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Have you had afall in the last year?

Have you had 2 or more falls in the last year?

In the last year, have you had a fall that resulted in injury?

Have you been advised to use a cane or a walker to ambulate safely?
Do you sometimes feel unsteady when walking or standing?

Do you hold onto furniture to steady yourself when walking at home?
Are you worried about falling?

Do you need to push with your hands to stand up from a chair?

Do you have some trouble stepping up onto a curb?

Do you often have to rush to the toilet?

Have you lost some feeling in your feet?

Does your medicine sometimes make you light-headed or more tired than usual?

Do you often feel sad or depressed?
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