
Chronic Disease Management Plan 

Patient Name: [Patient's Name] 

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

Date: [Current Date] 

Physician: [Physician's Name] 

Practice Address: [Practice Address] 

Diagnosis 

Chronic Obstructive Pulmonary Disease (COPD) 

Goals of Treatment 

• Improve symptoms and quality of life. 

• Reduce the frequency and severity of flare-ups. 

• Enhance lung function and overall health status. 

Treatment Plan 

Medications: 

• Inhaled bronchodilators: [Name and dosage] 

• Corticosteroids: [Name and dosage] 

Non-Pharmacological Interventions: 

• Smoking cessation program. 

• Regular physical activity and respiratory therapy. 

• Vaccinations for influenza and pneumonia. 

Follow-up Schedule 

Schedule follow-up appointments every [insert frequency] to monitor progress and adjust 

treatment as necessary. 

Emergency Plan 



In case of worsening symptoms or exacerbation, contact [emergency contact information] 

immediately. 

Patient Education 

Provide resources on COPD management and encourage participation in support groups. 

Signature: _______________________ 

[Physician's Name] 


