Psych Scribe SOAP Note Template

Introduction:
SOAP notes are a widely used documentation format in therapy. They help structure session
notes clearly and concisely, ensuring key details are captured while maintaining efficiency.

SOAP Note Structure

S — Subjective:
Client’s report, feelings, or statements about their condition or progress. This can include direct
quotes.

Example: "I've been feeling really anxious at work and can’t focus.”

O - Objective:
Clinician’s observations, measurable data, or assessments during the session. This includes
mood, affect, body language, or formal assessment results.

Example: Client appeared restless, frequently shifting in their seat. Affect was tense, with limited
eye contact.

A — Assessment:
Clinician’s interpretation of the session. This includes diagnosis updates, client progress, or
analysis of symptoms.

Example: Client’s anxiety appears to be increasing, particularly in work-related settings.
Continued difficulties with concentration may indicate heightened stress response.

P - Plan:
Next steps, interventions, or assignments for the client. This includes follow-ups, homework, or
changes to treatment.

Example: Encouraged client to practice grounding techniques. Assigned deep breathing
exercises for work stress. Next session to explore workplace triggers further.

Tips for Efficiency:

Keep notes concise but clear.

Use shorthand where appropriate.

Write notes soon after the session to ensure accuracy.
Focus on clinically relevant details.
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