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SIDE RAIL USE ASSESSMENT FORM

Client Name: _______________________________________________________Date: _______________________















RISK FACTOR
1.
Does side rails meet the FDA requirements in all 7 zones? 
                         YES       NO


















2.
Does the client’s attempt to get out of bed without help? 



YES 
NO

3.
Does the client have periods of agitation and confusion?



YES
NO

4.
Does the client have a history of falls from bed?



              YES 
NO

5.
Does the client have difficulty moving in bed?  




YES
NO

6.
Does the client have difficulty with poor trunk control and difficulty sitting                YES     NO

 
on the side of the bed?

7.
Does the client currently use the side rail for positioning or support?

YES
NO

8.
Does the client expressed a desire to have side rails raised while in bed for
YES
NO


safety and/or security?

9.
Does the client understand the purpose of side rails?                                             YES     NO

10.
Does the side rail present a higher risk to the client than falling out of bed?
YES
NO

ALTERNATIVES TO SIDE RAILS: 
· 1.  Physical therapy to enhance abilities for bed mobility.
· 2.  Lower the bed to lowest height

· 3.  Provide frequent monitoring at night.

· 4.  Provide assisted toileting for the client at night.

· 5.  Visual and verbal reminders to summon help.
· 6.  Other: 











RECOMMENDATIONS:
 Location: LEFT    RIGHT   BILATERAL    HEAD   FOOT         Use:   At night only   whenever in bed   Only with supervision
 (
Side Rails are appropriate and serve to promote independence.

(
Side Rails are requested by client/family or responsible party.
· Side rails are inappropriate at this time due to _____________________________________________.
· Side rails are indicated due to the following medical conditions/symptoms:__________________

The positive and negative aspects of side rail use have been discussed with the client and/or responsible parties 

and they understand risks and benefits to use of side rails and have received The Guide to Bed Safety Brochure. 



_______________________


Date:__________________

Client Signature



_______________________


Date:__________________
Responsible Party Signature




_______________________


Date:__________________
 Nurse Signature
