Medical Policy

Progress Notes

All progress notes are to be performed in “SOAP” NOTE FORMAT.  An example format follows:

(S)ubjective – The subjective information is provided by the patient.


“The patient has a 3 day history of earaches.”

(O)bjective – The objective or physical findings.  Should include three major data 

groups  - vital signs, the P.E. data and the lab data if applicable. 


“The right tympanic membrane is erythematous and bulging.”

(A)ssessment – The assessment of the diagnosis based on the subjective and objective information.


“Right otitis media” or “ROM.”

(P)lan – The plan for the management of the patient’s diagnosis.  Should include a diagnostic, therapeutic, patient education and follow up section where applicable.

All notes must indicate a follow up plan, whether it be prn, or 2 weeks, 2 days, etc.

