



INITIAL EVALUATION
Name___________________________ DOB __________

Date ______________________

Age____________ Living alone?_________Their partner’s health? __________________

Home phone _____________________ Emergency contact ____________________

Physician _____________________ Other providers _____________________

I.  Medical History

A.  Health Status: Do you have ...

   History of heart problems? (surgeries; stress tests; nitroglycerine; family history of heart problems?)
   High blood pressure? (unless you already know the answer from their list of medicines)

   Ever have chest pain? (describe it; when was most recent episode; under what circumstances; were you prescribed 



Nitroglycerin?  Do you have it with you now?)
   Ever have a stroke? (or loss of consciousness)  Ever feel lightheaded or pass out? (differential diagnosis of vertigo 



vs. lightheadedness vs. dysequilibrium)

   Circulation problems?  (swelling; history of a clot; leg cramps?)  If ankles swollen (pitting) auscultate lungs
   History of lung problems? (smoked now or in the past; # pack-years; lived with a smoker; environmental 




exposure at work?  Use an inhalor or nebulizer?)

   Diabetes? (how long; BS this morning; what did you eat for breakfast/lunch; DM meds and/or insulin use;
                                              most recent HbA1c, carrying a snack?)
   “In the last 12 months have you had any fall including a slip or trip in which you lost your balance and 
    landed on the floor or ground or lower level?” 




(Lamb, 2005)*
    
(lightheaded or room spinning? circumstance of fall; surface; footwear; injury? hit your head? hospitalized?)
    Osteoporosis or a recent fracture?  (ever had a bone density scan?)
    Cancer, either now or in the past?

    Hospitalization in the last year?   (any infections?)
    Surgeries?  (heart, orthopedic, cancer?)
 B.  What medications are you currently taking?  
(Prescription, OTC, herbal.  If taking medicine for pain, how frequently?  How much alcohol do you drink in a week?)
C.  Physical Activity Level / Formal Exercise?

D.    Is there anything I missed that you would like to tell me about?

* Lamb SE, Jørstad-Stein EC, Hauer K, Becker C. (2005). Development of a common outcome data set for fall injury prevention trials: the Prevention of Falls Network Europe consensus.  J Am Geriatr Soc.  53:1618-1622.

II. Your critical observations:

1.  Posture.

2.  Skin color
3. Quality of movement

4.  Body mass/anthropometrics/size
5. Apple/pear

6. Scars

7. Expression

8. Edema
9. Missing parts

10.  Hair loss-legs

11. Bandages

12. Cleanliness/clothes

13. Ambulation devices

14. Obvious difficulty with moving self 
15. Muscle mass
16. Vision/Hearing deficits
17. Other notable attributes ...

