
Medical Care Plan Reassessment 

Date: [Insert Date] 

To: [Insert Recipient Name] 

[Insert Recipient Address] 

Dear [Insert Recipient Name], 

We hope this letter finds you well. As part of our commitment to providing the best possible 

care, we are conducting a reassessment of your medical care plan. 

This reassessment aims to evaluate your current health status, review your treatment progress, 

and adjust your care plan as needed to better meet your health needs. 

Please find below the details regarding your upcoming reassessment appointment: 

• Date: [Insert Appointment Date] 

• Time: [Insert Appointment Time] 

• Location: [Insert Location] 

We kindly ask you to bring any relevant medical records and medication lists to the appointment. 

Should you have any questions or concerns prior to your reassessment, please do not hesitate to 

reach out to our office. 

Thank you for your cooperation, and we look forward to seeing you soon. 

Sincerely, 

[Insert Your Name] 

[Insert Your Title] 

[Insert Organization Name] 

[Insert Contact Information] 


