Chronic lliness Care Plan Review

Date: [Insert Date]

Patient Name: [Insert Patient Name]

Patient ID: [Insert Patient ID]

Healthcare Provider: [Insert Provider's Name]
Address: [Insert Provider's Address]

Phone: [Insert Provider's Phone Number]

Email: [Insert Provider's Email]

Care Plan Review Summary

Dear [Patient Name],
We are writing to review your chronic illness care plan established during your last appointment

on [Insert Last Appointment Date]. This document outlines the key areas of focus and your
progress over the past weeks.

Current Health Status

[Brief description of patient's current health status, including symptoms, medication adherence,
and any significant changes.]

Goals
e [Insert Goal 1]
e [Insert Goal 2]
e [Insert Goal 3]

Next Steps

[Outline the next steps for the patient, including follow-up appointments, additional tests,
medication adjustments, etc.]

Questions and Concerns

If you have any questions or concerns, please do not hesitate to reach out to our office at [Insert
Office Phone Number] or [Insert Office Email].



Thank you for your attention to your care plan and your commitment to managing your health.

Sincerely,

[Insert Provider's Name]
[Insert Provider's Title]



