Inpatient handoff communication  
Shift reports: Fall and injury prevention reporting

I. New admission (report to all staff taking care of patient for the first time)
A. Admitted to the hospital because of a fall:	No	Yes
If Yes, circumstances of the fall: __________________________________________________________
B. History of falls in last three months:	No	Yes
If Yes, date of last fall: ___________________________
Reason for fall: _______________________________________________________________________
C. History of hip fracture:	No	Yes
If Yes, report which hip protectors were prescribed: __________________________________________
D. Diagnosis of osteoporosis or known risk factors:		No	Yes	Don’t know
E. Receiving anticoagulants (Coumadin, Plavix, ASA):	No	Yes
F. History of head injury:	No	Yes
G. History of falls while an inpatient prior to admission to this unit:	No	Yes	Don’t know
H. Care plan interventions to reduce fall risk:  _______________________________________________________ 
I. Injury prevention interventions:	Floor mat	Hip protectors		Helmet

II. Shift-to-shift (report to all staff who are familiar with the patient)
A. Morse fall scale score:  ________________________________
Fall risk factors: _______________________________________________________________________
B. Change in fall risk factors:	No	Yes
		If Yes, describe change: _________________________________________________________________
               	Describe changes to interventions to prevent falls: ___________________________________________
               	Change in fall prevention plan of care:  _____________________________________________________
C. Change in medications:
		Medications modified:	No	Yes
		If Yes, describe: _________________________________________________________________
		New medication added that can affect balance:	No	Yes
			If Yes, describe: _________________________________________________________________
		Started on anticoagulant:	No	Yes
			If Yes, describe: _________________________________________________________________
D. Fall event:
	Fall during admission to unit:	No	Yes
		If Yes, date of last fall: ___________________________
Fall occurred within the last 24 hours:	No	Yes
		If Yes, describe: ______________________________________________________________________
                             Resulting interventions: _______________________________________________________________
Near fall occurred within the last 24 hours:	No	Yes
		If Yes, describe: 
                             Resulting interventions: _______________________________________________________________
E. If history of osteoporosis or hip fractures, check for patient wearing hip protector:	No 	Yes
F. If history of fall injury risk, check to see if floor mat at bedside:	No	Yes
G. Patient/caregiver provided education about fall and injury risk factors and plan of care:	No	Yes
