
Cholesterol Management Progress Report 

Date: [Insert Date] 

Patient Name: [Insert Patient Name] 

Patient ID: [Insert Patient ID] 

Overview 

This report outlines the progress made in managing cholesterol levels for the patient over the 

past [insert time period]. 

Current Cholesterol Levels 

• Total Cholesterol: [Insert Value] mg/dL 

• LDL (Bad Cholesterol): [Insert Value] mg/dL 

• HDL (Good Cholesterol): [Insert Value] mg/dL 

• Triglycerides: [Insert Value] mg/dL 

Comparison with Previous Levels 
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Recommendations 

Based on the current findings, the following recommendations are suggested: 

• Maintain a healthy diet low in saturated fats and cholesterol. 

• Incorporate regular physical activity into your routine. 

• Consider medication adjustments as discussed in the last appointment. 

• Schedule follow-up appointments for ongoing monitoring. 

Next Steps 

Please let us know if you have any questions or require further clarification regarding your 

cholesterol management plan. 



Best regards, 

[Your Name] 

[Your Title] 

[Your Organization] 

[Contact Information] 


