
SPEECH	  THERAPY	  SOAP	  NOTE	  
	  
Patient	  Name/ID	  Number:	  	  
Goals/Objectives:	  
	  
	  
	  
	  
	  
Basic	  Information	   Subjective	   Objective	   Assessment	   Plan	  
Date	   Min.	   Absent	   G/I	  
	   	   __	  Direct	  	   __	  Group	  

__	  Absent	   __	  
Individual	  

__	  Refused	   	  
__	  Unavailable	  
	  

	  

__	  Therapist	  
unavailable	  

	  

__Holliday/In-‐
service	  

	  
	  

___	  Alert	  
___	  
Cooperative	  
__	  Ill	  
__	  
Uncooperative	  
__Lethargic	  
Notes:	  
	  
	  
	  
	  
	  
	  

	  

%	  
Correct	  

Progress	  

	   ____	  Ind.	  
	   ____	  Min	  
	   ____	  Mod	  
	   ____	  Max	  
	   ____	  

Verbal	  
	   ____	  

Visual	  
	   ____	  

Gestural	  
	   ____	  

Tactile	  
Notes:	  
	  
	  
	  

	  

____	  Mastered	  
____	  Min	  progress	  
____	  Mod	  
progress	  
____Regression	  
___	  Introduced	  
goal	  
____Unresponsive	  

Notes:	  
	  
	  
	  
	  
	  

	  

___	  Continue	  
Therapy	  
___	  Objective	  
Met	  
___	  Initiate	  
New	  
Objective	  
___	  D/C	  
Notes:	  
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Therapist	  Name	  &	  Credentials:	   	  
ASHA	  Number:	   	  
State	  License	  Number:	  	   	  
Therapist	  Signature:	   	  
	  


