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Coreetings from Dr. Shrofls Charity Eye Hospital!

Please find below attached estimate expenditure of Baby Swar E/D725/0137

Estimate cost of treatment.
Br. Shroffs Charity Eye Hospital

Rotinoklastoma Surgeries

Baby Swara Address! | Sukha, jabalpur, Fatan
e s Madhya pradesh- 482002
Phane! _
DEL-G-25-07-5233
MR N AgelSex 1 years Female
5. No Treatmont date [tams Cost par Mao. af unit Aprox. Cost
- Unit
1 25/07/2025 EUA(Examination under 2000 1 2000
Anesthesia)
2 an/07/2025 MBI 5500 1 8500
Total 8500

Hest Regirds
Dr. Sima Das
Dhirecior

Oculoplasty and Oeulir Oncology Services

DR. SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar Nath Road Daryagan|, New Delhi-110002 India
Phi- 011-4352 4444 4352 8888, Fax: 01143528818
E-mall : sceh@sceh net. Websile : www.scah.nat
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