
Doctor’s Office  
Fall Assessment 

 
 
Patient Name:________________________  
Date:_______________________ 
 
 

1.  Have you fallen in the past 12 months? Yes / No 
 

2. Do you have any Dizziness or  Balance 
problems?  Yes / No 

 
 
1. Se ha callido en las ultimos 12 meses?  Si / No 
 
2.  Ha tenido mareos?  Si / No 

 
 
 


