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Activities- specific Balance Confidence Scale

The purpose of this scale is to assist us in evaluation your balance as it relates to your everyday activities.   Please indicate your level of confidence in performing the following activities without losing your balance or becoming unsteady. If this is something you do not normally do, report how confident you think you would be in performing this activity.  Rate your level of confidence on each item from:

0% = No confidence in your ability to perform the activity

100% = Complete confidence in your ability to perform the activity
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	Reach at eye level


	
	
	
	
	
	
	
	
	
	
	
	

	Walk around the house


	
	
	
	
	
	
	
	
	
	
	
	

	Get in and out of car


	
	
	
	
	
	
	
	
	
	
	
	

	Walk outside to nearby car


	
	
	
	
	
	
	
	
	
	
	
	

	Walk across parking lot


	
	
	
	
	
	
	
	
	
	
	
	

	Sweep the floor


	
	
	
	
	
	
	
	
	
	
	
	

	Up and down stairs


	
	
	
	
	
	
	
	
	
	
	
	

	Pick up slipper from floor


	
	
	
	
	
	
	
	
	
	
	
	

	Walk in crowded mall


	
	
	
	
	
	
	
	
	
	
	
	

	Walk up and down ramp


	
	
	
	
	
	
	
	
	
	
	
	

	Walk in crowd/ bumped


	
	
	
	
	
	
	
	
	
	
	
	

	Use an escalator holding rail


	
	
	
	
	
	
	
	
	
	
	
	

	Reach on tiptoes


	
	
	
	
	
	
	
	
	
	
	
	

	Stand on a chair to reach


	
	
	
	
	
	
	
	
	
	
	
	

	Use an escalator not holding rail


	
	
	
	
	
	
	
	
	
	
	
	

	Walk on icy sidewalks


	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	


