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Titulaire de ’European Board of Ophthalmology
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Monture + verres correcteurs progressifs
Antireflets, Filtre anti-lumiére bleue

VL: OD=+0.50(-0.25a14°)

06 =+0.50 (- 0.50 a 6°)

VP: ODG = Add:+0.75 L/

18, Avenue Stendhal - Cité Plateau - Casablanca
Tél:(+212) 052247 1594 - Fax: (+212) 05 22 99 34 51
E-mail : ophtalmologie@cliniquestendhal.com
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Casablanca, 21/06/2021

FACTURE n° 2021/06/14

| Désignation Qté | PUTTC | TOTALTTC

\

| Monture : 1 2200.00 2200.00 .
‘l Verres : Progressifs organiques antireflets fort 2 3700.00 7400.00 ﬂ
| indicel.6 antireflets antilumiere bleu

| OD:+0.50 (-0.25)14
| 0G:+0.50 (-0.50) 6
| ADD :+0.75

\ |
|

TVA (20%)

TOTAL | 9600.00DH
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15 bis, rue Abou Salt Andaloussi, Maarif, Tel: 05.22.25.55.55 - 06.61.32.68.23
RC:26754-1F: 26190014 -ICE:002112932000028 - INPE : 095021853
Mail : opticia.maarif@gmail.com




