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Pharmacie ACHCHARAF - Casablanca

ACH-CHARAF
0522216409
COOPERATIVE ACH-CHARAF N° DM2 Hay Inara Haddaouia , Casablanca

Facture N° 20230311-732

Date de vente : 10/03/2023
Médecin traitant :

Produit Qté.
COPLAVIX CO 75MG/100MG B30 COMP 1
CRESTOR CO 20MG B30 COMP PELLI L
BIPROL CO 10MG B30 COMP [ 4
ADANCOR CO 10MG B30 COMP 2
COVERAM CO 10MG/5MG B30 COMP ul
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CASA, Maroc
P.U TVA Total
270,00 Exonéré (0.00%) 270,00
261,00 Exonéré (0.00%) 261,00
65,70 Exonéré (0.00%) 65,70
72,80 Exonéré (0.00%) 145,60
269,00 Exonéré (0.00%) 269,00

Total HT 1011,30 DHS

TVA 0 DHS

Total 1011,30 DHS
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ICE : 001079460000073

Tel : 0522216409
Adresse : COOPERATIVE ACH-CHARAF N° DM2 Hay Inara Haddaouia , Casablai,




