1. Fill in the required details accurately.
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Patient Information

Name:

Date of Birth:
Gender:

Contact Number:

Email:

Health Information

Blood Pressure:
Height (cm):

BMI:

Medical History:

Allergies:

Health Goals

Short-term Goals (3-6 months):

Long-term Goals (1 year and beyond):

Health Plan

Maximize the Benefits of This Health Plan:

. Record your current health metrics and relevant medical history.
. Clearly define your short-term and long-term health objectives.

. List suggested food items that you want to consume.

. Outline the type, frequency, and duration of physical activities.

. Implement lifestyle changes as advised and consult with your healthcare provider as

Heart Rate:
Weight (kg):

Total Daily Calorie
Intake:



Nutrition Plan

Meal Suggested Food Items

Breakfast

Lunch

Dinner

Snacks

Exercise Plan

Type of Exercise Frequency (per week) Duration (minutes)

Lifestyle Recommendations

Sleep

Stress Management

Hydration

Other

Doctor's Signature:

Doctor's Name:

Date:
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