMCHECKBOX 
 Fear of falling ONLY (Go to B) 
History:


A:  Last fall:   FORMCHECKBOX 
 In past 4 wks    FORMCHECKBOX 
>4 wks ago
     
Circumstances of fall:


YES 
NO
     
Lying:

BP: _____/_____    Pulse: _____
Loss of consciousness…………………..
 FORMCHECKBOX 

 FORMCHECKBOX 

     
Standing: 
BP: _____/_____    Pulse: _____

Tripped/stumbled over something……..
 FORMCHECKBOX 

 FORMCHECKBOX 
 
     5.  Currently uses device for mobility?

YES
NO
Lightheadedness / palpitations………….
 FORMCHECKBOX 

 FORMCHECKBOX 


Cane………………………………………..…..
 FORMCHECKBOX 

 FORMCHECKBOX 

Unable to get up within 5 minutes………
 FORMCHECKBOX 

 FORMCHECKBOX 
                

 
Needed assistance to get up……………
 FORMCHECKBOX 

 FORMCHECKBOX 



B:  Knee or hip pain……………………….….
 FORMCHECKBOX 

 FORMCHECKBOX 

Currently uses device for mobility?
     
     
 
Psychotropic medications (specify):


YES
NO
Cane……………………………………....
 FORMCHECKBOX 

 FORMCHECKBOX 

      Neuroleptics:
____________________________
 FORMCHECKBOX 

 FORMCHECKBOX 

Walker……………………………………..
 FORMCHECKBOX 

 FORMCHECKBOX 
    
       _______________________________________
Wheelchair………………………….…….
 FORMCHECKBOX 

 FORMCHECKBOX 
    
      Antidepressants: _________________________
 FORMCHECKBOX 

 FORMCHECKBOX 

        Other, specify: ____________________
 FORMCHECKBOX 

 FORMCHECKBOX 

      _______________________________________
  

2 or more drinks alcohol per day………….…
 FORMCHECKBOX 

 FORMCHECKBOX 

      Benzodiazepines: ________________________
 FORMCHECKBOX 

 FORMCHECKBOX 

Other medical conditions: _______________
 FORMCHECKBOX 

 FORMCHECKBOX 

      _______________________________________
____________________________________






                
   

Vision:






a) IF YES to benzodiazepines, discontinued?

 FORMCHECKBOX 

 FORMCHECKBOX 

Noticed recent vision change………..…
 FORMCHECKBOX 

 FORMCHECKBOX 

b) Reason for benzodiazepine continuation: ________________

Eye exam in past year……………….….
 FORMCHECKBOX 

 FORMCHECKBOX 

     _________________________________________________

Examination:
T: ____   P: ____    FORMCHECKBOX 
 Irreg   R: ____  
Orthostatics:
 FORMCHECKBOX 
 NAD


     
      FORMCHECKBOX 
 Reg


 Lying:

BP: _____ / _____     Pulse: ____

( If fall and no dementia, administer 3-item recall     

      

Chest:




ABNL
NL 

Standing:
BP: _____ / _____     Pulse: _____

Respiratory effort: ____________________
 FORMCHECKBOX 

 FORMCHECKBOX 


Lung auscultation ____________________
 FORMCHECKBOX 

 FORMCHECKBOX 

Visual Acuity:
OS: 20/___   OD: 20/___    OU: 20/___

Cardiovascular: 





(if no exam in past year)
Cardiac auscultation: _________________
 FORMCHECKBOX 

 FORMCHECKBOX 




LE edema:  _______     FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO
Timed-Up-and-Go: ____sec
Gait:   FORMCHECKBOX 
  ABNL    FORMCHECKBOX 
   nl









(Normal ≤ 15 sec)
Abnormal if:
-Hesitant start
-Extended arms
-Heels do not clear toes of other foot 






-Broad-based gait
-Path deviates
-Heels do not clear floor

Balance:  


YES
NO
If indicated:


YES
NO
Side-by-side, stable 10 sec………..
 FORMCHECKBOX 

 FORMCHECKBOX 

Can pick up penny off floor
………..
 FORMCHECKBOX 

 FORMCHECKBOX 

Semi-tandem, stable 10 sec……….
 FORMCHECKBOX 

 FORMCHECKBOX 

Resistance to nudge……………….
 FORMCHECKBOX 

 FORMCHECKBOX 

Full tandem, stable 10 sec………….
 FORMCHECKBOX 

 FORMCHECKBOX 












YES
NO
Neuromuscular:  



YES
NO
Rigidity (e.g., cogwheeling)..
 FORMCHECKBOX 

 FORMCHECKBOX 


Quad strength:  Can rise from chair w/o using arms… 
 FORMCHECKBOX 

 FORMCHECKBOX 

Bradykinesia………………
 FORMCHECKBOX 

 FORMCHECKBOX 

Normal hip range of motion …………………………….
 FORMCHECKBOX 

 FORMCHECKBOX 

Tremor……………………..
 FORMCHECKBOX 

 FORMCHECKBOX 

If indicated, knee exam:





3-Item recall:
 FORMCHECKBOX 
 PASS (2-3 words)



Judgment/insight:
 FORMCHECKBOX 
 ABNL
 FORMCHECKBOX 
 NL




 FORMCHECKBOX 
 FAIL (0-1 word)  ( Cognitive status:


Lab/Tests: 




Impression:
 FORMCHECKBOX 
 Strength problem
 FORMCHECKBOX 
 Parkinsonism
 FORMCHECKBOX 
 EKG

 FORMCHECKBOX 
 Bone mineral density



 FORMCHECKBOX 
 Balance problem
 FORMCHECKBOX 
 Severe hip/knee OA
 FORMCHECKBOX 
 Holter  
 FORMCHECKBOX 
 (OH) Vitamin D level



 FORMCHECKBOX 
 Gait problem

 FORMCHECKBOX 
 Other: __________________
 FORMCHECKBOX 
 Other: __________________________



 FORMCHECKBOX 
 Cognitive impairment
Treatment: 







 FORMCHECKBOX 
 Exercises:   FORMCHECKBOX 
 Upper body   FORMCHECKBOX 
 Lower body

 FORMCHECKBOX 
 Referral for PT

 FORMCHECKBOX 
 Community exercise program



 FORMCHECKBOX 
 Assistive device: ____________  FORMCHECKBOX 
 New   FORMCHECKBOX 
 Review

 FORMCHECKBOX 
 Home safety checklist given



 FORMCHECKBOX 
 Referral for home safety inspection/modifications

 FORMCHECKBOX 
 Community resource list given



 FORMCHECKBOX 
 Change in medication(s): _______________________________

 FORMCHECKBOX 
 “Falls” handout




 FORMCHECKBOX 
 Referral for eye exam

 FORMCHECKBOX 
 Footwear discussion/handout



 FORMCHECKBOX 
 Cardiology consult

 FORMCHECKBOX 
 Vitamin D 800 IU/day or _____ IU/day


 FORMCHECKBOX 
 Neurology consult

 FORMCHECKBOX 
 Ca carbonate 1200-1500 mg/day (Ca citrate if on PPI)
 FORMCHECKBOX 
 Other: ______________________________________________
Follow up:
 FORMCHECKBOX 
 within 6 weeks



 FORMCHECKBOX 
 within _______ 
Provider’s Signature__________________________ Date _______________

-Stand from chair NOT using arms,


-Walk 10 feet,


-Turn around, 


-Walk back, 


-Sit down
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