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THE CONSULTATION: A PREVIEW 

The interview and assessment of a client’s condition is often complex, involving multiple steps.  
Following a SOAP guideline will offer some structure to the session. The following is a document providing 

details how to organize the data compiled during the intake process.  

 

SOAP: Subjective / Objective Analysis Plan  

 

SOAP Guidelines 

The SOAP format can be tailored to any type of visit and, when done properly, will satisfy both the medical 

record needs for the continuing care of the patient and the source documentation requirements.  

 
Below is a detailed description of the components of the SOAP format, followed by an example of how it 

might be used in a medical chart. 

 

PART ONE: SUBJECTIVE (S) 

 

Comprises the patient interview; subjective observations and concerns expressed by the patient.  

 

What the patient told you.  

• The patient should be allowed to speak openly about the history and relevant details pertaining to 

their health concern.  

• Questions should also be directed so that important information can be gathered for consideration 

which will assist in determining the nature and cause of the patient’s health concern. 

 
 

Chief Complaint (CC) 

A brief statement, in the client’s own words, of why they are seeking care and support.  

For example, the clinician may ask: “What brings you in to the clinic today?”  

If the patient responded that they are experiencing chest pain, the chief complaint would be charted as 

follows:  

CC#1: Chest pain  
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History of Present Illness (HPI) 

The HPI elaborates on the CC and includes all information relevant to the patient’s current medical 

problem.  

Gather a clear understanding of the chronology and progression of the symptoms leading to the CC.  

The acronym OLDCART is helpful: Onset, Location, Duration, Character, Aggravates, Relieves, Timing.  
Both pertinent positives and negatives should be noted.  

For example, if the patient’s chief complaint is chest pain, pertinent findings would include things like:  

Positive Findings  Negative Findings  

1. History of exertional chest pain  1. No history of trauma to chest  

2. History of cigarette smoking  2. No history of fever and productive cough  

3. Family history of early coronary artery disease  3. No past history of similar symptoms (exertional chest pain)  

4. Blood pressure of 160/102 on exam  4. No costochondral or rib pain on exam  

 

LMNOPQRSTUVW is a useful acronym for assessing symptoms 

 

L = Location: Where is the symptom?  Can you point to the pain?  

M = Modifying factors: What makes it better/worse?  

N = Numbness, tingling, weakness? 

O = Onset and duration: When did it start? How long has this been going on?  

P = Progression and character: Has it been getting better/worse/staying the same? Is it constant or 
intermittent?  

Q = Quality: What does it feel like? sharp/dull/throbbing?  

R = Radiation: Does the pain/symptom radiate to elsewhere in the body?  

S = Severity: Can you rate the symptom on a scale of 1–10, 10 being the worst?  

T = Timing: How often does your symptom occur? How long does it last? Does it change throughout the 

day/month/week/year?  

U = How does this affect ‘U’ in your daily life?: Are there activities you can no longer perform? Has it 

affected your family/ friends?  

V = déjà Vu? Has this ever happened before?  
W = What do you think is causing it? What treatments have you tried for it? What tests have you had 

performed? 

 

• Be sure to explore associated symptoms, relevant risk factors and red flags as this will be 

particularly helpful in narrowing your differential diagnosis.  

• Questions should be clear and specific to the condition/illness you have in mind.  

• Clients rarely understand the depth behind the question “Do you have any associated symptoms?”  
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Past Medical History (PMHx) – completed upon Initial Consult  

PMHx explores all medical events during the client’s lifetime.  

The following inquiries should be made: 

• Past illnesses: including any diseases/conditions previously diagnosed, childhood illnesses 

• Past screening exams: type of exam, date, and results 
• Injuries/accidents/traumas: type and date 

• Hospitalizations: reason(s) for admission and date(s) 

• Surgeries: type of procedure and date 

• Psychological history 

• Immunization history: note any reactions 

 

Allergies/sensitivities: known drug, food/ingestible, and environmental allergies; be sure to note reaction 

and severity to allergy 

 
Medications/Supplements: all prescription and over the counter drugs/vitamins/herbs; include name, 

dosage, ingredients, route of administration; be sure to note compliance. Updated upon a follow-up.  

 

Family History (FMHx) – completed upon Initial Consult  

Should include health status of immediate family (siblings, parents, grandparents) living and deceased. 

First degree relatives may be included if the risk factor is significant (i.e. breast cancer, heart disease, 

autoimmune conditions, etc.).  

Be sure to include ages of family members and cause of death if applicable.  
It may be relevant to include and note ancestry and/or family heritage.  

 

Social History (SocHx) – completed upon Initial Consult  

- Education: highest level achieved, training attained.  

- Occupation: past, present, goals/ambitions  

- Hobbies/exercise: type, how many times per week, duration.  

- Personal relationships: marital status/partner, family, friends, support network  

- Home structure: type, location, occupants, privacy  

- Travel: recent history of travel 
- Substance use: 

• Tobacco: number of pack-years and type of nicotine (e.g. cigarettes, cigars, chewing 

tobacco); pack-year = (number of years patient has smoked cigarettes) x (number of 

packs per day) 

• Alcohol: type of alcohol consumed and weekly consumption amounts 

• Recreational drugs: type of drug used and quantity 
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Sexual History (SexHx): includes sexual, reproductive, and gynecological history. Approaches will differ if 

client is an adult, adolescent, or child.  

Some clients may not be comfortable discussing sexual history or practices. Try to put them at ease and 

let them know that taking a sexual history is an important part of a regular medical history and is held in 

confidence. 

§ Adults and adolescents: 

o Is the client sexually active? 
o Sexual orientation? 

o How many partners is the client currently sexually active with? 

o Are contraceptives or protection against STDs being used? Types?  

o Does the client have / had any sexually transmitted infections/diseases? 

§ Adults: 

o Any sexual problems (e.g. ejaculating, achieving and maintaining an erection, reaching 

orgasm, lubrication)? 

o Interest, function, satisfaction, fertility 

o Currently trying to conceive a child? Concerned about getting pregnant? 

o Contraception?  

o Further Gynecological assessment is completed in ROS and/or through intake paperwork  

§ Adolescents: 

o Unless client prefers, interview without parents. Under 16 requires active consent of a 
guardian or parent for consultation. Ensure confidentiality and inform client that incidents 

of harm or abuse are required to be reported.  

 

General Markers of Health  STEAMS is a useful acronym  
S = Stress:  Explore causes of stress. How would you rate your level of stress from 1-10, 10 being worst?  

 

T = Temperature:  Do you tend towards being more hot/cold? Chills? Fever? Night sweats?  

 

E = Energy: How is your energy? How would you rate your energy from 1-10, 10 being the best? Is there a time 
of day your energy is the best?  

 

A = Appetite/nutrition:  How is your appetite? What did you eat/drink in the last 24hrs? (3 – Day Diet Diary on 

Intake).  

 

M = Mood/attitude: How is your mood? Outlook? Insight? How would you rate your mood from 1-10, 10 being 

the best?  

 

S = Sleep: How many hours do you sleep per night? What time do you go to bed/wake up? Do you wake 
refreshed? Do you wake during the night? Do you nap often?  

In addition, be sure to ask about patient goals, and changes in weight and toxic exposure if relevant to 
the case.  
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Review of Systems (ROS)  

A screening ROS is a general inquiry into the functioning of all body systems, which may or may not be 

related to the client’s chief complaint(s).  

The screening ROS should explore questions pertaining to the following systems and is aided by the 

screening ROS included in the intake forms: 
 

Constitutional: Average weight, weight loss or gain, general state of health, sense of well-being, strength, 

ability to conduct usual activities, exercise tolerance. (Ayurveda Dosha analysis of Prakriti may be 

completed here).  

 

Integumentary / Dermatologic: Rash, itching, pigmentation, moisture or dryness, texture, changes in hair 

growth or loss, nail changes, nodules, tumours.  

 

HEENT: Headaches, vertigo, light-headedness, injury; vision, double vision, tearing, blind spots, eye/ear 
pain; nose bleeds, colds, nasal obstruction/discharge; dental difficulties, bleeding gums, dentures; neck 

stiffness, pain, tenderness, masses in thyroid/neck. 

 

Cardiovascular: Chest pain, shortness of breath, palpitations, syncope, dyspnea on exertion, orthopnea, 

nocturnal paroxysmal dyspnea, edema, cyanosis, hypertension, heart murmurs, varicosities, phlebitis, 

claudication.  

 

Respiratory: Shortness of breath, wheezing, stridor, cough (time of day, if productive, amount in 
tablespoons or cups per day, colour of sputum), hemoptysis, respiratory infections, fever or night sweats 

and exercise intolerance. 

 

Gastrointestinal: Appetite, dysphagia, indigestion, abdominal pain, heartburn, eructation, nausea, 

vomiting, hematemesis, jaundice, constipation or diarrhea, abnormal stools (clay-colored, tarry, bloody, 

greasy, foul smelling), flatulence, cramps, haemorrhoids or fissures, recent changes in bowel habits. 

 

Genitourinary: Urgency, frequency, dysuria, nocturia, hematuria, polyuria, oliguria, unusual (or change in) 

color of urine, stones, infections, nephritis, hesitancy, change in size of stream, dribbling, acute retention 
or incontinence, libido, potency, genital stores, discharge, venereal disease.  

Female / Person who menstruates: age at menarche, menstrual regularity and duration, date of last 

menstrual period, dysmenorrhea, menorrhagia, or metrorrhagia, vaginal discharge, post-menopausal 

bleeding, menopausal symptoms, dyspareunia, number and results of pregnancies. 

 

Endocrine: Polydipsia, polyuria, dizziness, sweating, hunger, hormone therapy, unusual growth, secondary 

sexual development, intolerance to heat or cold.  

 

Musculoskeletal: Pain, swelling, stiffness, redness or heat of muscles or joints, limitation of motion, 
muscular weakness, atrophy and cramps. Indicate quality.  
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Neurologic: Convulsions, fainting, paralysis, tremor, parathesis, difficulties with memory or speech, 

sensory/motor disturbances (changes in sight, smell, hearing, taste) or changes in coordination (ataxia, 

tremor, poor balance). 

 

Psychological: Predominant mood, "nervousness" (define), emotional problems, anxiety, depression, 
previous psychiatric care, unusual perceptions, hallucinations, sleep problems, lack of energy, episodes of 

mania, change in personality, work and school performance. 

 

Hematologic/Lymphatic: Anemia, purpura, petechial, bleeding tendency, previous transfusions and 

reactions, Rh incompatibility; local or general lymph node enlargement or tenderness, breast lumps, 

tenderness, swelling, nipple discharge.  

 

Allergic/Immunologic: Medication or environmental allergies, skin rash, runny nose, itchy/teary eyes, 

trouble breathing, anaphylaxis, allergic response to materials, foods, animals, insects; allergy test results. 
 
 

PART TWO: OBJECTIVE (O) 

 
The Objective analysis comprises measurable, repeatable, and traceable elements of the patient’s health 

status, including relevant physical findings from client exams and/or tests conducted.  

What you observed 

 

Physical Exam (PE) 

- Vitals (every visit): blood pressure, respiration rate, pulse rate, and temperature.  

Units should accompany measurement (e.g. mmHg, breaths/min, bpm, °C).  

Location of measurement should also be indicated  

(e.g. BP = LAS/RAS; pulse = carotid/brachial/radial; temperature = oral/rectal/axilla/tympanic). 

 

- General appearance / demeanor / mood 
- Orthopedic assessment 

- Tongue Reading  

- Hand and Nail  

- Iris, Sclera, Cornea  

- Facial Assessment 

 

Laboratory values/diagnostic studies 

Details laboratory values and/or diagnostic studies as reported / submitted by client and/or client’s MD / ND 
with supporting documentation.  

Hard copies of all lab and imaging results are to be kept in your client chart / file. Reference to lab work 

attained and date received should be noted in the objective findings. Abnormal lab values are to be 

documented with range of observation noted (functional vs clinical).  
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Findings  

Stool and Urine Assessment  

Quality of Condition / Chief Complaint  

Ayurvedic Dosha evaluation  

Confirmation of Prakriti  

Confirmation of Vikruti  

 

PART THREE: Assessment (A)  

Hypotheses and assessments are formed based on information that is collated from the  

Subjective and Objective Analysis.  

The Vindicate Model, TCM Principles, and Tissue State Categorization may assist in collating your findings.  

 
The VINDICATE model should be applied to ensure coverage of all possible pathological processes when 

considering your DDx.  

 

The VINDICATE model 

V – Vascular 

I – Infectious 

N – Neoplastic 

D – Degenerative 

I – Iatrogenic/Intoxication 

C – Congenital 

A – Autoimmune 

T – Traumatic 

E – Endocrine/Metabolic 

TCM ASSESSMENT  

Every case / client is assessed through the lens of the eight guiding principles. 

Every case is examined from this filter coming from broad strokes to a detailed diagnostic statement: 

Organ / Substance and what is happening to it. 

 

Eight Guiding Principles (Ba Gang) 

Exterior – Interior 
Hot – Cold 

Excess – Deficient 

Yang – Yin 
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ZANGFU (ORGAN) PATTERNS OF DISHARMONY 

Yin Organ Patterns 

Yang Organ Patterns 

 

TISSUE STATE MODEL CATEGORIZATION:  

THERMAL / METABOLISM: COLD-COOL-NEUTRAL-WARM-HOT 

FLUID / MOISTURE: VERY DRY-DRY-NEUTRAL-DAMP-VERY DAMP. 

STRUCTURAL / TONE: LAX-NEUTRAL-TENSE 

 
Working assessment (WDx) 

WDx is a diagnosis in-progress but has not been confirmed.  
The WDx records pertinent positives and, if relevant, pertinent negatives.  

Additionally, red flags should be clearly identified.  

Analysis of this may lead to referral to medical specialists for additional support.   

Progress of the WDx should be noted in the client’s chart during each visit (not just the initial intake) by 

one of the following:  

- initial entry 

- condition improved 

- no change 
- not addressed 

- condition resolved 

Once a condition is resolved, it can be dropped from future assessments; otherwise, it must be carried 

forward during subsequent visits.  

Note:  

Pertinent positives/negatives:  

Presence/absence of signs and symptoms uncovered in the ‘S’ and ‘O’ sections that substantiates the 

patient’s WDx (i.e. are pathognomonic to the WDx).  

Red flags: presenting symptoms that are indicative of imminent danger.  
 

Differential diagnosis (DDx) 

The DDx is a list of other possible diseases / conditions or symptoms pictures that present with similar 

signs and symptoms as your WDx.  

 

Generally, 3-5 relevant DDxs should be listed, from MOST to LEAST likely, but more or less may be 

required depending on the CC.  

 

The DDx list must be carried forward to subsequent visits unless a diagnosis has been confirmed or the 
DDx has been effectively ruled out.  
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Diagnosis (Dx) 

A Dx is confirmed through offsite laboratory findings, imaging, and physical examination. If a medical 

professional has diagnosed your client with a condition, you must chart the diagnosis along with the 

supportive findings and documentation.  

If lab work or imaging was used to support the diagnosis, you must chart those findings.  
 

The role of a Clinical Herbalist  is not to make a primary diagnosis but to evaluate wellness, to assess 
form and function and to make recommendations which may include referrals for medical diagnosis if 
appropriate.  

 

Problems List 

Once your assessment is complete, a Problems List should be generated that summarizes the client’s 

problems that were not discussed in that days’ visit. 

  

The most active and serious problems should be listed first, in addition to their date of onset. Problems 

can include symptoms, signs, or diagnoses. Be mindful so as not to include too many relatively 
insignificant or non-relevant items as  his will diminish the value of your Problems List.  

 

You should also make note as to whether the problem is active, inactive, or resolved. When the problem is 

resolved, it can be dropped from any future Problems List; otherwise, it must be carried forward during 

subsequent visits.  

The Problems List is a helpful reminder to check the status of the problems during follow-up visits.  

 

 
Holistic  Impression 

This is a short summary (approximately 3 – 5 sentences), which is used to relay an overall impression of 

the patient and their symptom picture. It allows for the tying together of the many different assessments 

and should propose a root/underlying cause for the client’s issue(s).  A treatment statement as detailed in 

TCM could be useful here (e.g. Shen disturbance w/ heat / qi deficiency: Tonify heart Qi / Calm Shen).  

 

Progress Report: Upon Follow-up  

A brief paragraph should be included pertaining to treatment progress. Specifically, this section should 

discuss effectiveness of treatments provided and client compliance.  
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PART FOUR: PLAN (P)  

The Plan documents what the herbalist has done and will do to help the client, and is a direct reflection of 

the Assessment; that is, the Plan must only contain that which is discussed in the Assessment.  

 
Provisions for the management of serious and emergent conditions should be detailed accordingly.  

Informed consent obtained or “ICO” must be written at the commencement of each Plan, to ensure that 

the clinician has properly outlined the treatment, contraindications, associated risks, and that the client is 

in agreement with the treatment provided.  

 

Treatment  

Clinician records all treatments performed during the visit and all suggested client homework in enough 

detail that someone not present during the visit could repeat them.  

 

• Botanicals: Latin binomial of each herb, quantity/dose (grams or milliliters), concentration, directions, 

duration, rationale.  

• Supplements: product name, manufacturer, dose, directions, duration, rationale. 

• Counseling: advice given and techniques used during the session should be documented; it is not 

sufficient to write “counseling” without further explanation. 

• Manual therapies (e.g. acupuncture, massage) documented: location, duration of treatment, 

frequency/intensity.  

• Instructions appropriately detailed for diet, lifestyle modification, home treatments (e.g. castor oil 

packs, warming socks), and relevant client education.  

 

*Note: Any handouts given to clients must be included in the client file as well.  

 

Treatment Goals 

Short and long term treatment goals are identified for managing WDx and Dx when appropriate. 
 

Diagnostics/Referrals  

The clinician should record if the clientt was referred to their MD / ND or other health care provider for 

labs/imaging or other care with associated rationale.  

If a referral note was sent to another health care provider, a copy of the referral must be placed in the 

client file.  

 

Future Plan 

Details when the clinician would like the client to return to the clinic (e.g. Follow-up with client in 2 weeks). 

Time frame of treatment, frequency of visits, and a list of possible treatments/ideas for subsequent visits 

should all be documented. This list should be fairly focused and specific to the diagnoses and not an 

exhaustive list of every possible treatment/modality. 
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