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BED RAILS INITIAL ASSESSMENT FORM – STAGE 1

	SURNAME:

	FORENAME: 
	DOB:


	NHS NUMBER: 

	FRAMEWORK I NO:
	GP:


	HEIGHT:
	WEIGHT:
	BMI:



A COPY MUST BE KEPT IN THE PERSON’s RECORDS/CARE PLAN AND A COPY TO ACCOMPANY THE PERSON

INITIAL ASSESSMENT          
	Check and tick (  ) the following
	Yes
	No

	1.  Is the person at risk of falling out of bed?
     Rationale:

	
	

	2. Does the person independently transfer out of bed?
    Rationale:

	
	

	3. Does the person have the potential to climb over the top of the bed rails or out 
    of the bottom of the bed?
    Rationale:

	
	

	4. Does the person’s movement pose a risk, e.g. spasm, balance etc?
    Rationale:

	
	

	5. Does the person’s current behaviour present a risk, e.g. confusion, agitation,
    challenging behaviour, self-injurious behaviour, lack of awareness of potential
    damage?
    Rationale:

	
	

	6. Does the person’s physical size present a risk, e.g. entrapment of any part of  
    the body? Check if they meet criteria for atypical anatomy (under 146cm in   
    height or less than 40Kg in weight or BMI less than 17)
    Rationale:

	
	

	7. Does the person have a complex medical condition, e.g. brittle bone  
    syndrome, osteoporosis, epilepsy, dislocated hips, tracheotomy?
    Rationale:

	
	

	8. If provided is the person likely to use the bed rails for supporting, turning,  
    sitting up?
    Rationale:
	
	

	9. Is the person left unsupervised and does this pose a risk? i.e. can they raise  
    help? 
    Rationale:

	
	



	Check and tick (  ) the following
	Yes
	No

	10. Is there any other relevant information e.g. historical information, sensory 
      needs, existing bed area equipment which may affect risks.
      Rationale:

	
	

	

	11. Following this assessment are bed rails suitable for reducing the risk to the  
      person? (Provide rationale if any answer is  
      outside of the grey box)
      Rationale:

	
	

	12. Have alternative methods of bed management been considered? 
      Rationale:

	
	

	

	13. Has the patient or family requested the provision of bed rails?
      Rationale: 

	
	

	14. Does the patient require bed rail bumpers to reduce risk?
      Rationale:

	
	

	15. Are mattress infills required?
      Rationale:

	
	

	
16. Where will the bed rails be used?
     (please tick)

	Residential 
Home


	Nursing Home
	Own Home
	Other

	Type of bed:

	Type of rail:

	

	Bed rails to be fitted? (please tick)
	Yes
	
	        No 
	
	

	If no please detail any alternative methods:


	Assessors Name:

	Designation:

	Signature:

	Date /Time:

	Remember to email a copy of the form to the Authoriser

	

	72 hour review to be completed by:

	Reviewer:

	Team:

	Tel. No

	Base:

	For any transfer of care, the prescriber must ensure that a nominated clinician accepts the referral for the 72 hour review.
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