Asthma Self-Management Plan

Name: Date:
Every day, your personal peak flow goal:

Green Zone: All Clear

If you have:
v No shortness of breath
v Ability to do usual activities
v If apeak flow meter is used:
Peak flow:morethan
(80% or more of my best peak flow)
v My bestpeak flow:

Yellow Zone: Caution

If you have any of the following:

v Cough, wheeze, chest tightness, or
shortness of breath

v Waking at night due to asthma

v Cando some, but not all, usual
activities

v Peakflow:  to  (50-80% of
my best peak flow)

v Anything else unusual that bothers
you

If younotice a Yellow Caution,

work closely withyour healthcare team.

What this could mean:

v Your symptoms are under control

v Continue taking your controller
medication as ordered

v Continue to monitor peak flow

What this could mean:

v Your asthmais getting worse

v You may need a medication
adjustment

v Eliminate triggers

v Stop strenuous exercise

v Addreliever medication:

Call your doctor, nurse or home health
nurse

Name:

Telephone:

Instructions:
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