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CHARTING  SYSTEMS  -
eccdl.dcccd.edu
innovations  in  nursing
Drug abusers and addicts:
identifying,  protecting,
and,  yes,  helping  them
Nurse's obligations-profes-
sional and moral-with sui-
cidal patients?
This guide is created in
order to provide exam-
ples of SOAP ...
CHARTING EXAMPLES FOR
PHYSICAL  ASSESSMENT
SKIN,  HAIR  AND  NAILS
Skin pink, warm, dry and
elastic. No lesions or exco-
riations noted. Old appen-
dectomy scar right lower
abdomen  4  inches  long,
thin, and white. Sprinkling
of  freckles  noted  across
cheeks  and  nose.  Hair
brown,  shoulder  length,
clean, shiny. Normal distri-

bution  of  hair  on  scalp
and perineum.
ROUTINE SOAP NOTE EX-
AMPLES  S:  “I  feel  like  I
can’t empty my bladder.”
O:  Patient  is  febrile  at
100.4  with  pain  in  low
back 4/10. A: Patient has
symptoms consistent with
UTI  with  increased  com-
plaints  of  pain  and  low
grade fever requiring ad-
dressing,  managing,  and
monitoring of symptoms.
A  SOAP  note  template
comes  in  a  very  struc-
tured format though it is
only one of the numerous
formats health or medical
professionals  can  use.  A
SOAP note template by a
nurse practitioner or  any
other  person  who  works
with the patient enters it
into the patient’s medical
records in order to update
them.
Examples for documen-

tation.  -  Nursing  Stu-
dent Assistance ...
Assessment  Documen-
tation Examples |  Stu-
dent  Nursing  Study
Blog
Examples  of  SOAP
Notes  in  Nursing  -
Study.com
GUIDELINES FOR WRIT-
ING  SOAP  NOTES  and
HISTORY  AND  PHYSI-
CALS
How to Write a Nurse's
SOAP  Note  |  Career
Trend
(This  information  is  from
page 676 of Portable RN:
The All-In-One Nursing Ref-
erence, Third Edition, pub-
lished by Lippincott, Willi-
ams & Wilkins, 2007) Th-
ese examples of soap and
soapie  charting  come
from  page  677  of  the
same reference...
PRN  acetaminophen  ad-
ministered  with  pain  de-
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creased  to  a  3  with  30
minutes.  Patients  report
of consistent lack of pain
rel ief  reported  to  his
nurse. Pain noted at 5 on
the number scale at inci-
sion site and radiating to
right side. PRN Oxycodone
pain  medication  adminis-
tered with pain decrease
to 3 within 30 minutes.

SOAP Notes - Dentistry
- Example | Sbar nurs-
ing, Soap note ...
The assessment section of
a SOAP note is just what it
sounds like: the nurse doc-
uments her assessment of
the patient’s physical and
emotional  status.  For ex-
ample,  her  SOAP  note
might  state,  “Wound
edges slightly reddened --
patient  at  risk  for  infec-
tion.
From this lesson, you will
learn  why  nurses  use
SOAP notes to write about
patients, as well as what
each section of the SOAP
notes stand for along with
specific examples.
40  Fantastic  SOAP
Note Examples & Tem-
plates ᐅ Template Lab
Documentation  &  Re-
porting  in  Nursing  -
Nurseslabs
FREE  19+  SOAP  Note
Examples in PDF | Ex-
amples
Nursing Student  Head to
Toe  Assessment  Sample
Charting  Entry  Examples

of  Documentation:  Forms
and  Formats  (Nursing)
Head-to-Toe  Nursing  As-
sessment  The  sequence
for performing a head-to--
toe assessment is: Inspec-
tion  Palpation  Percussion
Auscultation  However,
with  the  abdomen  it  is
changed  where  ausculta-
tion is  performed second
instead of last.

Example Of Soap Nurs-
ing Documentation
The following examples of
skilled and unskilled docu-
mentation are used to il-
lustrate  Medicare  guide-
lines that state that all ser-
vices  must  be  medically
necessary and be provid-
ed at a level of complexity
and sophistication that re-
quires a speech-language
pathologist to perform the
tasks.
How to Make a SOAPIE
Note?  -  General  Nurs-
ing - allnurses
Nursing  Notes  Examples
Nursing  Documentation
Examples Soap Note Sbar
Nursing  Geriatric  Nursing
Notes  Template  Report
Template Templates Nurs-
ing  Process  Chiropractic
Radiology  Report  Tem-
plate  Chiropractic  X  Ray
Report Template Professio-
nal And High Quality, Re-
ferral Pad Samples By Spe-
cialty Medical Forms, Pos-
tureray  Emr  Dicom Solu-
tions,

How to Write Progress
Notes in SOAP Format |
Pocketsense
U s i n g  t h e  S O A P
Method
How  to  Write  a  Soap
Note  (with  Pictures)  -
wikiHow
How  to  Write  Progress
Notes in SOAP Format. By:
Dana Sparks. ... The SOAP
format is a way for medi-
cal  professionals  to  pro-
vide a clear, concise docu-
mentation  of  a  client's
care. It is used by a varie-
ty of  providers,  including
doctors, nurses, EMTs and
mental  health  providers.
SOAP  format  is  intended
to examine a patient's wel-
l-being and ...
problems are documented
as SOAP notes. Specifical-
ly  for  in-patient  settings,
after an admission H/P is
done,  SOAP  notes  detail
the regular follow-up visits
by various health care pro-
fessionals. Often they com-
prise  the  format  for  the
"Progress Notes" and ad-
dress the status of particu-
lar problems for which the
patient  has been admitt-
ed.
19+ SOAP Note Examples
i n  P D F  H e a l t h  c a r e
providers,  such  as  doc-
tors,  clinicians,  physi-
cians, and nurses as well
as medical  interns use a
SOAP  note  to  communi-
cate  effectively  to  their
colleagues about the con-
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dition of the patient as it
is  essential  when provid-
ing a cure for the diagno-
sis and giving medical or
surgical treatment.
Nurses Notes Template
-  FREE  DOWNLOAD  |
Soap note, Nursing ...
SOAP documentation -
MyCNA
CHARTING  SYSTEMS  1.
Narrative  Format  This  is
the most familiar method
of  documenting  nursing
care. It is a diary or story
format in chronological or-
der.  It  is  used  to  docu-
ment the patient's status,
care,  events,  treatments,
interventions, and patien-
t's response to the inter-
ventions.
Example:  Participant  re-
ported he has had a “dull
headache  for  the  past
week.”  Document  any
changes  mentioned  by
the participant related to
his medication regimen, di-
et,  blood pressure,  blood
glucose levels, etc. Exam-
ple:  Participant  reported
he went to the doctor this
week  for  a  regular  visit
and  the  doctor  told  him
his “blood pressure
SOAP documentation is a
problem-oriented  tech-
nique whereby the nurse
identifies and lists the pa-
tient’s health concerns. It
is commonly used in pri-
mary health-care settings.
Documentation is general-
ly organized according to

the following headings: S
= subjective data . Exam-
ple: What is the patient ex-
periencing or feeling, how
long has this been an is-
sue, what is the

Example Of Soap Nurs-
ing Documentation
SOAP documentation is a
problem-oriented  tech-
nique whereby the nurse
identifies and lists the pa-
tient’s health concerns. It
is commonly used in pri-
mary health-care settings.
Documentation is general-
ly organized according to
the following headings: S
= subjective data . Exam-
ple: What is the patient ex-
periencing or feeling, how
long has this been an is-
sue, what is the

SOAP documentation -
MyCNA
ROUTINE SOAP NOTE EX-
AMPLES  S:  “I  feel  like  I
can’t empty my bladder.”
O:  Patient  is  febrile  at
100.4  with  pain  in  low
back 4/10. A: Patient has
symptoms consistent with
UTI  with  increased  com-
plaints  of  pain  and  low
grade fever requiring ad-
dressing,  managing,  and
monitoring of symptoms.

This guide is created in
order to provide exam-
ples of SOAP ...
From this lesson, you will
learn  why  nurses  use
SOAP notes to write about

patients, as well as what
each section of the SOAP
notes stand for along with
specific examples.

Examples  of  SOAP
Notes  in  Nursing  -
Study.com
A  SOAP  note  template
comes  in  a  very  struc-
tured format though it is
only one of the numerous
formats health or medical
professionals  can  use.  A
SOAP note template by a
nurse practitioner or  any
other  person  who  works
with the patient enters it
into the patient’s medical
records in order to update
them.

40  Fantastic  SOAP
Note Examples & Tem-
plates ᐅ Template Lab
Example:  Participant  re-
ported he has had a “dull
headache  for  the  past
week.”  Document  any
changes  mentioned  by
the participant related to
his medication regimen, di-
et,  blood pressure,  blood
glucose levels, etc. Exam-
ple:  Participant  reported
he went to the doctor this
week  for  a  regular  visit
and  the  doctor  told  him
his “blood pressure

U s i n g  t h e  S O A P
Method
19+ SOAP Note Examples
i n  P D F  H e a l t h  c a r e
providers,  such  as  doc-
tors,  clinicians,  physi-
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cians, and nurses as well
as medical  interns use a
SOAP  note  to  communi-
cate  effectively  to  their
colleagues about the con-
dition of the patient as it
is  essential  when provid-
ing a cure for the diagno-
sis and giving medical or
surgical treatment.

FREE  19+  SOAP  Note
Examples in PDF | Ex-
amples
For  example,  you  may
write, “45-year-old female
presenting  with  abdomi-
nal pain,” as the first step
in your SOAP note. 2 Or-
ganize  the  parts  of  your
note in order.

How  to  Write  a  Soap
Note  (with  Pictures)  -
wikiHow
problems are documented
as SOAP notes. Specifical-
ly  for  in-patient  settings,
after an admission H/P is
done,  SOAP  notes  detail
the regular follow-up visits
by various health care pro-
fessionals. Often they com-
prise  the  format  for  the
"Progress Notes" and ad-
dress the status of particu-
lar problems for which the
patient  has been admitt-
ed.

GUIDELINES FOR WRIT-
ING  SOAP  NOTES  and
HISTORY  AND  PHYSI-
CALS
(This  information  is  from
page 676 of Portable RN:

The All-In-One Nursing Ref-
erence, Third Edition, pub-
lished by Lippincott, Willi-
ams & Wilkins, 2007) Th-
ese examples of soap and
soapie  charting  come
from  page  677  of  the
same reference...

How to Make a SOAPIE
Note?  -  General  Nurs-
ing - allnurses
PRN  acetaminophen  ad-
ministered  with  pain  de-
creased  to  a  3  with  30
minutes.  Patients  report
of consistent lack of pain
rel ief  reported  to  his
nurse. Pain noted at 5 on
the number scale at inci-
sion site and radiating to
right side. PRN Oxycodone
pain  medication  adminis-
tered with pain decrease
to 3 within 30 minutes.

Assessment  Documen-
tation Examples |  Stu-
dent  Nursing  Study
Blog
Documentation  is  any-
thing  written  or  printed
that is relied on as a re-
cord  of  proof  for  autho-
rized persons. Documenta-
tion and reporting in nurs-
ing are needed for continu-
ity of care it is also a legal
requirement  showing  the
nursing care performed or
not performed by a nurse.

Documentation  &  Re-
porting  in  Nursing  -
Nurseslabs
very hard to find this kind

of stuff on the internet be-
cause  of  hipaa  and  confi-
dentiality  issues.  if  there
is  a  class  you  can  take
then take it. there are al-
so  books  on  the  market
on documentation for nurs-
es. you should also do a
search of  this  thread for
"documentation" or "chart-
ing" as this subject comes
up from time to time. here
are a few links i have to
samples of charting:

Examples for documen-
tation.  -  Nursing  Stu-
dent Assistance ...
The assessment section of
a SOAP note is just what it
sounds like: the nurse doc-
uments her assessment of
the patient’s physical and
emotional  status.  For ex-
ample,  her  SOAP  note
might  state,  “Wound
edges slightly reddened --
patient  at  risk  for  infec-
tion.

How to Write a Nurse's
SOAP  Note  |  Career
Trend
CHARTING EXAMPLES FOR
PHYSICAL  ASSESSMENT
SKIN,  HAIR  AND  NAILS
Skin pink, warm, dry and
elastic. No lesions or exco-
riations noted. Old appen-
dectomy scar right lower
abdomen  4  inches  long,
thin, and white. Sprinkling
of  freckles  noted  across
cheeks  and  nose.  Hair
brown,  shoulder  length,
clean, shiny. Normal distri-
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bution  of  hair  on  scalp
and perineum.

CHARTING  EXAMPLES
FOR PHYSICAL ASSESS-
MENT | The Other Side
...
Nursing  Notes  Examples
Nursing  Documentation
Examples Soap Note Sbar
Nursing  Geriatric  Nursing
Notes  Template  Report
Template Templates Nurs-
ing  Process  Chiropractic
Radiology  Report  Tem-
plate  Chiropractic  X  Ray
Report Template Professio-
nal And High Quality, Re-
ferral Pad Samples By Spe-
cialty Medical Forms, Pos-
tureray  Emr  Dicom Solu-
tions,

Nurses Notes Template
-  FREE  DOWNLOAD  |
Soap note, Nursing ...
Nursing Student  Head to
Toe  Assessment  Sample
Charting  Entry  Examples
of  Documentation:  Forms
and  Formats  (Nursing)
Head-to-Toe  Nursing  As-
sessment  The  sequence
for performing a head-to--
toe assessment is: Inspec-
tion  Palpation  Percussion
Auscultation  However,
with  the  abdomen  it  is
changed  where  ausculta-
tion is  performed second
instead of last.

SOAP Notes - Dentistry
- Example | Sbar nurs-
ing, Soap note ...
CHARTING  SYSTEMS  1.

Narrative  Format  This  is
the most familiar method
of  documenting  nursing
care. It is a diary or story
format in chronological or-
der.  It  is  used  to  docu-
ment the patient's status,
care,  events,  treatments,
interventions, and patien-
t's response to the inter-
ventions.

CHARTING  SYSTEMS  -
eccdl.dcccd.edu
innovations  in  nursing
Drug abusers and addicts:
identifying,  protecting,
and,  yes,  helping  them
Nurse's obligations-profes-
sional and moral-with sui-
cidal patients?

Using  SOAP,  SOAPIE,
and SOAPIER formats :
Nursing2019
How  to  Write  Progress
Notes in SOAP Format. By:
Dana Sparks. ... The SOAP
format is a way for medi-
cal  professionals  to  pro-
vide a clear, concise docu-
mentation  of  a  client's
care. It is used by a varie-
ty of  providers,  including
doctors, nurses, EMTs and
mental  health  providers.
SOAP  format  is  intended
to examine a patient's wel-
l-being and ...

How to Write Progress
Notes in SOAP Format |
Pocketsense
The following examples of
skilled and unskilled docu-
mentation are used to il-

lustrate  Medicare  guide-
lines that state that all ser-
vices  must  be  medically
necessary and be provid-
ed at a level of complexity
and sophistication that re-
quires a speech-language
pathologist to perform the
tasks.

For  example,  you  may
write, “45-year-old female
presenting  with  abdomi-
nal pain,” as the first step
in your SOAP note. 2 Or-
ganize  the  parts  of  your
note in order.
Documentation  is  any-
thing  written  or  printed
that is relied on as a re-
cord  of  proof  for  autho-
rized persons. Documenta-
tion and reporting in nurs-
ing are needed for continu-
ity of care it is also a legal
requirement  showing  the
nursing care performed or
not performed by a nurse.
Using  SOAP,  SOAPIE,
and SOAPIER formats :
Nursing2019
very hard to find this kind
of stuff on the internet be-
cause  of  hipaa  and  confi-
dentiality  issues.  if  there
is  a  class  you  can  take
then take it. there are al-
so  books  on  the  market
on documentation for nurs-
es. you should also do a
search of  this  thread for
"documentation" or "chart-
ing" as this subject comes
up from time to time. here
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are a few links i have to
samples of charting:

CHARTING  EXAMPLES
FOR PHYSICAL ASSESS-

MENT | The Other Side
...


