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. HARMACIE

OFFICINE MALAPHAR EX FOUTA FACTURE N° FA0220371 54 14/12/2022
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Q Centre commercial rue 337 p 54 :
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Libellé du produit Qte | Prix HT | TVA Val HT | Val TVA | Val TTC
BIDONTOGYL 1,5MUI250MG CP/15 | 1| es25] 000 6525 o 6525
ELUDRILPRO B BOUCHE F/500ML 1 55645 0,00 5545 0 5 545
KINAL CODEINE GEL BTE/18 1 1760, 0,00 1760 0 1760
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Total HT 13 830
Total TVA 0
Total TTC 13 830
Nombre de ligne(s) 3
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