
SOAP Progress Notes Clinical Documentation Template
Confidential client record

Patient Name Date of Birth

Date of Visit Patient ID

Practitioner Visit Type

S Subjective Chief complaint, symptoms, pain, function, changes since last visit

O Objective Observation, range of motion, palpation, special tests, outcome measures

A Assessment Clinical impression, progress against goals, contributing factors

P Plan Treatment provided, home program, goals, referrals, next appointment

Signature AHPRA Registration No. Date Signed

Store completed notes securely in line with the Australian Privacy Principles. Free template from caspen.com
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