
Asthma Treatment Plan Update 

Date: [Insert Date] 

Patient Name: [Patient's Full Name] 

Date of Birth: [Patient's Date of Birth] 

Physician Name: [Physician's Full Name] 

Practice Name: [Practice or Hospital Name] 

Address: [Practice Address] 

Current Asthma Treatment Plan 

• Medications: 

o [Medication 1: Dosage and frequency] 

o [Medication 2: Dosage and frequency] 

o [Additional Medications if applicable] 

• Rescue Inhaler: [Instructions for use] 

• Trigger Avoidance: [List of known triggers] 

Recent Changes 

[Detail any changes made to the treatment plan, including reasons for changes and expected 

outcomes.] 

Follow-Up 

Please schedule a follow-up appointment in [time frame]. If you experience any worsening 

symptoms, contact the office immediately. 

Sincerely, 

[Physician's Signature] 

[Physician's Contact Information] 


