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CASABLANCA, le 08/06/2021

KETT Mr CHAHM MOHAMED
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FACTURE PF 0192/2021

Désignation Montant T
OD : VERRE PROGRESSIF ORGANIQUE ANTIREFLET 1500
OG: VERRE PROGRESSIF ORGANIQUE ANTIREFLET ’ 1500
Total TTC ‘ 3000DH
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Arretée la presente facture a la somme de :TROIS MILLE DIRHAMS o
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0522-85-63-48
Patente : 34452566 - ICE : 001547554000053 - RC - 324196
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