1. ACUTE VISIT SOAP NOTE TEMPLATE (Adult/Primary Care)
S – SUBJECTIVE
· Chief Complaint (CC): “…”
· History of Present Illness (HPI):
· Location
· Onset
· Duration
· Character
· Aggravating/Relieving factors
· Timing
· Severity
· Associated symptoms
· Relevant ROS tied to CC
· Past Medical History (PMH):
· Chronic conditions
· Past Surgical History (PSH):
· Surgeries/hospitalizations
· Medications: RX, Include OTC, supplements
· Allergies: Medication/food/latex + reaction
· Family History (FH):
· Social History (SH): Tobacco, alcohol, substances, safety, occupation, housing, relationships
· Review of Systems (ROS): Targeted and relevant per CC
O – OBJECTIVE
· Vital Signs:
· General Appearance:
· Focused Physical Exam: Include relevant systems only
· Labs/Diagnostics: Performed or ordered
· Screening Tools: e.g., PHQ-9, GAD-7 (if used)
A – ASSESSMENT
· Primary Diagnosis:
P – PLAN
· Primary and Differential Diagnoses (2–3):
· Brief rationale for each
· Pertinent positives/negatives
· Clinical Decision-Making Summary:*for each diagnosis listed in Assessment

· Diagnostics: Labs, imaging, point-of-care tests (ordered or results)
· Pharmacologic: Medication, dose, frequency, duration + teaching
· Non-Pharmacologic: Interventions, recommendations (frequency, duration etc.)
· Education Provided (Health Literacy Appropriate):
· Follow-Up: Return precautions, timeline
· Consults/Referrals:
· Shared Decision-Making Summary:

2. ANNUAL PREVENTIVE / WELL ADULT VISIT SOAP NOTE TEMPLATE
S – SUBJECTIVE
· Reason for Visit: Annual preventive exam
· Interval History: Concerns, changes since last visit
· PMH, PSH, FH, SH: Full update
· Medications
· Allergies
· Preventive Screening History:
· Cancer screening (breast, cervical, colorectal, prostate as applicable)
· Immunizations (CDC schedule)
· CV risk screening (lipids, A1C, BP)
· Osteoporosis screening
· Reproductive/Sexual Health:
· Contraception
· Pregnancy history/plans
· STI risk
· Nutrition/Exercise/Sleep/Spirituality/Stress
· Mental Health Screening: PHQ-9, GAD-7
· Safety/Social Determinants: Housing, finances, IPV, food security
O – OBJECTIVE
· Vitals: BP, HR, RR, Temp, SpO2, BMI (include hight/weight)
· General Physical Exam: HEENT, CV, Resp, Abd, Skin, MSK, Neuro, Psych
· Age-Focused Exam Elements: Breast, GU as appropriate
· Screening Tools Completed: PHQ9/GAD 7 etc.
· Laboratory Data: Ordered or reviewed
A – ASSESSMENT
· Overall Health Status Summary (usually Z00.1 for adults) 
· Active Conditions:
P – PLAN
Preventive Needs: Based on USPSTF/CDC guidelines
Risk Factors Identified: e.g., elevated BMI, tobacco use
Differential Diagnoses (if applicable)

· Preventive Screening Orders: or recommendations
· Immunizations: (Administered or recommended)
· Health Promotion Counseling: examples
· Nutrition
· Physical activity
· Mental health
· Substance use
· Sexual/reproductive health
· Stress management
· Chronic Disease Management Adjustments (if applicable): List out diagnosis and management of each. 
· Referrals:
· Patient Education:
· Follow-up Schedule: Annual + PRN

3. PEDIATRIC WELL CHILD VISIT SOAP NOTE TEMPLATE (0–18 Years)
S – SUBJECTIVE
· CC: Reason for Visit Routine well-child exam (age)
· Historian: Parent/guardian/patient
· Parental Concerns:
· Interval History: Illnesses, ER/Urgent care visits, specialist visits
· Birth History: (Infants/young child)
· Past Medical/Surgical History:
· Medications/Allergies:
· Family History:
· Social History:
· Home environment
· Childcare/school
· Safety (car seat, helmets, smoke/CO detectors, firearms, parental ETOH/substance use)
· Nutrition: Breast/bottle/solids, picky eating, supplements
· Sleep Patterns:
· Elimination:
· Activity:
· Developmental Screening:
· Ages & Stages (ASQ)
· MCHAT (18–30 mo)
· PHQ-A (adolescents)
· Behavior/Mental Health:
· Immunization History:
O – OBJECTIVE
· Vitals: HR, RR, Temp, BP (age-based), SpO2
· Anthropometrics: Weight, Height/Length, Head Circumference, BMI percentile
· Growth Curves: Interpretation
· Physical Exam: Full head-to-toe
· General
· HEENT
· CV
· Respiratory
· Abdomen
· GU
· MSK
· Neuro
· Skin
· Developmental Observations: Visual, motor, speech, social
· Screening Tools: Vision, hearing, lead, Hgb/Hct based on age
A – ASSESSMENT
· Well Child Exam — with normal or abnormal findings
· Diagnosis made
P – PLAN
Well Child Exam: 
· Normal OR Abnormal Findings: Brief overview/rational
· Developmental Status:
· Growth Assessment:
· Diagnoses:
· Preventive
· Acute/chronic findings
· Differential if abnormal findings present

· Immunizations: VIS provided, parent/patient education
· Age-Appropriate Anticipatory Guidance:
· Safety
· Nutrition
· Activity
· Behavior
· School readiness
· Adolescence discussions (confidential time as appropriate)
· Developmental Follow-Up:
· Labs/Screenings: Lead, Hgb/Hct, lipids, depression screens
· Referrals: PT/OT/ST, behavioral health, specialists
· Education Provided: Document teaching and understanding
· Follow-Up: Next well child visit per Provider schedule

