Guide for Completing Patient SOAP Note

Primary Care Preceptorship

OBJECTIVE SUMMARY
VITAL SIGNS:



BP, Pulse, respirations, temperature, weight, height

PHYSICAL FINDINGS:
An appropriate directed physical examination should be recorded with all pertinent areas described. The patient's general appearance should be noted first, followed by descriptions of the specific areas examined (e.g., eyes, ears, nose, throat, neck, respiratory, cardiovascular, abdomen, extremities, neurologic, etc.)

CURRENT LABORATORY DATA:
Significant laboratory or other studies related to the area being evaluated (e.g., chest X-ray, CBC, EKG, etc.)

ASSESSMENT
Identify the major or primary assessment supported by the patient database and any other associated assessments.  This should include patient Health Risk Assessment for age, sex, and history.

All assessments should be numbered: #1, #2, etc...

PLAN

A separate plan should be developed for each assessment and numbered to correspond with the assessment number.  Each plan should be divided into Diagnostics (Dx.), Therapeutic (Th.), Patient Education (Pt. ed.), and Health Promotion Strategies (Hl. pro.) sections as shown below.

#1
Dx.


Th.


Pt. ed.


Hl. pro.

#2
etc...

****CRITIQUE****

Comments must be made by the preceptor physician concerning accuracy of information, style of presentation and content of the patient SOAP note and should be made here.  The critique then should be discussed with the student.

*If this section is not filled out by the preceptor, student will receive an Incomplete.*
