
Chronic Disease Management Plan 

Date: [Insert Date] 

Patient Name: [Insert Patient Name] 

Patient Address: [Insert Patient Address] 

Phone Number: [Insert Phone Number] 

Email: [Insert Email] 

Dear [Patient Name], 

This letter serves as your Chronic Disease Management Plan tailored to your specific health 

needs related to [insert chronic disease]. Our goal is to help you manage your condition 

effectively and improve your quality of life. 

1. Goals of the Plan 

• Improve symptom management 

• Enhance daily functioning 

• Promote self-management and education 

2. Medical Management 

Please adhere to the following medication plan: 

• [Medication Name] - [Dosage] daily 

• [Medication Name] - [Dosage] as needed 

3. Lifestyle Modifications 

We recommend the following lifestyle changes: 

• Nutrition: [Brief guidelines] 

• Exercise: [Suggested activities and duration] 

• Stress Management: [Techniques or resources] 

4. Scheduled Follow-ups 

Your next follow-up appointment is scheduled for [insert date]. During this appointment, we will 

review your progress and make any necessary adjustments to your management plan. 



5. Contact Information 

If you have any questions or concerns, please do not hesitate to reach out to our office at [insert 

phone number] or [insert email]. 

Sincerely, 

[Doctor's Name] 

[Doctor's Title] 

[Practice Name] 

[Practice Address] 


