These are common note formats, not a format Oregon requires. Oregon board rules ask for records recorded concurrently that include an assessment, goals or objectives, and progress notes (OAR 833-075-0070 for LPCs and LMFTs).
Progress Note Template: SOAP and DAP
Page 1 is a SOAP note and page 2 is a DAP note. Each page is a complete note; use the one you prefer and delete the other.
SOAP version
	Client
	
	Date
	

	Start time
	
	End time
	

	Service / CPT
	
	POS / modality
	

	Client location (if telehealth)
	



	Subjective
What the client reports, in their words where it helps.
	

	Objective
What you observe: presentation, affect, any measures or scores.
	

	Assessment
Your clinical read: progress toward goals, changes since last session.
	

	Plan
Next steps: interventions, between-session work, next session date.
	



	Risk check
Risk reviewed (self, others, safety) and outcome
	



	Clinician signature
	Credentials
	Date

	
	
	





DAP version
	Client
	
	Date
	

	Start time
	
	End time
	

	Service / CPT
	
	POS / modality
	

	Client location (if telehealth)
	



	Data
What the client said and what you observed.
	

	Assessment
Your interpretation and progress toward treatment-plan goals.
	

	Plan
What happens next, and when.
	



	Risk check
Risk reviewed (self, others, safety) and outcome
	



	Clinician signature
	Credentials
	Date
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