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Single use only , Do not reuse




Close/Re-cap container
tightly immediately after
removing strips.

Aprés prélevement de la
bandelette réactive,
refermer le tube immédiatement.

ACCU-CHEK’

Active

07124155

25 Bandelettes réactives

Pour la
détermination
de la glycémie

Utilisable en
autocontrole
Seulement pour
Accu-Chek® Active
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Roche Diabetes Care South Africa (Pty) Ltd.
Hertford Office Park, 90 Bekker Road
Vorna Valley, Midrand

South Africa, 1686

Email: info@accu-chek.co.za

Call Toll Free: 080-34-22-38-37 (SA only);
+254 20 764 0560 (Kenya only);

+27 (11) 504 4677 (Other countries)
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Roche Diabetes Care GmbH
Sandhofer Strasse 116
68305 M heim, Germany
WWW.accu-chek.com

Close/Re-cap container
tightly imihediately after
removing strips.
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ACCU-CHEK’

Active
07124155

25 Test strips

For the
determination of
blood glucose
Suitable for
self-testing

Only for
Accu-Chek® Active




