
Name:______________________________ 
Occupa,on:__________________________ 
Date of Birth:_________________________ 

Exis%ng or Relevant Previous Condi%ons 

*If you answered yes to any of the ques%ons above, please explain and give approximate dates:________________________________________ 

________________________________________________________________________________________________________________________ 

Describe ANY OTHER CONDITIONS:___________________________________________________________________________________________ 

________________________________________________________________________________________________________________________ 

FALL RISK ASSESMENT 

Have you fallen in the past 12 months?          If yes, how many ,mes ______ 

Did the fall result in injury?    



Name:____________________________ 

Date:_____________________________ 

SURGICAL HISTORY 

Body region     Surgery Type     When (month, date, year) 

______________________  ______________________  ______________________  

______________________  ______________________  ______________________  

______________________  ______________________  ______________________  

______________________  ______________________  ______________________  

CURRENT MEDICATIONS 

Drug    Dosage   Frequency   Route   Reason for taking 

___________________ ________________  ______________  ____________  ___________________________ 

___________________ ________________  ______________  ____________  ___________________________ 

___________________ ________________  ______________  ____________  ___________________________ 

___________________ ________________  ______________  ____________  ___________________________ 

___________________ ________________  ______________  ____________  ___________________________ 


