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Patient SOAP Note Charting Procedures 

 
S = Subjective 

O = Objective 

A = Assessment & Application 

P = Plan 

 

Subjective:  Information the patient tells the treating team or patient advocate.  
Symptoms, not signs.  These are typically not measurable, such as 
pain, nausea, and tingling, hence the term “subjective” as opposed to 
“objective”.  Normally, the practitioner is not aware of this information 
until the patient provides it.  Update this information at the beginning of 
each treatment session noting any changes that have occurred since 
the last visit on each Daily SOAP note.  Typically, the initial health 
history information, during the initial intake, should be gathered on the 
health history intake form, rather than the daily SOAP note which 
contains information gathered in subsequent visits. 

 
Objective:   Information gathered by the treating team or provider which is typically 

observable and measurable, hence “objective” as opposed to 
“subjective”.   Normally, the patient is not aware of this information until 
the practitioner elicits it.  This might include, for example, ranges of 
motion, body temperature, blood pressure, the presence of a skin rash 
or wound, comments about the patient’s posture or gait, and the 
results of examination procedures and testing.     

 
Assessment: The diagnosis.  This must be documented prior to the rendering or 

delivery of any treatment.   For providers who are prohibited by law 
from rendering a diagnosis, an accurate assessment of the patient’s 
condition, as a prelude to treatment, is sufficient.   

 
Plan:   Based on the assessment or diagnosis, the treatment or therapeutic 

plan must be outlined.   This may include both short and long term 
plans.  It is important to record not only passive therapy, such as an 
injection, a prescription, a spinal manipulation or a massage, but also 
active therapy such as home care advice, exercises or other 
recommendations.   All treatment planned or delivered must be 
recorded. 
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SOAP Note Charting Documentation 
 
 
 

Subjective:   
• Updated review of complaints (complaint, character, location, radiation, 

limitations, degree of improvement, response to treatment, developing 
complaints, etc.) 

• Functional surveys with comparisons (Oswestry/Roland-Morris, etc.) 
• Visual analog scale 
• Pain/symptom diagrams 
• Satisfaction surveys 

 
Objective:   

• Updated physical examination findings including retesting of pertinent 
orthopadedic, neuralgic, and functional parameters. 

• Quantitative functional capacity examinations 
• Nonorganic signs 

 
Assessment (Diagnostic):   

• Modified diagnostic and impression 
• Assessment of newly developing symptoms 
• Assessment of response to care/treatment 
• Assessment of functional capacity 
• Stats assessments (acute, chronic, recurrent) 

 
Plan: 

• Additional diagnostic plan and rationale 
• Specific modified treatment approach 
• Description of active care measures 
• Rationale for care and treatment goals 
• Statements of disability of formal restrictions 
• Referral plan and purpose 
• Educational plan 
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What to Document? 
 
Subjective: 
 
The questions to ask the client? 
 

1. Description of symptoms/complaint: 
• Current symptomology 
• How has it changed from onset? 

2. Onset: 
• When did symptoms begin? 
• What was the client doing at the time? 
• What did they hear, feel? 

3. Specifics: 
• Overuse – what action, how long, how often, etc. 
• MVA (motor vehicle accident) – speed; stopped or moving, road 

conditions, where hit, etc. 
4. Location: 

• Descriptions of the areas involved – using quote marks to identify 
something exactly as indicated…using client point to…R/L/BL (if BL 
compare R/L) 

5. Frequency: 
• How often is/are the symptom(s) experienced? 
• What makes the symptoms occur more frequently? 

6. Duration: 
• How long do/does the symptoms last? 
• What makes the symptoms better/worse? 

7. Intensity: 
• Rate the severity of the symptoms(s) on a scale of 1 – 10 
• Rate the symptom(s) best, worse, today 

8. ADL (Activities of Daily Living): 
• Any changes, limitations or restriction in client’s ability to perform 

daily activities?  If so, describe. 
• ROM observations 

9. Adjunctive Therapies 
• What other treatments have you tried?  What were the results? 

10. Additional Information: 
• Lifestyle (both work & home) – occupation & leisure 
• Client’s goals for treatment…why are they coming? 

11. After treatment: 
• Start each treatment with subjective portion with changes in the 

client’s symptoms since the previous session.  Include both the 
positive & negative comments from patient. 
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Objective: 
 

1. Location: 
• Indicate area(s) addressed – use anatomical terms whenever 

possible. 
• Indicate R/L or BL 

2. Tissue Descriptions of Areas addressed: 
• Describe the quality of the tissue in the areas addressed. 
• When BL compare R/L 

3. Analysis/Assessment (Diagnosis): 
• Overall Results of treatment 
• Changes 
• What happens from treatment? 
• Describe changes in tissue you feel while working (objective) 

4. Describe changes, if any, in the client’s symptoms/ROM (objective) 
• Describe changes the client notices or comments on (objective) 

5. Techniques: 
• What techniques/treatment were used, which were effective? 

 
REMEMBER: 
 
These notes are being read by someone who was not present during the 
treatment session.  So, be clear with the information.  There should not be any 
question when the reader finishes the notes.  They should be able to understand 
the following and make the next treatment: 
 

o Clients symptoms/complaints 
o Location of complaints/symptoms 
o What the symptoms feel like, including frequency/duration 
o How it affects their life 
o What you found during the treatment session 
o How the patient responded to your work 
o What changes they experienced from your work 
o How effective the session was in making changes 
o The next treatment according to the plan 

 
 



Sources:  SOAP Note Charting Procedures with credit given  to NWHSU MT Program P&P2 and Medical Terminology programs. ©2008 used 
with expressed permission. 

Sample SOAP Note Narratives 
 

The following are suggested statements that could be used in forming the narrative for 
your SOAP notes.  We have given a few examples that could be used for each 
important question within the subjective portion of the SOAP format.  You have a lot of 
flexibility when choosing statements to use, depending upon the symptomology of the 
client and the order you choose to present the information in.  Remember, these are 
only EXAMPLES. 
 
SUBJECTIVE: 
 
1) Brief description of the client’s complaint – the reason why they are here: 

a) Client presents on referral from ______________________________________. 
b) Client presents with complaints of ____________________________________. 
c) Client presents with the following complaints ____________________________. 
d) Client presents stating s/he has been experiencing _______________________. 
e) Client presents s/he has had a _______________________________________. 

 
2) Onset: 

a) Client states the (symptoms) began (date of onset). 
b) Client states s/he has ________________  since _______________________. 
c) Client describes the _________ as ________ and worse when _____________. 
d) Client describes the _____________ as ___________ and experiences it 

whenever s/he _____________________________. 
 
3) Location: 

a) Client states the ___________ is/are ______________and ______________. 
b) (You need to address each side R/L individually if symptoms are bilateral) 

 
4) Symptoms frequency/rating scale: 

a) Client states s/he experience the ___ and rates it as a _/10 at worst; _/10 at best 
and ___/10 today. 

 
5) Duration: 

a) Client states that the ______ last for ___________________. 
b) Client describes the _ as and adds that they generally last for _____________. 
c) Client state the duration of her/his ____________ is/are _______________. 
d) Client describes the _____ as __________and states it is worse when 

_________. 
e) Client adds/states that _______ helps to decrease/improve/alleviate the 

________. 
 
6) Activities of Daily Living (ADLs): 

a) Client states that when the  _______ is at its worse, s/he is unable to _________. 
b) Client states that the _______ does not interfere with her/his daily life. 
c) Client states that due to the _________ s/he is unable to ______________. 
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OBJECTIVE: 
 
1) Opening Statement: 

a) Client requests  the focus of this treatment to address __________________. 
b) Began treatment addressing ______________________________________. 

 
2) Palpation: 

a) Bilaterally, the __________ felt ___________ with the ________ side more so 
than the ________. 

b) Palpation of the ____________ found the _________ to appear _____________. 
c) Client rates the intensity of the pain as __/10 and stated ___________________. 
d) Around the elbow joint, the tissue appears ____________________. 

 
ASSESSMENT (Diagnoses): 
 
1) Diagnoses: 

a) Client presents with (diagnoses) of _______________________ 
b) Significant decrease in ______________ reported with __________________ to 

______________. 
 
PLAN: 
 
1) Treatment: 

a) Client re-scheduled for ___________ chiropractic treatments weekly/bi-weekly 
for ___________ weeks. 

b) Adjustments should include _______________ and _____________with focus 
on ________________. 

c) Client was given a prescription from Dr. ________________ for 
_______________. 

d) Address ___________________________ in next treatment session. 
e) Client encouraged increasing H20 intake to .05 x body weight. 
f) Client given ________________ stretches to repeat ________ x week/day. 
g) Client referred to ___________________ for consultation. 
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Abbreviation  Definition 
 
 
a.c. or ac  Before meals (ante cibum) 
Ab   Antibody 
AB   Abortion 
ABD   Abduction 
abd   Abdomen 
ACL   Anterior cruciate ligament 
ACTH   Adrenocorticotropic hormone 
acu   Acute 
ADD   Adduction 
Adh   Adhesion 
ADH   Antidiuretic hormone 
ADHD   Attention deficit hyperactivity disorder 
ADL   Activities of Daily Living 
AIDS   Acquired immunodefiency syndrome 
ALS   Amyotrophic lateral sclerosis 
Ant.   Anterior 
AP or A/P  Anteroposterior (front to back) 
AROM   Assisted Range of Motion 
ASAP   As soon as possible 
AV   Arteriovenous; atrioventriclular 
B cells   Bursal cells, a type of white blood cell produced in bone marrow 
b.i.d., bid  Twice a day (bis in die) 
BL, bi-lat, or bilat Bilateral (note:  BL with a circle around it) 
BM   Bowel Movement 
BMT   Bone marrow transplant 
BP, B/P   Blood pressure 
BPH   Benign prostatic hypertrophy 
Bs   Blood sugar 
BSE   Breast Self-exam 
BW   Birth weight 
C&D   Consent and Disclosure 
c/o   Complains of 
c/w   Consistent with 
C1   First Cervical vertebra 
C1 – C7  First thru seventh cervical vertebrae 
C2   Second Cervical vertebra 
C3   Third Cervical vertebra 
C4   Fourth Cervical vertebra 
C5   Fifth Cervical vertebra 
C6   Sixth Cervical vertebra 
C7   Seventh Cervical vertebra 
CA   Cancer; carcinoma; cardiac arrest; chronological age 
Ca   Calcium 
CAD   Coronary Artery Disease 
CAM   Complementary and Alternative Medicine 
CBC   Complete blood count 
CC   Chief complaint 
CF   Circular Friction 
CFF   Cross fiber friction 
Chemo   Chemotherapy 
CHF   Congestive Heart Failure 
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Chol   Cholesterol 
chr   Chronic 
Cl, cl   Client 
cm   Centimeter 
CNS   Central nervous system 
CO2   Carbon dioxide 
cons.   Constant 
COPD   Chronic obstructive pulmonary disease 
CP   Cerebral Palsy; chest pain 
CPR   Cardiopulmonary Resuscitation 
C-Section, CS  Caesarean Section 
CSF   Cerebrospinal Fluid 
CT or CT scan  Computed Tomography 
CAT scan  Computed axial tomography  
CVA   Cerebrovascular accident (“stroke”) 
D&C   Dilation and curettage 
DEP   Depression 
DF   Dorsiflexion 
diff   Differential (percentage of various white blood cells) 
Dist   Distal 
DM   Diabetes mellitus 
DNA   Deoxyribonucleic acid 
DOB   Date of birth 
DRE   Digital rectal exam 
Dx   Diagnosis 
E, EXT   Extension 
EBV   Epstein Barr Virus 
ECG (EKG)  Electrocardiogram 
ED   Emergency Dept 
EEG   Electroencephalogram 
EENT   Eyes, ears, nose, throat 
eff   Effleurage 
ELEV   Elevation 
ENT   Ears, nose, throat 
Eos   Eosinophil 
ER   Emergency room; estrogen receptor 
ESR   Erythrocyte sedimentation rate; see also SED rate 
EVR   Eversion 
ext   External; Exterior 
F, FLEX  Flexion 
f/u   Follow-up 
FBS   Fasting blood sugar 
FDA   Food & Drug Administration 
Fe   Iron 
freq.   Frequent 
FSH   Follicle stimulating hormone (secreted by pituitary gland) 
Fx   Fracture 
g (gm)   Gram 
gastroc   Gastrocnemius 
GERD   Gastroesophageal Reflux Disease 
GH   Growth hormone 
GI   Gastrointestinal 
Gyn   Gynecology 
H   Hydrogen 
H&P   History and physical 
h, hr   Hour 
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h/o  History of 
H2O   Water 
HA   Headache 
HBP   High Blood Pressure 
HBV   Hepatitis B Virus 
HCG, hCG  Human chronic gonadotropin  
HCV   Hepatitis C Virus 
HDL   High density lipoproteins 
Hg   Mercury 
Hgb   Hemoglobin 
HIPAA   Health Insurance Portability and Accountability Act (Privacy Act of 1996) 
HIV   Human Immunodeficiency Virus  
HR   Heart rate 
HRT   Hormone replacement therapy 
HSV-1   Herpes simplex virus one 
HSV-2   Herpes simplex virus two 
Ht.    Height 
Hx   History 
hyperton.  Hypertonicity 
hypoton.  Hypotonicity 
I   Iodine 
IBD   Inflammatory Bowel Disorder 
IBS   Irritable Bowel Syndrome 
ICU   Intensive Care Unit; integrated care unit 
Inf   Inferior 
Inflam   Inflammation 
inter.   Intermittent 
INV   Inversion 
IUD   Intrauterine Device (contraceptive) 
IV   Intravenous 
K   Potassium 
Kg   Kilogram (1000 grams) 
KUB   Kidneys, ureter, bladder 
kyph, ky  Kyphosis 
L, l   Left; liter; lower 
L1   First Lumbar vertebrae 
L1 – L5   Lumbar vertebrae first thru fifth 
L2   Second Lumbar vertebra 
L3   Third Lumbar vertebra 
L4   Fourth Lumbar vertebra 
L5   Fifth Lumbar vertebra 
Lat   Lateral 
LATREC  Lateral Recumbent 
LB   Low Back 
LBP   Low back pain, low blood pressure 
LDH   Lactate dehydrogenase 
LDL   Low density lipoproteins  
LES   Lower esophageal sphincter 
Lev Scap  Levator Scapulae 
LF   Lateral flexion 
LLQ   Left lower quadrant (of abdomen) 
LMP   Last menstrual period 
lord, ld   Lordosis 
LR/ER   Lateral/External Rotation 
LUQ   Left upper quadrant (of abdomen) 
M   Massage (with a circle around it); moderate 



Sources:  SOAP Note Charting Procedures with credit given  to NWHSU MT Program P&P2 and Medical Terminology programs. ©2008 used 
with expressed permission. 

MCH   Mean corpuscular hemoglobin  
MCHC   Mean corpuscular hemoglobin concentration 
MCV   Mean corpuscular volume  
MD, M.D.  Medical doctor; muscular dystrophy 
Med   Medial 
Meds   Medications 
mg   Milligram 
MH   Marital history; mental health 
MI   Myocardial Infarction (heart attack) 
ml   Milliliter (1/1000 liter) 
mm   Millimeter (1/1000 meter) 
mm Hg   Millimeters of mercury  
MR/IR   Medial/Internal Rotation 
MRI   Magnetic resonance imaging 
MS   Multiple sclerosis 
N   Nitrogen 
N&V, N+V  Nausea and vomiting 
Na   Sodium 
NED   No evidence of disease 
NKA   No known allergies 
NPO   Nothing by mouth (nil per os) 
NSAID   Nonsteroid anti-inflammatory drugs 
O2   Oxygen 
OA   Osteoarthritis 
OB   Obstetrics 
Occ.   Occiput 
OD, O   Right eye (oculus dexter); doctor of optometry 
OR   Operating room 
ORTH, ortho  Orthopedics 
os, OS   Mouth or left eye (oculus sinister) 
oz   ounces 
P   Plan; posterior; pulse; phosphorus; pupil; pressure 
p.c., pc   After meals (post cibum) 
p.o., po   By mouth (per os) 
p.r.n., prn  As needed (pro re nata) 
PA   Posteroanterior (back to front) 
palp   Palpable; palpation 
PE   Physical Examination, Physical Exam 
per   By, through 
pet   Pétrissage 
PF   Plantar flexion 
pH   Hydrogen ion concentration  
PI   Present illness 
PID   Pelvic Inflammatory Disease 
PM, pm   Afternoon (post meridian); post mortem 
PMH   Past medical history 
post   After 
Post   Posterior 
PostM   Post Massage 
post-op   Post-operative 
PP   After meals (post prandial); after birth (post partum) 
pre   Before 
PreM   Pre-massage 
PROM   Passive Range of Motion 
PRON   Pronation 
PROT   Protraction 
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Prox   Proximal 
PSA   Prostate specific antigen 
PT   Physical therapy 
Pt, pt   Patient, point 
PTH   Parathyroid hormone 
PTR   Patient to return 
Px, px   Pain, physical exam 
Px Scale  Pain Scale 
Q, q   Every 
q.d., qd   Every day 
q.h., gh   Each hour (quaque hora) 
q.i.d., qid  Four times a day (quater in die) 
q.n.s., qns  Quantity not sufficient 
q2h   Each two hours (quaque secunda hora) 
qt   Quart 
R   Right 
R. ROT   Rotation 
R/O, r/o   Rule out 
RA   Rheumatoid arthritis 
RBC, rbc  Red blood cell (count) 
Rec abdom  Rectus abdominus 
RESP   Respiratory 
RETR   Retraction 
Rhomb   Rhomboids 
RLQ   Right lower quadrant (of abdomen) 
ROM   Range of Motion 
ROS   Review of systems 
RR   Right rotation 
RUQ   Right upper quadrant (of abdomen) 
Rx   Treatment; prescription 
S   Severe 
S1   First Sacral Vertebra 
S2   Second Sacral Vertebra 
S-A node  Sinoatrial node  
SARS   Severe acute respiratory syndrome 
SCM   Sternocleidomastoid 
Sed. rate  Erythrocyte sedimentation rate  
seld.   Seldom 
sig   Significant 
SOB   Short of Breath 
SOB   Shortness of breath 
STD   Sexually transmitted disease 
strep   Streptococci  
Sub. q   Subsequent  
Sup   Superior 
SUP   Supination 
SwM   Swedish Massage 
Sx   Symptoms; signs 
Sz   Seizure 
T   Temperature; time 
T cells   Lymphocytes originating in thymus gland 
t.i.d., tid   Three times a day 
T1   First Thoracic Vertebra 
T2   Second Thoracic Vertebra 
T3   Third Thoracic Vertebra 
T3   Triiodothyronine (thyroid gland hormone) 
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T4   Fourth Thoracic Vertebra 
T4   Thyroxine (thyroid gland hormone) 
T5   Fifth Thoracic Vertebra 
T6   Sixth Thoracic Vertebra 
T7   Seventh Thoracic Vertebra 
T8   Eighth Thoracic Vertebra 
T9   Ninth Thoracic Vertebra 
T10   Tenth Thoracic Vertebra 
T11   Eleventh Thoracic Vertebra 
T12   Twelfth Thoracic Vertebra 
tab   Tablet 
TB   Tuberculosis 
Temp   Temperature 
TENS   Transcutaneous electrical nerve stimulation 
TIA   Transient ischemic attack 
TPR   Temperature, pulse, respiratory rate 
traps   Trapezius 
TSH   Thyroid stimulating hormone 
Tx, txt   Treatment 
UA, U/A  Urinalysis 
UE   Upper extremity 
UGI   Upper gastrointestinal 
URI   Upper respiratory infection 
US, u/s   Ultrasound 
UTI   Urinary tract infection 
VS, V/S   Vital signs 
VV   Varicose Vein 
W/C   Wheelchair 
WBC   White blood cell (count) 
wd   wound 
WNL   Within Normal Limits 
WT, wt   Weight 
y.o; y/o   Years old 
 


