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Nurse Practitioner SOAP Note
Outpatient NP visit: family, adult, pediatric or psychiatric practice







Commure Scribe Template Style Guide
Reference for applying Commure Scribe formatting to Word documents





PROVIDER AND VISIT
	RENDERING PROVIDER
	[NP Name], [Credentials, such as FNP-C]

	NPI
	

	DATE OF SERVICE
	[MM / DD / YYYY]   Time: [__:__]

	VISIT TYPE
	☐  In-person     ☐  Telehealth

	BILLING PATH
	☐  Own NPI     ☐  Incident-to under [Supervising Physician]

	SUPERVISING OR COLLABORATING PHYSICIAN
	[Name, credentials]  (if required by your state or billing path)



PATIENT INFORMATION
	PATIENT NAME
	[Patient Name]

	DATE OF BIRTH
	[MM / DD / YYYY]

	MEDICAL RECORD #
	[MRN]

	PATIENT STATUS
	☐  New     ☐  Established



S   |   SUBJECTIVE: What the patient reports
	CHIEF COMPLAINT
	[In the patient's own words]

	HISTORY OF PRESENT ILLNESS
	

	CURRENT MEDICATIONS
	

	ALLERGIES
	

	PERTINENT REVIEW OF SYSTEMS
	

	SCREENERS
	PHQ-9: ___   GAD-7: ___   Other: ___



O   |   OBJECTIVE: What you observe and measure
	VITALS
	BP: ___/___   HR: ___   RR: ___   Temp: ___   SpO2: ___   Weight: ___

	EXAM FINDINGS
	

	RESULTS REVIEWED
	



A   |   ASSESSMENT: Diagnoses treated today
	PROBLEM 1
	[Diagnosis]   Status: ☐ Stable  ☐ Improving  ☐ Not at goal   ICD-10: [code]

	PROBLEM 2
	[Diagnosis]   Status: ☐ Stable  ☐ Improving  ☐ Not at goal   ICD-10: [code]

	PROBLEM 3
	[Diagnosis]   Status: ☐ Stable  ☐ Improving  ☐ Not at goal   ICD-10: [code]

	DIFFERENTIAL
	



P   |   PLAN: Next steps
	TESTS ORDERED
	

	TREATMENT AND PRESCRIPTIONS
	

	EDUCATION AND COUNSELING
	

	RETURN PRECAUTIONS
	

	FOLLOW-UP
	[Interval or date]



VISIT LEVEL SUPPORT
	LEVELING BASIS
	☐  Medical decision making (MDM)     ☐  Total time

	MDM SUMMARY
	Problems: ___   Data reviewed: ___   Treatment risk: ___

	TOTAL TIME ON DATE OF VISIT
	___ minutes. Includes: ☐ Record review  ☐ Exam  ☐ Counseling  ☐ Charting



PROVIDER SIGNATURE
	SIGNATURE
	[Provider Signature]  (handwritten or protected electronic; no stamps)

	CREDENTIALS
	[Credentials]

	DATE AND TIME SIGNED
	[MM / DD / YYYY]   [__:__]

	COSIGNATURE
	[Physician Signature, date]  (only if required by your state or billing path)



ADDENDUM OR LATE ENTRY
	ADDENDUM TEXT
	

	REASON FOR ADDENDUM
	[Correction, late entry or new information]

	DATE OF ADDENDUM
	[MM / DD / YYYY]

	AUTHOR AND CREDENTIALS
	[Name, credentials]



DISCLAIMER
This template is provided by Commure, Inc. for informational and educational purposes only. It does not constitute legal, medical, regulatory, or compliance advice. Healthcare regulations, including HIPAA, CMS requirements, and state laws, change frequently. This template may not reflect the most current regulatory requirements or be suitable for your specific practice, jurisdiction, or clinical situation.
Before using this template in a clinical or operational setting:
-  Have it reviewed by your compliance officer or legal counsel
-  Verify that it meets your state and local regulatory requirements
-  Customize it to reflect your organization's specific policies and procedures
-  Confirm that any referenced codes (ICD-10, CPT, HCPCS) are current-year editions
Commure, Inc. makes no warranties, express or implied, regarding the accuracy, completeness, or suitability of this template for any particular purpose. Use of this template is at your own risk. Commure, Inc. shall not be liable for any damages arising from the use of this template.
© 2026 Commure, Inc. All rights reserved.
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