Reassessment of Chronic lliness Care

Date: [Insert Date]

To: [Patient's Name]

Address: [Patient's Address]

Dear [Patient's Name],

We are writing to inform you that it is time for your reassessment concerning your chronic
illness management plan. This reassessment is essential to ensure that you continue to receive the
best possible care tailored to your evolving health needs.

Please schedule an appointment with our office at your earliest convenience. During this
meeting, we will review your current treatment plan, discuss any changes in your condition, and

make necessary adjustments to your medications or therapies.

Our goal is to help you manage your condition effectively and improve your quality of life. If
you have any questions or concerns prior to your visit, please do not hesitate to reach out to us.

Thank you for your attention to this important matter. We look forward to seeing you soon.
Sincerely,

[Your Name]

[Your Title]

[Healthcare Provider/Organization Name]

[Contact Information]



