
 OT SOAP Template — 2 Pts/Pg 

Name DOB Visit #: 

Therapist: Date: Diagnosis/Condition: 

Subj 

CC Pain Level: 
 /10 

Functional Changes: 

Obj 

Observations: ROM: 

Strength Assessments: Functional Performance: Assistive Devices:​

Assessment & Plan 

Clinical Interpretation: 

Progress: Factors Affecting Progress: 

Treatment Plan: Frequency/Duration: 

Home Program: Referrals/Consultations: Next Session Focus:​

Signature: Date: 

Name DOB Gender: 

Therapist: Date: Diagnosis/Condition: 

Subj 

CC Pain Level 
 /10 

Functional Changes: 

Obj 

Observations: ROM: 

Strength Assessments: Functional Performance: Assistive Devices:​

Assessment & Plan 

Clinical Interpretation: 

Progress: Factors Affecting Progress: 

Treatment Plan: Frequency/Duration: 

Home Program: Referrals/Consultations: Next Session Focus:​

Signature: Date: 
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