
SOAP Notes for Therapy Therapy Session Record
Confidential client record

Client Name Date of Birth

Session Date Time / Duration

Client ID Session No.

Therapist Format

Diagnosis (ICD-10) CPT Code

S Subjective Client's report, presenting concerns, mood, quotes, changes since last session

O Objective Presentation, behavior, affect, mental status, outcome measures (e.g. PHQ-9, GAD-7)

A Assessment Clinical impression, progress toward goals, medical necessity, barriers

P Plan Interventions used, homework, goals, referrals, next session

Risk Assessment Self-harm, suicide, harm to others, safeguarding

None identified Low Moderate High

Notes:

Signature License No. Date Signed

Store completed notes securely in line with HIPAA and your state's record-keeping rules. Free template from caspen.com
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