SOAP Notes - Description
The SOAP format is a common documentation style used by many types of healthcare providers.  Physician SOAP notes outline diagnosis and management of medical problems, whereas pharmacy SOAP notes are written to outline and manage drug-related problems. SOAP stands for the following: Subjective, Objective, Assessment, and Plan.  When developing the note, only information pertinent to the medical issues of the patient should be included. As you are just beginning your experiential rotations it may be difficult for you to decide if the information is pertinent. Inclusion of extraneous information in this case is acceptable. Abbreviations should be avoided to prevent miscommunications. This is especially important when documenting patient medications. 

Subjective (S): 
Information for the subjective section of the note is obtained from interviewing the patient or caregiver. If the source is not the patient, the information source should be documented in the note. Information in this section includes the following: 

A. General Information (provides overall sketch of the patient) 

1. Two Initials (for patient confidentiality reasons, do not use the patient’s actual initials) 

2. Approximate Patient Age 

3. Patient Sex 

4. Social History 

5. General Health (how are they feeling today) 

B. Past Medical History 

C. Medication History (Prescription, Nonprescription including vitamins and herbals) 

D. Allergies 

E. Social History 

F. Family History 

Objective (O): 

Information for the objective section is obtained from direct observation (physical exam) or verifiable sources (lab values, prescription records). All information included should support the assessment or plan section. All other extraneous information should be omitted.  

Assessment (A): 

The assessment section is used to assess the patient’s medical and drug-related problems. The assessment should contain a statement supporting your assessment that a problem exists and should include justification of the therapeutic goal and brief discussion of treatment alternatives. For the purposes of this assignment, you are only expected to link medical problems with medications. 

Plan (P): 

The plan should recommend your suggested treatment (for medications: include name, dose, frequency) and monitoring / follow up parameters (e.g. what should be measured, frequency of measurement, follow up appointment, etc).


