
 

 

BH Nursing Assessment Workflow 

Avel eCare Behavioral Health Direct Line: 1-844-250-7302 
Bedside Requirements: 

• SBAR 
• Equipment for video encounter 
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1)  Confirm Patient Information 

 a. Admit Date/Time & Legal Hold Status 

2) Confirm Situation Leading to Hospital 

3) Intake of onsite team’s assessment 

4) Critical Information Including:  

 a. Diagnosis/Presenting Problem (Primary Psych Dx) 

 b. Mental Status & Risk Assessment 

  i.  Suicide Risk iii.  Self-Harm Behavior 

  ii. Homicidal Ideation or Aggression iv. Psychosis or Delusion 

   

Avel Triage Assessment - Psych Handoff 

Avel nurse calls on-site Team and gathers the following information: 

 c. Medications and Compliance 

  i.  Current Psychiatric & Medical Meds 

  ii. PRNs Given During Shift 

  iii. Changes in Medication Regimen 

 d.  Labs 
 

5) Hindrance to Discharge 

 a. Collateral or Family Support 

 b. Treatment Team Disposition Recommendations 


