
SOAP NOTE Clinical documentation - confidential
One record per visit  |  page ____ of ____

PRACTITIONER PATIENT / CLIENT NAME DATE OF BIRTH CHART / FILE NO.

DATE OF VISIT VISIT NO. TIME IN TIME OUT DURATION VISIT TYPE LOCATION / SETTING

VISIT CONTEXT Initial visit Follow-up Reassessment Consent confirmed

OTHER / KEY VISIT NOTE

S SUBJECTIVE client report · symptoms & location · change since last visit · aggravating / relieving factors · relevant history updates

O OBJECTIVE observations · measurements · ROM / tests · interventions · regions treated · response

OPTIONAL BODY CHART - mark areas as needed

A ASSESSMENT clinical impression · functional limitations · progress toward goals · response to today's care

P PLAN treatment / care plan · frequency · self-care / home advice · referrals · goals · focus for next visit

PRACTITIONER SIGNATURE PRINTED NAME DATE & TIME NOTE COMPLETED

Documentation aid only. Adapt fields, consent language, retention requirements, and signing practices to your profession and jurisdiction.
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