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13-Nome

YANDRA CRISTINA CACHORROSKI

14-Telefona
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26/04/2001
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YANDRA CRISTINA CACHORROSKI
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19-UF
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Faturar Empresa
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18-Atendimento a RN 17-Nome da Profissional Solictante
N GABRIELI FABIANI 29697 PR
21-Cadigo na Operadora / CNPJ/ CPF 22:Nome da Contratado Executante 23-Numero no CRO 24-UF 25-Cddigo CNES
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GABRIELI FABIANI 29697 _ PR
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43-Data Previsdlo Témino da Tratamento 44-Tipo de Atendimenta 45-Tipa de Faturamento 46-Tatal Quantidade US 47-\alor Total RS 48-Total Franquia / Co-padicipasdo R$
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refarentes ao tratamento realizado, comprometendo-me a arcar com os custos conforme previsto em contrato.
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