SOAP note template (therapy)
Client name or ID: 
Date: 
Start time: 
End time: 
Session type: individual, couples, family, group: 
Setting: in person, telehealth: 
Clinician and credentials: 
Subjective
Reason for the session

Client report since last session, with brief quotes

Symptoms, sleep and functioning

Homework completed

Risk screening, in the client's words

Objective
Appearance and behavior

Speech, mood and affect as observed

Measures and scores

Data on therapy goals

Assessment
Progress toward goal

Clinical impression, tied to S and O

Barriers

Risk level

Plan
Interventions used today

Next session

Homework

Referrals or coordination

Treatment plan changes

Clinician signature and date: 
Free template from madebykamal.app. Adapt it to your agency's and payer's documentation requirements.
