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Audit Tool: Falls


Auditor’s Name/Title: ____________________________		Date: __________________			Unit: ____________

	Resident’s Name
	Room #
	Has the Resident Had a Fall in the Past 3 months?
(Yes/No)
	Date of Most Recent Fall Risk Assessment
	Fall Risk CCP reflects current 
Plan of Care


(Yes/No)
	List Resident Specific Fall/Injury Prevention Measures 
	On Observation, are the Fall/Injury Prevention Measures in Place

(Yes/No)
	Does the CNAAR Reflect the Fall/Injury Prevention Measures
(Yes/No)
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