
 

 

Fall Assessment 
 

Did you have 2 or more falls within the last 12 months? Yes No 

 

Did you have ANY falls with injuries in the last 12 months? Yes No 

 

 

Print Name: _____________________________________________ 

Date: _________________________ 

 

● If patient answers yes to any above question, provide STEADI pamphlet and perform POC. 


