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site ; www.mupras.com // mail : reclamation@mupras.com // phone : 0522-22-78-14 ou 0522-22-78-15 / fax : 0522-22-78-18
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GLUCOPHAGE 850 mg,

EXP] 02/2025

LOT| 200251
PPV]| 45 .20DH

o

LOT 190120
EXP 01/2024

PPV 45 20DH

LOT 1 T2
EXP 01/2024
PPV 45_20DH

|

T5
LOT 1507
EXP 09’2023
PPV 23.900H
.

804\

LOT 171196
EXP 07/2022
PPV 45.20DH
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