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Introduction: The Art and
Science of Therapeutic
Documentation

In the world of behavioral health, clinical
documentation is far more than a
bureaucratic exercise. It is a living record of
the therapeutic journey, a tool for clinical
reasoning, a communication bridge between
providers, and a legal shield for both
clinician and client. For therapists,
counselors, and social workers, writing
sample progress notes for individual
therapy is a skill that requires practice,
precision, and a deep understanding of what
makes a note clinically meaningful. Whether
you are a seasoned practitioner seeking to
refine your documentation style or a
graduate student preparing for licensure,
mastering the craft of progress notes is
in] £ hical effecti . Thi
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article explores the core components of
progress notes, provides concrete examples
across different formats, and offers guidance
on how to write notes that are both
compliant and compassionate.

What Are Progress Notes
in Individual Therapy?

Progress notes are clinical records that
document each session between a therapist
and a client. Unlike intake assessments or
treatment plans, which capture baseline
information and long-term goals, progress
notes focus on the here and now of each
individual session. They describe what
occurred during the session, the client’s
response to interventions, progress toward
treatment goals, and the clinician’s clinical
impressions. These notes serve multiple
purposes: they support continuity of care,
justify billing for services, provide legal
protection, and offer a source of data for
supervision and quality improvement. When
writing sample progress notes for individual
therapy, clinicians must balance
thoroughness with efficiency, ensuring that
each note captures essential information
without becoming unnecessarily verbose.
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Why HighvtOivdlity! Bfsgpeds Notes
Matter

The quality of your progress notes directly
impacts client care. A well-written note
allows another clinician to step into your
session and understand what happened,
what interventions were used, and what the
next steps should be. Poorly written notes,
by contrast, can lead to miscommunication,
ethical violations, and even legal liability.
Furthermore, insurance companies and
auditors scrutinize progress notes to
determine whether services were medically
necessary. A note that lacks specificity, fails
to link interventions to symptoms, or does
not document progress toward goals can
result in denied claims or audits. For these
reasons, investing time in learning how to
write excellent sample progress notes for
individual therapy is one of the most
valuable skills a clinician can develop.

Core Components of an
Individual Therapy
Progress Note

While the exact format may vary depending
on your setting, supervisor, or payor

requirements, most progress notes share a
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common set of elements. Understanding
these components is the first step toward
writing notes that are complete and clinically
useful.

Identifying Information

Every note should begin with basic
identifying details: client name, date of
service, session number, and duration of the
session. This information ensures that the
note can be correctly filed and retrieved. It
also establishes the context for the content
that follows.

Subjective Report

This section captures the client’s own words
about their current state. What brought them
to therapy? How have they been feeling since
the last session? Direct quotes can be
powerful here, but paraphrasing is also
acceptable. The subjective report gives voice
to the client’s experience and is a critical
component of any sample progress notes for
individual therapy.

Objective Observations

Here, the clinician documents observable
data: the client’s appearance, affect,
behavior, and any other factual information.
Did the client arrive on time? Were they
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tearful, agitaiddyvthealnPlividaghey make eye
tontact? T1iS section is factual and avoids
interpretation. It provides the concrete
evidence that supports the clinician’s
assessment.

Assessment and Clinical
Impressions

This is the clinician’s synthesis of the
subjective and objective data. What is your
clinical judgment about the client’s current
status? How do the session’s events relate to
the diagnosis and treatment plan? This
section demonstrates your clinical reasoning
and is essential for justifying medical
necessity.

Plan and Interventions

What did you do in the session? What is the
plan moving forward? This section
documents the specific therapeutic
interventions used, homework assigned, and
goals for the next session. It should clearly
connect back to the treatment plan. Without
a plan, the note feels incomplete and fails to
demonstrate ongoing care coordination.

Response to Interventions

How did the client respond to the
interventions,used.in.the session? This is a
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critical piece that is often overlooked. Did
the client gain insight? Resist the
intervention? Show emotional release?
Documenting the client’s response allows
you to evaluate the effectiveness of your
approach and adjust your treatment strategy
accordingly.

Common Formats for
Progress Notes

There are several widely used formats for
writing progress notes. Each has its
strengths, and many clinicians use a
combination of approaches. The most
common formats include SOAP, DAP, BIRP,
and narrative. Let us explore each one with
concrete examples.

The SOAP Format

SOAP stands for Subjective, Objective,
Assessment, and Plan. This is one of the
oldest and most widely used formats,
especially in medical and psychiatric
settings. It is structured, logical, and easy for
other professionals to follow. When writing
sample progress notes for individual
therapy using the SOAP format, clarity and
conciseness are paramount.

Example SOAP Note:
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o S: Clidmdtutd@al ¥hbeamieeling
—  Ieally JOWII tIIiS WEeK. I caliceiled my
plans twice and stayed in bed most of
Saturday.” Client reported difficulty
sleeping and loss of appetite.

e O: Client appeared fatigued, with
slumped posture and limited eye
contact. Speech was slow and quiet.
Affect was constricted.

e A: Client’s symptoms of depression
appear to have worsened since last
session, possibly triggered by a conflict
with a coworker. Client continues to
meet criteria for Major Depressive
Disorder, recurrent episode. Risk of
self-harm remains low based on client
report and[][] of suicidal ideation.

e P: Continue CBT-based interventions
focusing on behavioral activation.
Explore cognitive distortions related to
the workplace conflict. Encourage
client to attend one social activity
before next session. Follow up in one
week.

The DAP Format

DAP stands for Data, Assessment, and Plan.
It is a streamlined version of SOAP that
combines the subjective and objective
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less mechanical and allows for more
narrative flow.

Example DAP Note:

e D: Client arrived on time and appeared
anxious, fidgeting with a bracelet
throughout the session. Client reported
increased worry about an upcoming
medical procedure, stating, “I can’t
stop thinking about what could go
wrong.” Client described racing
thoughts and muscle tension. Therapist
introduced a progressive muscle
relaxation exercise, and client
participated but initially struggled to
release tension.

e A: Client’s anxiety symptoms are
directly linked to an identifiable
stressor. Client demonstrates insight
into the connection between worry and
physical tension but lacks coping skills
to manage acute symptoms. Client is
motivated and engaged.

e P: Continue teaching relaxation
techniques. Assign daily practice of
progressive muscle relaxation for 10
minutes. Begin exploring cognitive
reframing regarding catastrophic
thinking. Next session in one week.
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The BIRB'Eb¥iflgl Therapy

BIRP stands for Behavior, Intervention,
Response, and Plan. This format is
particularly popular in community mental
health and substance use treatment settings
because it emphasizes the client’s behavior
and the clinician’s intervention. It is a very
action-oriented format.

Example BIRP Note:

e B: Client reported feeling “triggered”
after seeing an ex-partner in public.
Client acknowledged having urges to
use alcohol to cope but did not act on
them. Client appeared irritable and
spoke rapidly.

e I: Therapist used motivational
interviewing to explore the discrepancy
between client’s stated goal of sobriety
and the urge to drink. Therapist and
client created a crisis coping card with
three alternative behaviors.

e R: Client responded positively to the
coping card exercise and identified two
friends to call when urges arise. Client
stated, “I feel a little more in control
now.” Affect brightened toward the end
of session.

e P: Review use of coping card at next
session. Continue exploring triggers

powandideveloping relapse-prevention. ..

& Oconnell ¢ Explore the unseen. * Page 9




strategies. Next session in one week.

Sample Progress Notes for
Individual Therapy in
Different Scenarios

The following are more detailed sample
progress notes for individual therapy across
three common clinical scenarios. Use these
as templates or inspiration for your own
documentation.

Scenario 1: Client with
Generalized Anxiety Disorder

Format Used: SOAP

Date: November 15, 2024
Session Number: 8
Duration: 50 minutes

S: Client reported, “This week was
exhausting. I was worried about
everything—work, my son’s grades, even the
weather.” Client stated that she has been
sleeping only four to five hours per night and
has experienced frequent headaches. She
described ruminating about a presentation at
work despite receiving positive feedback
from her supervisor.
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O: Client dppéuiduadeRferaith furrowed
brows and stialiow breathing. She SPoKe i1 a
pressured manner and frequently shifted in
her seat. She denied any current suicidal or
homicidal ideation. Grooming was neat, and
she was oriented to person, place, and time.

A: Client’s symptoms of generalized anxiety
disorder remain moderately severe. She
demonstrates difficulty disengaging from
worry, and her sleep disturbance is
exacerbating her anxiety. She continues to
meet criteria for GAD and has good insight
into the role of perfectionism in maintaining
her anxiety. Progress toward treatment goals
is slow but steady. She is attending sessions
consistently and completing homework
assignments, which suggests good
motivation.

P: Introduce worry time as a behavioral
intervention. Continue cognitive
restructuring focused on the cognitive
distortion of catastrophizing. Encourage
client to practice diaphragmatic breathing
three times daily. Reinforce sleep hygiene
strategies. Assign journaling about the
presentation to challenge negative automatic
thoughts. Schedule next session in one week.

Scenario 2: Client in Early
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Recovery from Alcohol Use
Disorder

Format Used: BIRP

Date: November 18, 2024
Session Number: 12
Duration: 45 minutes

B: Client reported attending three AA
meetings this week and stated he has been
sober for 60 days. He also reported a strong
craving yesterday after an argument with his
partner. He stated, “I wanted to drink so
badly, but I called my sponsor instead.”
Client appeared proud but also vulnerable,
tearing up when discussing the argument.
No signs of intoxication were observed.

I: Therapist used affirmation and
reinforcement to highlight the client’s
strength in reaching out for support.
Therapist then guided the client through a
brief cognitive reappraisal of the argument,
helping the client identify the trigger and his
coping response. Therapist and client
reviewed the client’s relapse prevention plan
and updated it to include the partner
argument as a high-risk situation.

R: Client was able to articulate what made
the argument triggering and identified three
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alternative lavpintdstad t&€fiesaplient stated,
“Imever titougnt I could get througit a gt
without drinking. This gives me hope.” Client
agreed to role-play a similar scenario in the
next session. Affect was calm and engaged
by the end of the session.

P: Continue to monitor triggers and
reinforce coping skills. Introduce
communication skills training to help client
navigate conflict with partner. Assign
reading of a short article on assertive
communication. Schedule session in one
week. Coordinate care with client’'s AA
sponsor as authorized.

Scenario 3: Adolescent Client with
Social Anxiety

Format Used: DAP

Date: November 20, 2024
Session Number: 5
Duration: 45 minutes

D: Client arrived with a parent and initially
avoided eye contact. Client reported that she
did not attend a friend’s birthday party over
the weekend because “I knew everyone
would stare at me.” Client stated she felt
“sick to my stomach” just thinking about the
party. Mother reported that
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