Soap Note Template

I. Subjective Data

A. Chief Complain (CC):

B. History of Present Illness (HPI):

C. Last Menstrual Period (LMP- if applicable)

D. Allergies:

E. Past Medical History:

F. Family History:

G. Surgery History:

H. Social History (alcohol, drug or tobacco use):

I. Current medications:

J. Review of Systems (Remember to inquire about body systems relevant to the chief complaint and HPI)

II. Objective Data

Please remember to include an assessment of all relevant systems based on the CC and HPI. The following systems are required in all SOAP notes. You will proceed to assess additional pertinent systems.

Vital Signs/ Height/Weight:

General Appearance:

HEART:

RESP:

A. Assessment

Differential Diagnosis (includes rationales and cites sources)

1.
2.
3.

Medical Diagnosis

1.

B: PLAN

1. Prescriptions with dosage, route, duration, and amount prescribed and if refills provided
2. Diagnostic testing
3. Problem oriented education
4. Health Promotion/Maintenance Needs
5. Cultural & Life span considerations
6. Referrals

Follow-Up Plans (When will you schedule a follow-up appointment and what will you address in the subsequent visit? Follow-up in 2 weeks; and plan to check annual labs on return to clinic (RTC))

References: Please include at least 3 evidence-based sources in APA format

