
Please turn over for more 
treatment optionsORION PHARMA AB | TEL 08-623 64 40 | WWW.ORIONPHARMA.SE

1. SHAKE 2. CLICK 3. INHALE

You can find instructional videos for Easyhaler® at medicininstruktioner.se, 
scan the QR code.

TREATMENT SCHEDULE FOR ASTHMA 

Name                                                          Date

Doctor                                                        Nurse  

Clinic				                        Phone number                                  

BUFOMIX EASYHALER®        
budesonide/formoterol 80 µg/ 

4.5 µg
160 µg/ 
4.5 µg

320 µg/ 
9 µg

BUFOMIX EASYHALER®* 
budesonide/formoterol 

Morning Evening
dose(s)dose(s)

REGULAR MAINTENANCE THERAPY
Medication preventing and reducing inflammation in the airways

AS-NEEDED THERAPY
Contact a healthcare professional if symptoms do not improve

80 µg/
4.5 µg

160 µg/
4.5 µg

dose(s)

DOSAGE:

OTHER:

INSTRUCTIONAL VIDEOS

QR CODE

*Bufomix – As needed – 12 years and older. Read the package leaflet and always follow your doctor's instructions.

BUFOMIX EASYHALER® FOR MAINTENANCE AND  
AS-NEEDED THERAPY

OTHER:



GIONA EASYHALER®
budesonide

BECLOMET EASYHALER® 
beclomethasone

BUFOMIX EASYHALER® 
budesonide/formoterol

SALFLUMIX EASYHALER®
salmeterol/ 
fluticasone propionate

100 µg 200 µg 400 µg

200 µg

80 µg/
4.5 µg

160 µg/
4.5 µg

320 µg/
9 µg

50 µg/
250 µg

50 µg/
500 µg

BUVENTOL EASYHALER®
salbutamol

BUFOMIX EASYHALER®* 
budesonide/formoterol 

Morning Evening
dose(s)dose(s)

REGULAR MAINTENANCE THERAPY
Medication preventing and reducing inflammation in the airways

AS-NEEDED THERAPY
Contact a healthcare professional if symptoms do not improve

100 µg 200 µg
dose(s)

80 µg/4.5 
µg

160 µg/4.5 
µg

dose(s)

*Bufomix – As needed – 12 years and older. Read the package leaflet and always follow your doctor's instructions.

DOSAGE:

OTHER:

INSTRUCTIONAL VIDEOS

QR CODE
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EASYHALER® FOR MAINTENANCE AND 
AS-NEEDED THERAPY

OTHER:

TREATMENT SCHEDULE FOR ASTHMA 

Name Date

Doctor Nurse  

Clinic				  Phone number
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