FallScape Referral Form

Participant: Referred to:
DOB:

Address: Address:
Phone: Phone:

Email: Email:

CDC STEADI Falls Risk Questions

(1 Have you fallen in the past year? 1Yes [INo

1 Do you feel unsteady when standingor [JYes [INo
walking?

1 Do you worry about falling? 1Yes [INo

If the participant answers “yes” to any of the above questions, he or she is at risk of
falling.

Other
Other reason for referral:

Other relevant information:

Referred by:
Date:

1 This person is aware that a falls prevention leader will be in contact.

Vermont Department of Health
(802)863-7227
VTEMS@vermont.gov

108 Cherry St, Suite 201
Burlington, VT 05402

Fax: (802)863-7577

Adapted from the Center for Disease Control and Prevention’s STEADI Toolkit.
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