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Pharmacie ACHCHARAF - Casablanca %
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COOPERATIVE ACH-CHARAF N° DM2 Hay Inara Haddaouia , Casablanca AU
Facture N° 20230904-329 JAMALEDDINE LAILA
Date de vente : 21/07/2023 CASABLANCA, Maroc

Médecin traitant :

Produit Qté. P.U TVA Total
IPRADIA LP CO 1000MG B30 COMP 1 25,10 Exonéré (0.00%) 25,10
FORXIGA CO 10MG B28 COMP PELLI 1 419,00 Exonéré (0.00%) 419,00
COVERAM CO 5MG/10MG B30 COMP 1 237,00 Exonéré (0.00%) 237,00
NOCOL CO 20MG B30 COMP 1 97,60 Exonéré (0.00%) 97,60

° Total HT 778,70 DHS

TVA 0 DHS

Total 778,70 DHS
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