SOAP Notes Template for Therapists

Client Name

Client ID / Reference Number
Date of Session

Session Number

Presenting Issue

S — Subjective
Record the client’s own report of their feelings, perceptions, and experiences since the last session. Include reported
changes, concerns, or progress.

O - Objective
Record observable or measurable information from the session, including behaviour, body language, assessment
scores, or other factual observations.

A — Assessment (Reassessment)

Record your professional assessment of the client’s progress, including any patterns, themes, or comparisons with
previous sessions and treatment goals.
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P —Plan
Record the agreed next steps for therapy, including techniques used, homework, resources given, and focus for future

sessions.

Techniques Used in This Session

Client Actions Before Next Session | Therapist Follow-Up Actions

Next Appointment
Date & Time:

This SOAP therapy notes template is provided as a practical record-keeping tool for therapists. Please adapt it to suit
your own professional requirements and the guidance of your regulatory or professional body.
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