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Dear Mr. Tandon
Greetings from Dr, Shroff's Charity Eye Hospital!

Please find below nttached estimate expenditure of Sufiyan E/0725/0139

i
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Estimate cost of treatmant
Dr. Shroff's Charity Eye Hospital
Retincblastoma Surgerios
Name Mast Sufivan Addres | Village Wajidpur, Tehsil Nakur. District
y R L Saharanpur,Uttar Pradesh
Phaong:
SRE-C-23-04-0321
MR N AgelSe Male
X
5. No. Treatment data Items Cost per No. of unit Aprox. Cost
Unit
I
| 18/07/2025 Genetic Test 25000 1 25000
2 01/07/2025 PETCT Scan 24000 1 24000
Total 49000
Best Regards
Dr. Sima Das
! Director

ﬂl‘lilﬂpln!tj' and Ocular Oneology Services

DR. SHROFF'S CHARITY EYE HOSPITAL

5027, Kedar Nath Road Daryagan], New Dejhi-110002 india
Phi- 011-4352 4444, 4352 BBA8, Fax : 011-43528816

Eﬂﬂ'ﬂ“ + sceh@sceh.net, \Websile ! wwiw, sceh nat
OTHER CENTRES :

ALWAR ® SAHARANPUR MEERUT ® LAKHIMPUR KHERI » VRINDAVAN » KAROL BAGH (DELHI)




