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Greetings from

Dr. Shroffs Charity Eye Hospital!

Ly Svroil s Chanity Eyes Mempits
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Dr. Sima Das /

[irector

Oculoplasty and O

cular Oncology Services

: DR. SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar Nath Road Daryagan). New Delhl-110002 India

Bh-. 011-4352 4444, 4352 8888, Fax : 011-43528816

E-mall . sceh@sceh.net, Website : www.sceh net
OTHER CENTRES

Plense find below attached estimate € spenditure o Mist. Ktk Guijele E/OT25/0136
| Estimatoe cost of treatmant \
Dr. Shroff's Charity Eye Hospital
| Ratinoblastonta Surgeries \
Namo Masl. Kartih Gujels Address! Godha, Post office distnet
Aligarh, U.P- 20217
FPhon:
DEL-G-25-07-5746
MR N AgelSex 3 years Male
5, Mo, Treatment date Items Cost per Mo, of unit Aprox. Cost
Linit
] 24/07/2025 EUA{Examination under 2000 1 2000
Anesthesial
I_ Total 2000
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