
 
 
 
                                                                                                                                                                                   
 
 

 

Health Care Directive:  Yes  No ACP status:  R  M  C  NA 
 

Schmidt Falls Risk Screening Tool: Complete this assessment to identify the Level of Risk the patient may Experience 

Risk 
Factors 

Response:  
If more than one response applies, Select ONE 
response with the HIGHEST score 

Score 
(circle) 

Risk 
Factors 

Response:  
If more than one response applies, Select ONE 
response with the HIGHEST score 

Score 
(circle) 

1. 
Mobility 
 

▪ Ambulates with no gait disturbance 
▪ Ambulates or transfers with assistive device or 

assist 
▪ Ambulates with unsteady gait and no assistance 

▪ Unable to ambulate or transfer 

0 
1 
1 
0 

4.  
Prior 
Fall 
History 
 

▪ Yes- Before admission  
    (home/previous in-patient care) 
▪ Yes - During stay in ED.  
▪ No 
▪ Unknown 

1 
 
2 
0 
1 

2.  
Cog-
nition 
 

▪ Alert, orientated x 3 
▪ Periodic confusion 
▪ Confusion at all times  
▪ Comatose 1 Unresponsive 

0 
1 
1 
0 

5. 
Current 
Medi-
cations 

▪ Any Meds for: sleep, mood control, 
antiarrhythmics, anti-hypertensives, 
diuretics, diabetes, seizures, narcotics  

▪ None of the above medications 

1 
 
 
0 

3. 
Elimi-
nation 

▪ Independent in elimination 
▪ Independent with frequency or diarrhea 
▪ Needs assistance with toileting 
▪ Incontinence 

0 
1 
1 
1 

Total Score: ___________________________________________ 
For Score of 3 or greater, Implement Falls Prevention and 
Management Protocol.       Implemented  YES    NO  NA 

Required Measures Additional Recommended Measures 

 Universal Interventions for all patients     
 Hourly Rounding for all patients 
 If mobility risks present, Mobilize with assist     
 If mobility risks present, Ensure appropriate gait aid  
 If cognition is compromised, use Distraction and Insight 
 If risks present related to elimination, Commode/Urinal/Toileting 
 If history of prior falls, Lying/Standing B.P 
 If on any medications listed above, Medication review  

 Information given to Consult Physiotherapy in the community 
 Information given to Consult  Occupational Therapy in the  

      community 
 Educational materials provided 

Signature of Nurse Completing Falls Risk Assessment: 
________________________________________________ 
Date: ______________________Time: ________________ 

If admitted, Receiving Unit aware of high falls risk score    

                           Yes  No  
If discharged, Recommendations to mitigate fall risk provided    
                              Yes  No  NA 

Reassessment: Date & time _____________________ 

Reassessment Reason & Score: ____________________ 

Signature:__________________________________ 

 

Guide to CTAS Acuity Levels: 

High risk mechanism:    
o General trauma: Y / N  
o Possible head trauma: Y / N  
o Possible C-spine injury: Y / N  
           Yes (2)   No  

Respiratory distress:   
 

 Severe (1)                   Moderate (2)        
 Mild/Moderate (3)      None (4,5) 

Hemodynamics Stability: 
 Severe end organ hypoperfusion (1) 
 Borderline perfusion (2) 
 VS upper & lower limits normal (3) 
 Normal Vital signs (4,5) 

Level of Consciousness/Neuro: 
 Unconscious GCS 3-9 (1) 
 Altered LOC GCS 10-13 (2) 
 Normal GCS (3, 4, 5) 

Pain Scale 
Central Peripheral 

      Acute       Chronic       Acute       Chronic 
 Severe 8-10 (2) 
 Mod. 4-7 (3) 

 Mild 0-3 (4) 

 Severe 8-10 (3) 
 Mod. 4-7 (4) 

 Mild 0-3 (5) 

 Severe 8-10 (3) 
 Mod. 4-7 (4) 
 Mild (0-3) (5) 

 Severe 8-10 (4) 
 Mod. 4-7 (5) 

 Mild 0-3 (5) 

SECOND ORDER MODIFIERS TO CONSIDER: 

Known Bleeding Disorder, Blood Glucose Level, Hypertension, Dehydration, Mental Health, Pregnancy Related 
(over 20 wks.) 
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Triage and Emergency Department Record 

Date: Critical First Look Scan (how patient presented) Time of Triage:                                                                          

Language(s): ___________________________________ 

Subjective: 

____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________ 
Objective: 

____________________________________________
____________________________________________
____________________________________________
____________________________________________ 
Medical/Surgical History:  Healthy  
____________________________________________
____________________________________________
____________________________________________ 
Fall in the last year  Yes    No 

Allergies  None or  Yes (list and describe reaction) 
 

 

Allergy Alert identifier applied    Yes  No  N/A 

Immunizations: Up to Date      Yes   No   Unknown    
Last Tetanus/Diphtheria: 

Medications Dosage Times taken Last dose 

    

    

    

    

    

    

    

    

    

    

Information Source:   Patient   Family  DPIN   ERIK   
 eChart   Other: 

Medication list continued on:   Vital Signs Sheet   BPMH 
NB: Complete Medication Reconciliation forms for ALL patient’s being Admitted 

Mechanism of Injury/EMS Report: ______________________________________________________________________ 
General trauma: Y / N; Possible head trauma: Y / N; Possible C-spine injury: Y / N High risk mechanism  Yes   No 

EMS Treatment Prior to Arrival:   
 

Airway: Hemodynamic Stability: Level of Consciousness: Vital signs: 

 Patent  
 Obstructed 
 Stridor                             
 Normal         
 Deep       
 Shallow       
 Rapid       
 Slow 
 Breathing with ease        
 Labored                         
 Accessory Muscle 
 Audible wheeze             
 Tracheal tug   

 Capillary Refill: _______sec.  Alert  
 Verbal 
 Drowsy  
 Responds  

      to Pain 
 Lethargic 
 Unconscious 
 Seizure  

      Activity 
 Confused 
 Combative 
 Flat Affect 
 Anxious 
 Oriented  

      X______ 

Speech: 
 Coherent 
 Incoherent 
 Silent  
 Slurred 

 
Gait: 

 Normal      
 Ataxic     
 Unable 

 
 See 

neurological 
record  
 

 

Temp _____________    
Route _____________       
 

Pulse _____________     
  reg   irreg 

 

BP L arm __________  
BP R arm __________         
 

Resp. R.: __________  
            

SpO2: _____________ 
 R/A  O2 @ _________ 

 

Weight: _________kg  
Height: ____________ 
 

Blood Glucose: ______ 

Skin Colour 
 Normal      
 Pale           
 Cyanotic     
 Flushed    
 Jaundiced 

Bleeding 
 None 
 Present 

Est. Blood 
Loss:____mls 

Skin Moisture 
 Normal    
 Dry               
 Moist     
 Diaphoretic 

 
Skin Temp 

 Normal 
 Hot 
 Cool 
 Cold     

NB: If applicable, proceed to 
standardized care map 

 Yes  No Name: ____________ 

Pain Scale:  Patient rates as (circle one): 

0      1      2      3      4      5      6      7      8      9      10 

CTAS Acuity Levels/ 
Priority 
 

 Level 1 Resuscitation 
 Level 2 Emergent 
 Level 3 Urgent 
 Level 4 Less Urgent 
 Level 5 Non Urgent 

Presenting Complaint 
(CEDIS): _______________ 
 

Infection Control: Positive for current screening criteria 
(e.g., febrile respiratory illnesses, Ebola):    Yes  No 
Type:____________________________________________ 
Isolation Precautions:  Yes   No Type: ______________ 

Triage Treatment:  
 None   Wound Care   

Splint   Sling   Ice   
 Other (specify): _______ 

_______________________ 

Disposition post 
triage: 

 Directed to ED Waiting Area 
 Directed to Treatment Area 

 Instructed to return to Triage desk PRN 
 Patient has met criteria for Nurse Managed Care                           

Nurse Signature & Designation: 
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Triage Reassessment for patients in ED Waiting Area 
       CTAS Guideline for Triage Reassessments: Level 1 continuous; Level 2 q15 min; Level 3 q30min; Level 4 q60min; Level 5q120 min 

Time T P R BP SpO2 RBS Observations/Interventions/Outcomes √ No change Initials 

          

          

          

          

          

          

          

          

          
 

Date & Time to treatment area:  

_____________________________ 

 N/A If the patient is triaged in 
treatment room by the same nurse.  

FOCUSED SECONDARY ASSESSMENT 
Systems identified below that are shaded are assessed for every patient. 
If documentation areas provided are insufficient for the narrative, use vital signs and 
progress notes section. 

For non-regional centres only: See Nursing Admission History  Yes    No 
 

Vital Signs:  Temp/route: _____________ Pulse: _______ Resp: _______ SpO2: ________ BP: L __________ R _________  

Neurological (e.g.):  
Alertness/orientation; Behavior; 
Motor & sensory; Pain; Speech  

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 

Respiratory (e.g.): 
Resp. rate & quality; Air entry; 
Chest sounds; Work of breathing 

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 

Cardiovascular (e.g.):   
Skin; Pulses; BP; Edema; Pain; 
Cap refill; Cardiac rhythm 

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 

Psychosocial (e.g.): 
Behaviour; Mental health status; 
Substance misuse; Community 
services (e.g., Home Care) 

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 

Gastrointestinal (e.g.):  
Nausea/vomiting/emesis; Pain; 
BMs; Inspect/auscultate/palpate  

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 

Genitourinary (e.g.):   
Bladder; Urine; Pain; Perineum 

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 

Reproductive (e.g.):   
Menses; Pregnancy; 
Female/Male organs 

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 

Eyes/Ears/Nose/Throat (ENT):  
Pain; Visual acuity; Discharge; 
Trauma; Aids  

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 

Musculoskeletal (e.g.):   
Mobility; Aids; Pain; ROM 

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 

 

Integumentary (e.g.):   
Skin integrity/conditions;   

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 

Nurse Signature & Designation: __________________________________________________________________ 
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Vital Signs and Progress Notes 

Time BP T 
ST Seg-
ment / 

Rhythm  

P 
Radial/ 
Screen 

RR SpO2 
Pain 
(0-10) 

Observations/Interventions/Outcomes 
NB: All medications administered to be recorded on the 

Medication Administration Record (MAR) 

NURSE 
Initials 
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