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Introduction

In the fast �paced world of mental health care, the ability to capture a client’s journey accurately and efficiently is 

vital. Whether you’re a seasoned psychologist, a new counselor, or a social worker, the notes you take during and 

after each session serve as the backbone of your clinical practice. They provide continuity of care, inform treatment 

decisions, and protect you legally. But beyond the administrative necessity, well �crafted therapy progress notes 

examplesalso help you reflect on therapeutic progress, celebrate breakthroughs, and identify patterns that might

otherwise go unnoticed.

In this guide, we’ll explore what makes an effective progress note, break down the essential components, walk

through common pitfalls, and present a variety of real �world examples that illustrate how to document diverse

therapeutic modalities. By the end, you’ll have a toolkit to elevate your documentation practice, boost your

efficiency, and ensure your notes truly reflect the therapeutic work you’re doing.

What Are Therapy Progress Notes?

Therapy progress notes are brief, structured summaries written by clinicians to record the details of each

counseling session. They serve several key purposes:

•  Clinical Continuity: They ensure that every member of the treatment team—whether it’s a therapist, 

supervisor, or medical provider—has a clear, up �to �date understanding of the client’s status.

•  Legal Protection: Accurate documentation protects both the clinician and client by providing evidence of 

informed consent, treatment progress, and adherence to professional standards.

•  Quality Improvement: Notes allow therapists to track outcomes over time, evaluate the effectiveness of 

interventions, and make data �driven adjustments.

•  Billing and Reimbursement: Many insurance carriers require specific documentation to justify coverage and 

reimbursement.

Because of these responsibilities, progress notes must be concise, objective, and written in a professional tone.

The most widely used format is the SOAP model, but many clinicians also adopt variations such as DAP (Data,

Assessment, Plan) or narrative notes, depending on their specialty or organizational policies.

Key Elements of a Therapy Progress Note

Regardless of the chosen structure, a high �quality progress note consistently includes the following core elements:

1.  Client Identification: Name, ID number, date of birth, and session number.

2.  Date and Time: Precise record of when the session occurred.

3.  Session Type: In �person, telehealth, group, or family session.

4.  Subjective (S): Client’s own words, feelings, and concerns expressed during the session.

5.  Objective (O): Observable behaviors, mood, and any measurable data (e.g., blood pressure, test scores).

6.  Assessment (A): Clinician’s interpretation of the client’s status, including diagnostic impressions or changes 

in symptom severity.

7.  Plan (P): Next steps: interventions, homework, referrals, or follow �up appointments.



8.  Signature: Clinician’s name, credentials, and contact information.

SOAP Format in Detail

The SOAP (Subjective, Objective, Assessment, Plan) format is favored for its clarity and brevity. Below is a quick

reference for each section:

•  Subjective: “Client reported feeling anxious about upcoming exam, described racing thoughts, and expressed 

frustration with time management.”

•  Objective: “Client appeared tense, fidgeted with hands, and maintained good eye contact. Mood was anxious; 

affect was congruent.”

•  Assessment: “Client’s anxiety appears to be increasing; symptoms consistent with generalized anxiety 

disorder.”

•  Plan: “Continue CBT focusing on cognitive restructuring; assign breathing exercise homework; schedule next 

session in two weeks.”

Other Common Formats

•  DAP (Data, Assessment, Plan): Similar to SOAP but often used in social work settings. “Data” replaces 

“Subjective/Objective.”

•  Narrative Notes: A free �form paragraph that may be preferable for certain modalities, such as psychodynamic 

or family therapy, where the flow of conversation is crucial.

•  ICD �10/DSM �5 Coding Notes: When billing, clinicians often include diagnostic codes directly in the note or in a 

separate section.

Common Mistakes to Avoid

1.  Vague Language: “Client was upset” is less useful than “Client expressed anger when discussing recent job 

loss.”

2.  Over �Detailing Personal Opinions: Avoid subjective judgments that could be perceived as bias.

3.  Failing to Include the Plan section, which leaves the record incomplete.

4.  Omitting Signature and Credentials, which can jeopardize legal compliance.

5.  Using non �standard terminology that may confuse other clinicians or billing systems.

How to Write Effective Therapy Progress Notes

1.  Prepare Beforehand: Review the client’s previous notes, treatment plan, and any relevant assessments.

2.  Use the “S.O.A.P.” Checklist: Keep the structure in mind as you write to avoid missing sections.

3.  Be Concise but Complete: Aim for 200–300 words per note—enough to capture essential information without 

excessive verbosity.

4.  Use Plain Language: Write in a tone that can be understood by other clinicians and the client’s family if 

needed.

5.  Stay Objective: Focus on observable facts and client �reported experiences rather than your own 

interpretations.

6.  Document Interventions: Specify techniques used (e.g., CBT, EMDR, mindfulness) and client response.

7.  Include Homework Assignments: Note any tasks given to the client and expected outcomes.

8.  Review and Sign: Double �check spelling, dates, and client identifiers before finalizing.

Therapy Progress Notes Examples

Below are illustrative examples across various therapeutic modalities. These sample notes demonstrate how to

structure information clearly and professionally while adhering to best practices.



CBT Progress Note Example

Client: Jane Doe, Date: 15 /June /2024, Session #: 8, Type: Individual, Duration: 50 /min.

Subjective:Jane reported increased anxiety related to upcoming mid �term exams, describing “racing thoughts” and

“difficulty sleeping.” She expressed frustration over her inability to maintain a study schedule.

Objective:Client appeared tense, fidgeted with a pen, and maintained good eye contact. Mood was anxious; affect

was congruent. No signs of psychosis or suicidal ideation.

Assessment:Anxiety symptoms appear to be escalating, consistent with a diagnosis of generalized anxiety

disorder. The client’s coping skills remain underdeveloped, particularly in time �management and relaxation

techniques.

Plan:Continue CBT focusing on cognitive restructuring of catastrophic thoughts. Assign breathing exercise (4 �7 �8

technique) daily for one week. Provide a structured study schedule worksheet. Schedule next session for

22 /June /2024.

Signature: Dr. Emily Carter, PhD, LCSW, 123 �456 �7890

Trauma �Focused Therapy Note Example

Client: Michael Lee, Date: 12 /June /2024, Session #: 12, Type: Individual, Duration: 60 /min.

Subjective:Michael described a flashback triggered by a specific street noise. He reported feeling “overwhelmed”

and “unable to control his breathing.” He expressed relief after grounding exercises.

Objective:Client’s heart rate increased noticeably; he clutched his hands and exhibited a startle response.

Post �session, he appeared calmer and engaged in reflective journaling.

Assessment:Trauma response remains significant; grounding techniques are effective but require reinforcement.

No evidence of dissociative episodes.

Plan:Introduce EMDR protocol focusing on the identified trigger. Assign grounding exercise log to monitor

frequency and intensity. Refer to peer support group for additional social support. Follow up in one week.

Signature: Dr. James Patel, PhD, LMFT, 987 �654 �3210

Family Therapy Progress Note Example

Client(s): Smith Family (John, Mary, and 12 �year �old daughter, Emily), Date: 8 /June /2024, Session #: 5, Type: 

Group, Duration: 90 /min.

Subjective:Family expressed increased tension around Emily’s school performance. John reported feeling

“overwhelmed” by his new job, while Mary felt “neglected” due to her caregiving responsibilities.

Objective:Family dynamic displayed conflict; verbal exchanges were frequent and emotional. Emily showed signs

of withdrawal, minimal eye contact, and low engagement.

Assessment:Family stressors appear to be escalating, potentially impacting Emily’s emotional well �being.

Intergenerational communication patterns require intervention.

Plan:Implement communication skills training focusing on active listening. Assign family homework: “Three Things

We Appreciate About Each Other” journal for the next week. Schedule next family session for 15 /June /2024.

Signature: Dr. Sarah Nguyen, LCSW, 555 �123 �4567



Substance Use Therapy Note Example

Client: Carlos Mendez, Date: 10 /June /2024, Session #: 4, Type: Individual, Duration: 45 /min.

Subjective:Carlos reported a relapse after a social gathering. He expressed guilt and a desire to regain control.

He noted that he has been using alcohol to cope with stress at
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