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SOAP Note Template
COMPLETED EXAMPLE
Fictional completed example showing one way to organize a focused primary-care follow-up note.
	Student
	Example Student

	Course
	Advanced Health Assessment / FNP Clinical

	Faculty / Preceptor
	Example Preceptor

	Clinical Site
	Example Family Medicine Clinic

	Date
	August 2026



	EXAMPLE ONLY
This fictional case is provided to demonstrate SOAP organization and student documentation. It is not based on a real patient and is not a treatment recommendation. Actual documentation and clinical decisions must follow the patient-specific situation, clinical site, preceptor, and applicable standards.



How to Read This Example
1. Notice that the note includes only history and examination findings relevant to the encounter.
2. Patient-reported information stays in Subjective; measured and observed findings stay in Objective.
3. The Assessment states the active problem and why it is considered controlled.
4. The Plan corresponds directly to the assessment and includes monitoring, education, follow-up, and safety-net instructions.
5. The student-learning section remains separate from the clinical note.


1. Encounter Overview
	Visit type
	☐ New patient   ☒ Established patient   ☐ Acute   ☒ Follow-up   ☐ Preventive   ☐ Other

	Setting
	Outpatient family medicine

	De-identified patient label
	Fictional Example A

	Age / clinically relevant demographics
	52-year-old woman

	Information source / reliability
	Patient; reliable historian

	Chief concern
	“Follow-up on my blood pressure.”


Subjective: History of Present Illness
	52-year-old woman with established essential hypertension presents for routine follow-up. She reports taking amlodipine 5 mg by mouth daily as prescribed and denies missed doses in the past two weeks. Home blood-pressure readings have generally ranged from 118-132/72-82 mm Hg. She denies chest pain, dyspnea, severe headache, focal weakness, vision change, dizziness, or lower-extremity swelling. She reports walking about 30 minutes four days per week and has been working on reducing sodium intake. No medication adverse effects reported.




2. Subjective: Relevant Review and History
	System / area
	Pertinent positives
	Pertinent negatives

	General
	Feels well overall
	No fever, fatigue, or unintentional weight change reported

	Cardiovascular
	
	No chest pain, palpitations, or edema

	Respiratory
	
	No dyspnea or cough

	Neurologic
	
	No severe headache, dizziness, syncope, vision change, or focal weakness

	Other
	
	No medication-related swelling or flushing reported



Relevant History
	Past medical history
	Essential hypertension

	Past surgical / procedural history
	No relevant surgical history reported for this visit

	Current medications
	Amlodipine 5 mg by mouth daily

	Allergies and reactions
	No known drug allergies reported

	Family history
	Mother with hypertension

	Social history
	No tobacco use. Alcohol approximately 1-2 drinks per week. Walks for exercise about four days per week.

	Preventive / reproductive / other context when relevant
	Not addressed in detail during this problem-focused follow-up




3. Objective
Vital Signs and Measurements
	BP
	HR
	RR
	Temp
	SpO₂
	Weight
	BMI / other

	126/78 mm Hg; repeat 124/76
	72
	16
	36.7 °C
	99% RA
	78 kg
	28.4 kg/m²


Focused Physical Examination
	Area
	Findings

	General
	Alert, well appearing, no acute distress.

	Cardiovascular
	Regular rate and rhythm. No peripheral edema.

	Respiratory
	Normal respiratory effort. Lungs clear to auscultation bilaterally.

	Neurologic
	Alert and oriented; speech clear; no gross focal deficit observed.

	Other
	No additional focused findings required for this routine hypertension follow-up.



Diagnostics, Labs, Imaging, or Records Reviewed
	Reviewed today
	Two-week home blood-pressure log reviewed with patient.

	Point-of-care / diagnostic results
	None obtained during this visit.

	Other relevant objective data
	Medication list and adherence reviewed.




4. Assessment
Problem 1
	Working diagnosis / problem
	Essential hypertension

	Status / severity when relevant
	Controlled at today’s visit based on office and reported home measurements.

	Supporting findings
	Office BP 126/78 mm Hg with repeat 124/76 mm Hg; home readings generally 118-132/72-82 mm Hg; reports medication adherence and no adverse effects.

	Differential / risk considerations
	Established diagnosis. No symptoms or examination findings suggesting an acute hypertensive complication during this encounter.


Problem 2 / 3
No additional active problem was addressed in this fictional example. A real note should include each problem that was evaluated or managed during the encounter.


5. Plan
Problem 1 Plan: Essential Hypertension
	Diagnostics / monitoring
	Continue home blood-pressure monitoring and bring or transmit readings for review as directed by the clinical practice.

	Treatment / medications
	Continue current amlodipine 5 mg by mouth daily. No medication change made at this visit.

	Patient education / shared decision-making
	Reviewed medication adherence, home blood-pressure technique, regular physical activity, and a dietary pattern that limits excess sodium. Patient agrees with continuing current plan.

	Referral / consultation / care coordination
	No referral indicated for the issue addressed today.

	Follow-up / safety-net instructions
	Routine follow-up planned in approximately 6 months, or earlier if blood-pressure control changes or medication concerns develop. Seek urgent evaluation for symptoms such as chest pain, severe dyspnea, new focal neurologic symptoms, or other acute concerning changes.

	EXAMPLE BOUNDARY
The medication and follow-up details above are part of a fictional documentation example. They should not be copied into a real patient note without confirming that they are appropriate for that patient and consistent with the supervising clinician and clinical site.





6. Student Clinical Reasoning Notes
	What findings drove the assessment?
	Both office and home blood-pressure readings were within the patient’s current treatment range, adherence was reported, and no medication adverse effects or acute symptoms were identified.

	What dangerous or time-sensitive diagnoses were considered?
	The encounter was not prompted by acute symptoms. The history specifically screened for chest pain, severe dyspnea, neurologic symptoms, and severe headache that could change the urgency of evaluation.

	Why were tests or treatments selected or deferred?
	No new diagnostic testing or medication change was needed for the narrow purpose of this fictional follow-up example. In real practice, laboratory monitoring and preventive care would depend on the complete medication regimen, comorbidities, prior results, and site-specific care plan.

	What did preceptor feedback change?
	Example feedback: Keep the note problem focused and avoid documenting unrelated normal findings that were not assessed.

	Questions to review after clinical
	Review current hypertension guideline recommendations, home blood-pressure technique, and follow-up intervals used by the clinical site.


Preceptor / Faculty Feedback
Example: Clear separation of subjective and objective information. Assessment is supported by the data presented. Continue linking each plan item directly to the problem addressed.


7. Final Note Quality Check
☒  Reason for the encounter and relevant history are clear.
☒  Objective findings reflect what was actually examined, measured, or reviewed.
☒  Assessment, clinical impression, or diagnosis is documented for the active problem addressed.
☒  Plan corresponds directly to the assessment.
☒  Medication and follow-up information are stated clearly.
☒  Pertinent safety-net instructions are included.
☒  The example avoids real patient identifiers.
☒  Student learning notes are separated from the fictional clinical note.
☒  Course and clinical-site requirements would still need to be checked before using this structure in practice.
	DOCUMENTATION STANDARD
SOAP is an organizational format. Real medical-record documentation must meet the requirements of the clinical site, payer, jurisdiction, academic program, and supervising clinician.



Documentation Resources
CMS: Evaluation & Management Services
HHS: HIPAA Privacy Rule Guidance
Educational Use Disclaimer
This completed example is fictional and is provided only to demonstrate documentation structure. It does not establish a standard of care or replace patient-specific clinical judgment, required supervision, site policies, program requirements, regulatory requirements, or the medical record.
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