
SALISBURY DISTRICT HOSPITAL
WARD OR DEPARTMENT - CUSTOMISE THIS HEADING BEFORE PRINTING THIS FORM
OCCUPATIONAL THERAPY

RISK ASSESSMENT – HOSPITAL BED


Diagnosis:………………………………………………
………………………………………………………………………………………………………………………
Reasons for need of a hospital bed: …………………………………..……………………………………
…………………………………………………………………………………………………………………….
…………………………………………………………………………………………………………………….
Other options considered and reasons why these are not suitable:
…………………………………………………………………………………………………………………….
………………………………………………………………………………………………………………………
Patients height:.........................(cm)                  Weight: ………………………………(Kg)
	What mattress is required?

If an air mattress is required please consider extended height bed rails.
	Air mattress
Propad mattress
(Please delete as required)

	Are bed rails indicated?


	Yes                              No

If yes please see bed rail assessment.

	Is the patient /carer able to use controls of the bed?
(please delete as appropriate)
	Yes                              No

	Bed demonstration by: OT / requested Medequip. 
Including electrics, controls, brakes.
To: patient/ carers (please delete as appropriate).

	Yes                              No

If no give reasons: 

	Potential hazards discussed with patient /carers 


	Yes                              No

If no give reasons: 


	Environmental issues assessed e.g. appearance of wiring and floorboards, access to electric sockets and use of extension of leads? 
	Yes                              No

If no give reasons: 


	Environmental visit completed?


	Yes                              No

If no give reasons: 



Signature…………………………………………….
Name…………………………………..

Profession…………………….……………………..
Contact number……………………….
Date………………………………………………….. 
Time……………………………………
Sally Hall May 2008                                            
ABC





Patient Label











Date of Assessment…………………………..








