Prescrizione medica Terapia V.A.C.® in ambito ambulatoriale
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Importante! Fateci sapere dove dovremmo consegnare / ritirare.
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Vil VAC Granufoam piccola 7x10cm  M8275051-5
‘5 VAC Granufoam medio 12 x 18 cm M8275052-5
5 VAC Simplace piccola 7 x 10 cm M8275046-5
5 VAC Bridge Dressing M8275042-5
10 VAC Gel Streifen M6275026-10
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