[bookmark: _p2ofwtpyc0hv]BEHAVIORAL HEALTH SOAP NOTE

	Client:
	Date of Service:

	DOB:
	Provider:

	MRN: 
	Session Length:  ______ min

	Session Type: ☐ Individual    ☐ Couple    ☐ Family    ☐ Group    ☐ Crisis 
 
	 


 
	S - Subjective

	Chief concern today/Client report:
______________________________________________________________________________________
______________________________________________________________________________________

	Stressors/Life events since last session:
______________________________________________________________________________________

	Mood since last session:  ☐ Better    ☐ Same    ☐ Worse

	Sleep/Appetite:  ☐ Normal   ☐ Disrupted

	Medication adherence:  ☐ Yes    ☐ Partial    ☐ No    ☐ N/A

	Substance use:  ☐ None reported    ☐ Present - Note below

	Notes on substance use/Other symptoms:
______________________________________________________________________________________

	SI:  ☐ None    ☐ Passive    ☐ Active
If present - Plan, Intent, Means/Access, Protective factors:
______________________________________________________________________________________

	HI/Self-Harm:  ☐ None    ☐ Present
If present - Type, Frequency, Plan, Intent, Means, Protective factors:
______________________________________________________________________________________

	Progress on goals/Homework since last session (client report):
______________________________________________________________________________________


 
	O - Objective

	Screening scores (PHQ-9, GAD-7, C-SSRS, PCL-5, AUDIT, etc.):
______________________________________________________________________________________

	Appearance:  ☐ WNL   ☐ Abnormal

	Behavior/Speech:  ☐ WNL   ☐ Abnormal

	Engagement:  ☐ Engaged    ☐ Guarded    ☐ Resistant

	Mood (reported):  ☐ Euthymic   ☐ Anxious   ☐ Depressed   ☐ Irritable   ☐ Other

	Affect:  ☐ Congruent   ☐ Incongruent   ☐ Constricted   ☐ Flat   ☐ Labile

	Thought Process/Content:  ☐ WNL   ☐ Abnormal - Note below

	Perception:  ☐ No Hallucinations/Delusions   ☐ Abnormal - Note below

	Cognition:  ☐ Intact   ☐ Impaired

	Insight/Judgment:  ☐ Good   ☐ Fair   ☐ Poor

	Notes (if any box above marked abnormal)/Clinician observations:
______________________________________________________________________________________


 
	A - Assessment

	Diagnosis (DSM-5-TR/ICD-10):
______________________________________________________________________________________

	Clinical impression/Progress toward treatment goals:
______________________________________________________________________________________
______________________________________________________________________________________

	Progress:  ☐ Improving   ☐ Stable   ☐ Worsening

	Risk level:  ☐ Low    ☐ Medium    ☐ High

	Rationale for risk level/Barriers to treatment:
______________________________________________________________________________________


 
	P - Plan

	Interventions used this session (CBT, DBT skills, MI, Psychoeducation, etc.) and client response:
______________________________________________________________________________________
______________________________________________________________________________________

	Homework/Plan changes/Referrals/Coordination of care:
______________________________________________________________________________________
______________________________________________________________________________________

	Safety plan reviewed:  ☐ Yes   ☐ No   ☐ N/A (Low risk only)

	Follow-up:  ☐ PRN   ☐ 1 wk   ☐ 2 wk   ☐ 4 wk   ☐ 8 wk                                    Next appt date:  ______________


 
	Provider Signature/Credentials: ____________________________	                        Date:  ___________






