
 

Sample SOAP note 

A lengthy and short example of a well-written, descriptive SOAP note is provided below. 

Both meet minimum documentation standards and are acceptable for use.   

Note!  A handful of commonly used abbreviations are included in the short note.  Please 

be mindful of these and use sparingly.  For example, SI for suicidal ideation is a common 

industry abbreviation, whereas SO has multiple meanings (e.g., significant other, sex 

offender) and should be avoided.  Three abbreviations that are often used are:  

sx= symptoms    tx= treatment    AEB= as evidenced by  

 

Subjective 

Describe the presenting problem/reason for the visit.  Include information provided by the client 

regarding their experience and perceptions about symptoms and needs. Use the client’s own 

words when possible. 

Lengthy example: 

Client presents for second therapy session via tele video due to ongoing depressive symptoms 

since boyfriend broke up with her 3 months ago. Client stated “I’m distracted and tired all day.”  

Client reports experiencing feelings of sadness and crying uncontrollably at unexpected times 

when she has thoughts of her ex-boyfriend. Client states she is drinking regularly “because it 

makes me feel numb”. Client reports feeling ashamed of recent break up and feels she is 

burdening her best friend by talking too much about him.  Client stated “I should be over him 

by now but I’m not.” Client denies suicidal ideation or risk of harm to others.   

Short example: 

Met with clt for telehealth session related to depression and ongoing alcohol use following a 

break up.  Clt reports low energy, easily distracted, fatigued and feelings of shame.  Clt denied SI 

or HI.  

 

  

 

 



Objective 

Identify your observations of the client in today’s session and your factual observations of the 

client’s progress towards treatment goals. 

Lengthy example: 

Client was tearful during session with a sad affect and required pauses in conversation to 

compose herself. She was engaged in session and able to give thoughtful, reflective responses 

when sharing history regarding her behaviors and mood over the past week. Client reported 

depression is currently measuring an 8 on a scale of 1-10, which is 1 point higher than last week. 

Client reports no change in alcohol use. Client reported she did not complete homework to 

engage in journaling and walk outside to help cope with depressive symptoms.   

Short example: 

Clt is tearful with sad affect.  Sx worsened since last visit AEB 8/10 rating of depression, did not 

complete homework or make significant progress towards goal. No change in alcohol use. Clt 

was engaged in session and able to reflect on situation and limited coping.  

 

 

 

Assessment 

Describe your assessment of the situation, the client’s condition, prognosis, and progress in 

achieving treatment plan goals/objectives. 

Lengthy example: 

Client’s depressive symptoms appear to have worsened since last week’s visit. Pre-contemplative 

regarding substance use and denies need for change. She continues to ruminate about break up 

with boyfriend and is struggling to attend to self-care and work. Client displays limited ability to 

use coping strategies while experiencing feelings of depression that are consistent with the 

presence of a Major Depressive Disorder, however she is motivated towards her goal to 

decrease depressive symptoms and connect with others.  

Short example: 

Limited coping skills in place with lack of progress in sx management or alcohol use. Remains 

motivated.  Continues to meet criteria for Major Depressive Disorder.  

 

 

 



 

Plan 

Describe your intervention and the client’s response to the intervention during the session.  

Identify the plan for next steps/follow-up that align with the treatment plan. 

Lengthy example: 

Therapist provided empathic listening and education regarding thought stopping and reviewed 

presence of cognitive distortions including mental filtering and ‘should’ statements. Client was 

agreeable to increasing use of CBT techniques as well as starting meditation exercises outside of 

therapy sessions. Resources for meditation provided to client. Open-ended questions used to 

reflect on alcohol misuse yet client reluctant to engage. Client reported feeling more confident 

in ability to cope with symptoms of depression after receiving information. Client will meet with 

me again in one week to continue to work towards decreasing depressive symptoms, reflecting 

on substance use and to improve functioning at work.  

Short example: 

Provided education on cognitive distortions using CBT approach.  Discussed future use of 

meditation. Used Motivational Interviewing principles to reflect on alcohol use. Clt reported 

feeling more confident in efforts to reduce depression but was reluctant to engage in discussion 

around alcohol use.  F/U with tx in one week for ongoing sx management and focus on 

improving functioning at work and home.   

 


