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	[bookmark: _Hlk112333780]Physical functions

	1. Can you getting on and off the bed safely and effortlessly？
 Yes      No
2. Can you rising from the chair and sitting down safely and effortlessly?
 Yes      No
3. Can you go to the toilet safely and effortlessly?
 Yes      No
4. Is it possible to take a bath safely and effortlessly?
 Yes      No
5. Is it possible to reaching/Carrying the commonly used items effortlessly without inducing a fall?
 Yes      No
6. Can you bend down to pick up small objects such as paper and coins on the ground?
 Yes      No
7. Is it possible to take food from the kitchen to the table safely and effortlessly?
 Yes      No
8. Are the shoes usually worn comfortable and non-slip?
 Yes      No
9. Can you easily put on and off pants, skirt, shoes and socks?
 Yes      No
10. Can you go up and down stairs smoothly (assistive device can be used, such as rails)?
 Yes      No
11. Can you cross obstacles smoothly?
Yes      No

	General conditions

	1. Is the sleep quality good?
   Yes      No
2. Is it easy to fatigue during daily activities?
   Yes      No
3. Do you have the habit of going to the toilet at midnight?
   Yes      No
4. Do you have the habit of exercising for more than half an hour daily?
   Yes      No
5. Are you fear of falling?
   Yes      No

	Contexts

	1. Is there flat ground at home?
Yes      No
2. Is there debris clustered on the ground?
   Yes      No
3. Is there any water residual on the ground frequently?
   Yes      No
4. Is it convenient to switch on and off the light in the bed?
   Yes      No
5. Is it well-lit corridor, house, and community?
 Yes      No
6. Is there an immobilized non-slip mat in the bathroom or toilet?
   Yes      No
7. Are there Handrails installed in the bathroom or toilet?
   Yes      No
8. Have you learned about fall prevention heretofore?
   Yes      No

	Health-related issues and medication

	1. Do you have dizziness and vertigo?
Yes      No

	2. Do you have arthrodynia of lower extremity?
Yes      No
3. Do you have any ROM (Range of motion) limitation or deformity of lower extremity?
Yes      No
4. Do you have any vision problems?
Yes      No
5. Do you toilet frequently for bowel and bladder dysfunction?
Yes      No
6. Do you have any numbness and pain in lower extremities for cervical and/or lumbar disease?
Yes      No
7. Do you have a history of brain injury and cerebrovascular accident (CVA)?
Yes      No
8. Are you taking antiepileptic drug (AED)?
Yes      No
9. Are you taking antipsychotic?
Yes      No
10. Do you have a history of fall?
Yes      No
11. Chronic disease (Tick where relevant):
☐ Alzheimer’s Disease
☐ Parkinsonian Syndrome
☐ Coronary Heart Disease
☐ Chronic Obstructive Pulmonary Disease (COPD)
☐ Osteoporosis
☐ Diabetes Mellitus



