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Soap Note Example Mental
Health

Mastering the SOAP
Note: A
Comprehensive
Guide with a Mental
Health Example

In the fast-paced world of healthcare,
clear  and  concise  documentation  is

n o t  j u s t  a  b u r e a u c r a t i c
requirement—it  is  a  cornerstone  of
effective treatment. For mental health
professionals,  the SOAP note format
provides a structured, evidence-based
method  for  recording  pat ient
interactions.  Whether  you  are  a
seasoned  psychiatrist,  a  newly
licensed  therapist,  or  a  graduate
student  completing  your  clinical
hours, understanding how to craft an



effective  SOAP  note  is  essential.  This
article provides a deep dive into the
SOAP note structure, complete with a
detai led  soap  note  example
mental health professionals can use
as  a  reference,  along with  practical
t ips  to  improve  your  c l in ica l
documentation.

What is a SOAP
Note?

SOAP is an acronym that stands for
Subjective,  Objective,  Assessment,
and  P lan .  Th i s  s tandard i zed
framework  was  developed  by  Dr.
Lawrence Weed in the 1960s as part
of  the  Problem-Oriented  Medical
Record  (POMR).  It  was  designed  to

bring order and logical flow to clinical
notes,  ensuring  that  every  piece  of
information  has  a  clear  purpose.
Today, the SOAP note is used across
virtually  all  medical  disciplines,
including  mental  health,  because  it
effectively  bridges  the  gap  between
patient-reported  symptoms  and
clinical  reasoning.

In the context of mental health, the
SOAP  note  serves  several  critical
functions.  It  allows for  continuity  of
care  between  providers,  supports
legal  and  ethical  documentation
standards,  facilitates  insurance
reimbursement, and provides a clear
record  of  a  patient's  progress  over
time.  A  well-written  SOAP  note
transforms  a  therapy  session  or
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medication management visit  into a
structured  narrative  that  can  be
understood  by  other  clinicians,
auditors,  and  even  the  patient
themselves.

Why Accurate
Documentation
Matters in Mental
Health

Before  diving  into  the  specific
example  of  a  soap note example
mental  health,  it  is  important  to
understand  why  documentation  is
particularly crucial in this field. Mental
health  records  are  often  more
subjective than those in other areas

of medicine. Symptoms like anxiety,
depression, or trauma responses are
not always visible through lab tests or
imaging.  Instead, they are reported,
observed,  and  interpreted.  This
inherent subjectivity places a greater
responsibility  on  the  clinician  to
document  clearly  and  without  bias.

Fur thermore ,  menta l  hea l th
documentat ion  is  f requent ly
scrutinized  during  audits  for  billing
comp l iance .  Payers  requ i re
demonstrable  medical  necessity  for
each  session.  A  vague  or  poorly
structured  note  can  lead  to  claim
denials  or,  in  more  serious  cases,
accusations  of  fraud.  By  using  a
standardized  format  like  SOAP,
clinicians  can  consistently  show the



link between a patient's condition, the
treatment provided, and the rationale
for that treatment.

Finally, good documentation protects
both the patient and the clinician. In
the  event  of  a  legal  dispute  or  a
review by a licensing board, the SOAP
note serves as the primary evidence
o f  c a r e .  A  t h o r o u g h  n o t e
demonstrates  that  the  clinician
adhered to the standard of care and
acted in the patient's best interest.

Breaking Down the
Four Components of

a SOAP Note

To  fully  appreciate  the  soap  note
example  mental  health  provided
below,  let  us  first  examine  each
section  in  detail.

The Subjective Section (S)

The Subjective section is the patient's
story.  It  captures  what  the  patient
tells  you,  in  their  own  words  or
paraphrased.  This  section  should
include the patient's chief complaint,
current symptoms, and any pertinent
history they report. It is crucial to use
quotation marks for direct quotes, as
this  adds  authenticity  and  legal
weight to the note. In mental health,
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the Subjective section often includes
the  patient's  mood,  energy  level,
sleep patterns, appetite, stress levels,
and recent life events.

Key  elements  to  include  in  the
Subjective section for a mental health
SOAP note:

Chief complaint: "I feel like
I'm losing control again."
History of present illness:
Details about the onset,
duration, and intensity of
current symptoms.
Review of systems: Relevant
physical symptoms like
headaches, fatigue, or changes
in appetite.
Medication adherence:

Patient reports on whether they
have been taking prescribed
medications.
Side effects: Any adverse
effects the patient is
experiencing.

The Objective Section (O)

The  Objective  section  contains
measurable,  observable,  and factual
data. This is what the clinician sees,
hears,  and  measures.  Unlike  the
Subjective section, there is no room
for interpretation here. In a medical
setting, this might include vital signs
or  lab  results.  In  a  mental  health
setting, it includes observations of the
patient's  appearance,  behavior,
speech,  and  mental  status.  This



section is the foundation upon which
the Assessment is built.

Key  elements  to  include  in  the
Objective  section:

Vital signs: Blood pressure,
heart rate, weight (if relevant to
medication management).
Mental Status Exam (MSE):
Appearance, behavior, speech,
mood, affect, thought process,
thought content, cognition, and
insight.
Behavioral observations: Eye
contact, posture, restlessness,
cooperation level.
Collateral information:
Reports from family members,
other providers, or lab results.

The Assessment Section (A)

The Assessment section is the clinical
synthesis. This is where the clinician
connects the subjective and objective
data to form a professional opinion. It
includes the diagnosis, an analysis of
the patient's progress or regression,
and the clinical reasoning behind the
treatment  plan.  This  section  should
not simply repeat the diagnosis code;
it  should  explain  why  the  patient
meets the criteria for that diagnosis
and what factors are contributing to
their current state. The Assessment is
the most critical part of the SOAP note
because  it  demonstrates  medical
necessity.

Key  elements  to  include  in  the
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Assessment  section:

Diagnosis: Current DSM-5-TR
or ICD-10 diagnosis.
Risk assessment: Suicidality,
homicidality, self-harm, and risk
of elopement.
Progress analysis:
Comparison to the previous
session or baseline.
Clinical reasoning: Why the
current treatment is appropriate
or why a change is needed.

The Plan Section (P)

The  Plan  section  outlines  the  next
steps.  It  should  be  specific,
actionable,  and  directly  tied  to  the
Assessment. The plan covers what the

clinician will do, what the patient will
do,  and  what  future  monitoring  is
required. In mental health, this often
includes  the  type  and  frequency  of
therapy,  medication  changes,
homework assignments, and referrals
to  other  providers.  The  plan  should
also  include  safety  planning  and
follow-up  arrangements.

Key elements to include in the Plan
section:

Treatment plan: Frequency of
sessions, therapeutic modality
(e.g., CBT, DBT).
Medication management:
Dose changes, new
prescriptions, or refills.
Patient instructions:



Homework, behavioral
experiments, or lifestyle
modifications.
Referrals: To specialists,
support groups, or case
management.
Follow-up: Date and time of
the next appointment.

Detailed Soap Note
Example Mental
Health: Adult
Outpatient Therapy

The  following  is  a  comprehensive
soap note example mental health
for a 34-year-old female patient being
treated  for  Generalized  Anxiety

Disorder (GAD) and Major Depressive
Disorder (MDD), recurrent, moderate.
This  example  demonstrates  how  to
integrate all  four components into a
coherent and professional note.

Patient Name: Jane Doe
Date of Service: October 24, 2023
Provider: Dr. Sarah Chen, PhD, LCPC
Diagnosis:  F41.1  Generalized
Anxiety  Disorder;  F33.1  Major
Depressive  Disorder,  Recurrent,
Moderate

Subjective (S)

Patient presents today stating, "I feel
like  my anxiety  is  through the  roof
this  week."  She  reports  increased
worry  about  her  job  performance,
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specifically  regarding  an  upcoming
quarterly  review.  She  endorses
difficulty  falling  asleep,  stating  she
lies  awake  "for  hours"  ruminating
about  what  her  boss  might  say.
Patient  reports  she  has  been  using
her PRN (as needed) hydroxyzine 50
mg almost  every night  for  the past
week, which she notes is an increase
from her usual frequency of twice per
week.  She  states  her  appetite  is
"decreased,"  and  she  has  lost
approximately  3  pounds  in  the  last
two weeks. Patient denies any suicidal
ideation,  homicidal  ideation,  or  self-
harm behaviors. She reports she has
not  been  engaging  in  daily  walks,
which  she  previously  identified  as  a
helpful coping strategy. She states, "I
just  don't  have the energy."  Patient

reports  full  adherence  to  her  daily
sertraline 100 mg.

Objective (O)

Patient  arrived  on  time  for  her
scheduled  50-minute  session.  She
was  neatly  dressed  but  appeared
fatigued,  with  visible  dark  circles
under  her  eyes.  Eye  contact  was
minimal at the start of the session but
improved  as  she  engaged  in
conversation.  Speech was of  normal
rate and volume but with a pressured
quality when discussing work-related
stressors.  Affect  was  anxious  and
constricted.  Mood  endorsed  as
"anxious and sad."  Thought  process
was  linear  and  logical.  Thought
content was notable for ruminations



about job performance and perceived
failure.  No  evidence  of  delusions,
hallucinations, or paranoia. Cognition
appeared intact; patient was oriented
to person, place, time, and situation.
Insight was good, as she was able to
identify  the correlation between her
stress  and  her  increased  anxiety
symptoms.  Judgment  was  fair;  she
recognized the need for help but had
not  implemented  previously  learned
coping skills.

Assessment (A)

Patient is  a 34-year-old female with
diagnoses  of  GAD  and  MDD.  She
presents with an acute exacerbation
of anxiety symptoms, likely triggered
by a specific work stressor (upcoming

performance  review).  The  increased
use  o f  PRN  hydroxyz ine  and
decreased engagement in protective
factors  (exercise,  sleep  hygiene)
suggest a worsening of her baseline
functioning.  Despite  this,  there  are
positive indicators: she denies suicidal
ideation,  has  maintained medication
compliance, and demonstrates intact
insight  into  her  condition.  Risk
assessment:  Low risk  for  suicide  or
violence  at  this  time.  The  primary
clinical  concern  is  the  patient's
reliance on PRN medication and the
avoidance of active coping strategies.
The patient's decreased appetite and
sleep disturbance are consistent with
her  d iagnoses  and  are  be ing
monitored.  The  current  treatment
plan of supportive therapy combined
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with  CBT  techniques  is  appropriate,
but the patient requires more active
intervention  to  break  the  cycle  of
avoidance and rumination.

Plan (P)

Therapy: Continue weekly1.
individual therapy sessions. In
the next session, we will
introduce a behavioral
activation plan to address the
patient's decreased activity and
social withdrawal. We will also
practice cognitive restructuring
techniques specifically targeting
the catastrophic thinking about
the performance review.
Medication: Continue2.
sertraline 100 mg daily.

Discussed the increased use of
hydroxyzine; agreed that the
current pattern is not ideal.
Instructed patient to continue
using hydroxyzine PRN but to
cap usage at 3 times per week.
If anxiety worsens, patient will
call the clinic before the next
appointment rather than
increasing the hydroxyzine
further.
Patient Homework: Patient3.
agreed to a "one small step"
plan: she will walk around her
block for 5 minutes each
morning before work. She will
also practice 5 minutes of
diaphragmatic breathing before
bed each night. She will track
these activities on a provided



log.
Safety Plan: Patient verbalized4.
understanding of her safety
plan. She confirmed contact
numbers for the crisis hotline
and her emergency contact. No
changes to the safety plan were
needed.
Follow-up: Next appointment5.
scheduled for October 31, 2023,
at 2:00 PM. Patient was
reminded to call 24 hours in
advance if she needs to cancel
or reschedule.

Common Mistakes

to Avoid When
Writing a Mental
Health SOAP Note

Even  experienced  clinicians  can  fall
into  common  documentation  traps.
Being aware of these pitfalls can help
you improve the quality of your notes.

Blurring the lines between S
and O: A common error is
placing clinician observations in
the Subjective section.
Remember, if you observed it, it
belongs in the Objective
section. If the patient said it, it
belongs in the Subjective
section.
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The "cookie-cutter


