Falls Prevention
Individual Environmental Assessment

Room #:_________
Date:____________________Completed by:__________________________

	Mobility Aid (if used) (Walker/Cane)
	□ Yes  □ No   Rubber tips in good condition

□ Yes  □ No   PT assessment for:  appropriate height, suitability for needs, patient education

Comments:_______________________________________________



	Wheelchair (if used)
	□ Yes  □ No   Brakes in working order
□ Yes  □ No   Footplates easily removable/moveable

□ Yes  □ No   Tires with good tread;  move freely

□ Yes  □ No   PT assessment for:  suitability, education, patient education

Comments:________________________________________________



	Beds
	□ Yes  □ No   Brakes On

□ Yes  □ No   In Low Position

□ Yes  □ No   Side rails secure when up

Comments:_________________________________________________



	Chairs
	□ Yes  □ No   Chairs have arm rests

Comments:_________________________________________________



	Commodes/Shower Chairs
	□ Yes  □ No   Rubber tips in good condition

□ Yes  □ No   Adjustable height/appropriate for individual (allowing pt to rise/sit with ease)

Comments:_________________________________________________



	Over Bed Tables
	□ Yes  □ No   Patient has had instruction to not lean on table or use as a mobile assist device

□ Yes  □ No   Table is located on non-exit side of bed

Comments:_________________________________________________



	IV Poles (if used)
	□ Yes  □ No   Rolls easily; wheels do not stick
□ Yes  □ No   5 point stable base

Comments:_________________________________________________



	Call Lights
	□ Yes  □ No   In working order

□ Yes  □ No   Patient knows how to use

□ Yes  □ No   Within easy reach whether in bed/in chair

□ Yes  □ No   Accessible from sitting position in bathroom (either toilet or shower)

Comments:___________________________________________________



	Footwear/Clothing
	□ Yes  □ No   Non-slip footwear

□ Yes  □ No   Clothing not too long (trip hazard)

Comments:___________________________________________________



	Lighting (Night)
	□ Yes  □ No   Night light operational

Comments:___________________________________________________



	Orientation
	□ Yes  □ No   Patient knows location of bathroom

Comments:____________________________________________________




