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m ~. ~arti <li'I am " wtwft lli'r "l!ilmlliT ~" " fcmf!! ~ tu fu1li1fuT lift ;;i@\ i. m -gll <~) f.fl'! "lll!iR" ~ "«l1<liR ~ t, 1) ~ 1%, m mflW! am ~ m ~ if fcmf!! ~ ll!im ~ mclilU mA "!11 ~ 3FI m it T<lil -uiiTg if "M "!11 ~ ~ t. ~ f<fi rn "~ ~­it ~ ~ 1fi ~ if ·~ ~" mi ~ tu f<fi ti ~ "l!ilfmt ~" mu ~ f<r-ml ~~ tu~~ wu "1@1 t m 3!ll«IR'I f<fim 3R ~ tITTiTU m ~ ~ 3FI ~ tt ~ &-t <li1 3lNi-liR wf8;«1 Wffi t, w ~if~ cm s!@l t f<fi 3TT'llf@ ~ ~ "3<lil -uii\~ iu mil ~ tITTiTU m ~ ~ aR m~ tt ~ ~1WTI1 
2. "fflFfil ~ 11 

" m ~ -mrmi ~ fcmf!! WliIB lift t, "U1iT -q-i: ~ mu ~ ~ '1ffl "!11 fcl;!) 1111 ~ <li1 'iflT" <l1fi 1l.<i ~ 1fi ,w.r cn1 wp:i t 3itt "~ ~ 11 mu %m "lll!iR <li1 ~~-mt,~ ~ if <l1fi 1fi ~ W<TI am 3"IR ;;ir-) lift mu~ <l1fi ~ ~ ~ mt am "fflFfil" <li'I ~ ~ ~ ~ ~ w if ~ Mr Or. SIMA DAS 

Date of Surgery 
3111ITTF!c!1l • 

11\ll\~ 

n. '" .. 
Director ~ Adjunct Co~~e-l!>MMENDED FOR AC~EPTENCE Oculoplasty and Ocular oncology services Oculoplastv anrt Oro, lo , ,.,~ - cf; ft;nl'., ~ Director, Medicatfducation Department 

.,ffi ~No. 100745°
1 

vv '""~ or. Shrolf:;~ lty Eye Hospital Dr. Shrt'1J ~~.ri_t Eye Hospital 
\_,_ 1/:: (Name, Designation & s p of Authorised Signatory (Name of Dr. & ~ gn. No. with Stamp) on behalf of Hospital) ~c!il,Jtlq~qu;it,,. ,fllq°tRffi<lffi~~ 

FOR INTERNAL USE of KOSHIKA FOUNDATION 31Rlftc!i ~ 4 
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2 
~~I 

~ ~~2-------i l----~~--~, -. ..::.:..:...... -"-j-1,,------t--&~¥ ---
-11 ./1 



Dr. Shroff's Charity Eye Hospital 

Canng for the community since 1922 

Dear Mr Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find below attached estimate expenditure of Mast. Sunny-E/0825/0152 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr. Shroffs Chartty Eye Hospital 
Delhi is Now NABH Accredited 

Name Mast. Sunny Address/ Village bhainsta kalan, Palharai, 
Shahjahanpur, U.P.- 242221 

Phone: 

MR N 
DEL-G-25-04-2648 

Age/Sex 5 Months 

S. No. Treatment Items Cost per No. of unit 
date 

Unit 

1 11/08/2025 EUA(Examination under 2000 1 
Anesthesia) 

Total 

Best Reg,~ - I 
Dr.Sima

1

;y 
Director 

Oculoplasty and Ocular Oncology Services 

OR. SHROFF'$ CHARITY EYE HOSPITAL 
5027, Kedar Nath Road Daryaganj, New Delhi-110002 India 

Ph:- 011-4352 4444, 4352 8888, Fax : 011-43528816 

E-mail : sceh@sceh.net, Website : www.sceh.net 

OTHER CENTRES 

Male 

Aprox. Cost 

2000 

2000 

ALWAR • SAHARANPUR • MEERUT • LAKHIMPUR KHER! • VRINDAVAN • KAROL BAGH (DELHI) 


