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SOAP Notes

Medical	  professionals	  gather	  and	  organize	  data	  in	  order	  to	  solve	  medical	  mysteries.	  You	  are	  an	  
emergency	  medical	  technician	  a9ending	  this	  baseball	  game,	  when	  the	  following	  scene	  plays	  
out.	  Use	  the	  following	  image	  to	  answer	  ques3ons	  1-‐4:

1)	  QUESTIONS:	  What	  quesAons	  might	  you	  ask	  about	  what	  happened?	  	  	  What	  might	  you	  ask	  
about	  how	  the	  injured	  person	  is	  feeling?	  

2)	  OBSERVATIONS:	  What	  visible	  clues	  of	  injury	  are	  present?	  What	  auditory	  (sound)	  clues	  of	  
injury	  might	  be	  present?	  What	  might	  you	  find	  out	  if	  you	  are	  able	  to	  palpate	  (feel)	  the	  
injury?

3)	  DIAGNOSIS:	  What	  is	  the	  most	  likely	  diagnosis	  for	  the	  injury?

4)	  TREATMENT:	  What	  are	  2-‐3	  treatments	  you	  might	  suggest	  for	  the	  injured	  person?

With	  a	  partner,	  share	  your	  responses.	  Then,	  imagine	  you	  are	  a	  doctor	  and	  the	  injured	  paAent	  in	  
the	  picture	  is	  only	  one	  of	  thirty	  paAents	  you	  see	  in	  a	  day.	  Discuss	  the	  ways	  that	  you	  think	  medical	  
professionals	  handle	  large	  amounts	  of	  informaAon	  and	  data.	  
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Medical	  professionals	  use	  a	  tool	  called	  the	  SOAP	  method	  to	  gather	  and	  record	  
informaAon.	  Read	  the	  following	  descripAon	  of	  a	  SOAP	  note	  (adapted	  from	  Wikipedia):

The	  SOAP	  note	  (an	  acronym	  for	  subjec/ve,	  objec/ve,	  assessment,	  and	  plan)	  is	  a	  method	  of	  documenta5on	  

employed	  by	  health	  care	  providers	  to	  write	  out	  notes	  in	  a	  pa5ent’s	  chart.	  Documen5ng	  pa5ent	  encounters	  in	  

the	  medical	  record	  is	  an	  essen5al	  procedure.	  Prehospital	  care	  providers	  such	  as	  EMTs	  may	  use	  the	  same	  format	  

to	  communicate	  pa5ent	  informa5on	  to	  emergency	  department	  clinicians.	  Podiatrists,	  Chiropractors,	  Physical	  

Therapists,	  Massage	  Therapists,	  among	  other	  providers	  use	  this	  format	  for	  the	  pa5ent's	  ini5al	  visit	  and	  to	  

monitor	  progress	  during	  follow-‐up	  care.

Subjective component

Ini5ally	  is	  the	  pa5ent's	  Chief	  Complaint,	  or	  CC.	  This	  is	  a	  very	  brief	  statement	  of	  the	  pa5ent	  (quoted)	  as	  to	  the	  

purpose	  of	  the	  office	  visit	  or	  hospitaliza5on.	  If	  this	  is	  the	  first	  5me	  a	  physician	  is	  seeing	  a	  pa5ent,	  the	  physician	  

will	  take	  a	  History	  of	  Present	  Illness,	  or	  HPI.	  This	  describes	  the	  pa5ent's	  current	  condi5on	  in	  narra5ve	  form.	  The	  

history	  or	  state	  of	  experienced	  symptoms	  are	  recorded	  in	  the	  pa5ent's	  own	  words.	  It	  will	  include	  all	  per5nent	  

and	  nega5ve	  symptoms	  under	  review	  of	  body	  systems.	  Per/nent	  medical	  history,	  surgical	  history,	  family	  

history,	  and	  social	  history,	  along	  with	  current	  medica/ons	  and	  allergies,	  are	  also	  recorded.

Objective component

The	  objec3ve	  component	  includes:

• Vital	  signs	  (pulse,	  respira5on,	  blood	  pressure)	  and	  measurements,	  such	  as	  weight	  and	  height

• Findings	  from	  physical	  examina5ons,	  including	  basic	  systems	  of	  cardiac	  and	  respiratory,	  the	  affected	  

systems,	  possible	  involvement	  of	  other	  systems,	  per5nent	  normal	  findings	  and	  abnormali5es.

• Results	  from	  laboratory	  and	  other	  diagnos5c	  tests	  already	  completed.

Assessment

A	  medical	  diagnosis	  for	  the	  purpose	  of	  the	  medical	  visit	  on	  the	  given	  date	  of	  the	  note	  wriSen	  is	  a	  quick	  summary	  

of	  the	  pa5ent	  with	  main	  symptoms/diagnosis	  including	  a	  differen5al	  diagnosis,	  a	  list	  of	  other	  possible	  diagnoses	  

usually	  in	  order	  of	  most	  likely	  to	  least	  likely.	  It	  is	  the	  pa5ent's	  progress	  since	  the	  last	  visit,	  and	  overall	  progress	  

towards	  the	  pa5ent's	  goal	  from	  the	  physician's	  perspec5ve.	  

Plan
This	  is	  what	  the	  health	  care	  provider	  will	  do	  to	  treat	  the	  paAent's	  concerns	  -‐	  such	  as	  ordering	  further	  labs,	  

radiological	  work	  up,	  referrals	  given,	  procedures	  performed,	  medicaAons	  given	  and	  educaAon	  provided.	  

This	  should	  address	  each	  item	  of	  the	  differenAal	  diagnosis.	  A	  note	  of	  what	  was	  discussed	  or	  advised	  with	  

the	  paAent	  as	  well	  as	  Amings	  for	  further	  review	  or	  follow-‐up	  are	  generally	  included.
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Post-‐Reading	  Ques3ons:	  	  Answer	  the	  following	  quesAons	  based	  on	  the	  reading:

1. 	  What	  are	  SOAP	  notes	  and	  why	  are	  they	  used?

2. 	  What	  are	  the	  differences	  between	  the	  Subjec3ve	  and	  Objec3ve	  secAons?

3. 	  What	  are	  the	  main	  components	  of	  the	  Assessment	  secAon?

4. 	  What	  do	  you	  think	  differenAates	  a	  successful	  and	  effecAve	  Plan	  from	  an	  unsuccessful	  or	  

ineffecAve	  one?

Post-‐Reading	  Check:	  	  Fill	  in	  the	  appropriate	  secAon	  for	  each	  descripAon	  below.

 _____________________	  These	  are	  things	  the	  paAent	  tells	  you.	  These	  observa3ons	  include	  
the	  paAent's	  descripAons	  of	  pain	  or	  discomfort,	  the	  presence	  of	  nausea	  or	  dizziness,	  when	  the	  
problem	  first	  started,	  and	  any	  other	  descripAons	  of	  dysfuncAon,	  discomfort,	  or	  illness	  the	  paAent	  
describes.	  

	  ________________________	  These	  observaAons	  include	  symptoms	  that	  can	  actually	  be	  
measured,	  seen,	  heard,	  touched,	  felt,	  or	  smelled.	  Included	  in	  objecAve	  observaAons	  are	  vital	  signs	  
such	  as	  temperature,	  pulse,	  respiraAon,	  skin	  color,	  swelling	  and	  the	  results	  of	  diagnosAc	  tests.	  

	  _____________________	  This	  is	  the	  diagnosis	  of	  the	  paAent's	  condiAon.	  In	  some	  cases	  the	  
diagnosis	  may	  be	  clear,	  such	  as	  a	  contusion.	  However,	  an	  assessment	  may	  not	  be	  clear	  and	  could	  
include	  several	  diagnosis	  possibiliAes.	  

	  _______________________	  This	  may	  include	  laboratory	  tests	  ordered	  for	  the	  paAent,	  
medicaAons	  ordered,	  treatments	  performed	  (e.g.,	  minor	  surgery	  procedure),	  paAent	  referrals	  
(sending	  paAent	  to	  a	  specialist),	  paAent	  disposiAon	  (e.g.,	  home	  care,	  bed	  rest,	  short-‐term,	  long-‐
term	  disability,	  days	  excused	  from	  work,	  admission	  to	  hospital),	  paAent	  direcAons	  (e.g.	  elevate	  foot,	  
RTO	  1	  week),	  and	  follow-‐up	  direcAons	  for	  the	  paAent.	  

Adapted	  from:	  h.p://www.physiciansoapnotes.com/
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A	  SOAP	  note	  may	  be	  organized	  in	  many	  different	  ways.	  Below	  is	  a	  guided	  template	  to	  organize	  
the	  informaAon	  that	  we	  will	  use	  to	  begin	  our	  first	  paAent	  case	  study.	  Review	  each	  category	  and	  
the	  informaAon	  that	  fits	  within	  each	  heading.
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In	  order	  to	  understand	  how	  to	  record	  subjecAve	  and	  objecAve	  data,	  assessment	  informaAon,	  
and	  the	  treatment	  plan,	  review	  the	  example	  on	  the	  following	  page.	  As	  you	  read	  through	  each	  
secAon,	  list	  any	  quesAons	  you	  have	  or	  helpful	  Aps	  to	  remember	  in	  the	  spaces	  below:

Subjective

Objective

Assessment

Plan
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Label	  each	  of	  the	  four	  parts	  as	  Subjec3ve,	  Objec3ve,	  Assessment,	  or	  Plan:

________________	  	  	  1.	  	  WT	  =	  210	  lbs,	  HT	  =	  60,	  BW	  =	  115	  lbs,	  Chol	  =	  255,	  BP	  =	  140/95	  	  

________________	  	  	  2.	  	  Obese	  at	  183%	  BMI,	  hypercholesterolemia,	  hypertension.	  

________________	  	  	  3.	  	  Long	  Term	  Goal:	  Change	  lifestyle	  habits	  to	  lose	  at	  least	  70	  pounds	  over	  a	  12	  month	  
period.	  Short	  Term	  Goal:	  Client	  to	  begin	  a	  1500	  Calorie	  diet	  with	  walking	  20	  minutes	  per	  day.	  Instructed	  Pt	  
on	  lower	  fat	  food	  choices	  and	  smaller	  food	  porAons.	  Client	  will	  keep	  a	  daily	  food	  and	  mood	  record	  to	  
review	  next	  session.	  Follow-‐up	  in	  one	  week.	  	  

_________________	  	  	  4.	  	  Pt.	  states	  that	  she	  has	  always	  been	  overweight.	  She	  is	  very	  frustrated	  with	  trying	  
to	  diet.	  Her	  20-‐year	  class	  reunion	  is	  next	  year	  and	  she	  would	  like	  to	  begin	  working	  toward	  a	  weight	  loss	  goal	  
that	  is	  realisAc.	  

Fill	  in	  the	  following	  chart	  with	  example	  quesAons	  that	  an	  excellent	  doctor	  would	  ask	  when	  
obtaining	  a	  person’s	  SubjecAve	  informaAon.	  The	  paAent	  has	  come	  in	  because	  she	  is	  
experiencing	  major	  headaches.	  

Subjective 
Category Example Questions

Signs	  &	  Symptoms

Past	  Medical	  History

Events	  leading	  to	  illness

Radia5on

Character

Dura5on

Exacerba5ng	  Factors

Relieving	  Factors
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