Medication Adherence Protocol for Chronic
llIness

Date:

To: [Patient's Name]
From: [Healthcare Provider's Name]

Subject: Medication Adherence Protocol

Introduction

This letter outlines the protocols to support your medication adherence for the management of
your chronic illness.

Medication List

e Medication Name: [Name] - Dosage: [Dosage]
o Medication Name: [Name] - Dosage: [Dosage]
e Medication Name: [Name] - Dosage: [Dosage]

Adherence Strategies
To ensure you take your medications as prescribed, consider the following strategies:

e Set daily reminders on your phone.
o Use a pill organizer to keep track of dosages.
« Establish a routine by taking your medications at the same time each day.

Follow-Up

Please schedule follow-up appointments to monitor your progress and make any necessary
adjustments to your treatment plan.

Contact Information

If you have any questions or concerns, please do not hesitate to contact me at [Provider's Phone
Number] or [Provider's Email Address].

Sincerely,



[Healthcare Provider's Name]
[Healthcare Provider's Title]

[Healthcare Facility Name]



