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SOUTH MANCHESTER COMMUNITY FALLS TEAM REFERRAL FORM
Please complete the form in full or it will be returned. 

	Patient Name
	
	Next of Kin/Carer
	

	Date of Birth
	(must be 60 or over)
	Relationship
	

	NHS Number
	M/F
	Contact Tel No
	

	Address 
	(no residential or NH residents)
	GP Practice/Name
	              (South Manchester GP’s only) 

	
	
	GP Address
	

	
	
	
	

	Postcode
	
	GP Tel No
	

	Contact Tel No
	
	Language  
	

	Ethnicity
	
	Is a male/female interpreter needed?   Y / N


The service aims to triage all referrals within one working day of receipt. We are not an emergency service.  Please refer to 999 or urgent care if this is needed initially.  
	FALLS RISK ASSESSMENT TOOL

	
	Score 1 for every category and total at the bottom of the two columns
	Yes
	No

	1.
	Is there a history of any fall in the previous year?

How assessed?    Ask the person
	
	

	2.
	Is the patient/client on four or more medications per day?

How assessed?   Identify number of prescribed medications
	
	

	3.
	Does the patient/client have a diagnosis of stroke or Parkinson’s?

How assessed?   Ask the person
	
	

	4.
	Does the patient/client report any problems with their balance?

How assessed?   Ask the person
	
	

	5.
	Is the patient/client unable to rise from a chair of knee height?

How assessed?   Ask the person to stand up from a chair of knee height without using their arms
	
	

	TOTAL
	Level of predicted risk               
3-5 = higher falls risk     
<3 = minimal risk

	
	


PLEASE ENSURE YOU INCLUDE A COPY OF PAST MEDICAL HISTORY AND DRUG HISTORY.
Why are you referring this patient to the service?-  MDT Assessment ( without medical input) / Home Exercise/ Environmental Assessment          
Other (please state)________________________________________________________________________________
Has the patient fallen in the past year?  Y /N   How many times?         ______________________________
Are there any other services currently involved with this patient?
Community Physio /  MacMillan /  Intermediate Care/ Day Hospital etc.             _________________________________          
Does the patient have any sensory impairments? Y / N Details___________________________________________
Does the patient have any cognitive / dementia / mental health issues? Y /N Details _________________________
Are there any risks / staff safety / safeguarding / capacity issues? Y/N Details ______________________________
Social situation? ________________________________________________________________________________
Medical summary and any other relevant information e.g. How do you feel the falls team can help? How did the falls 
happen? Any injuries / follow ups etc. ________________________________________________________​​​​​​​​​__________
_______________________________________________________________________________________________
	Referrer’s

name and designation
(Print)
	
	Referrer’s service and contact number
	
	Referral Date & Time
	


Once completed please fax or email to the Falls Prevention Service at Wythenshawe Office
Fax: 0161 946 9427

Tel: 0161 946 8227            Email: smu-tr.uhsmcommunityrehab@nhs.net
