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Dear Mr. Tandon Dol 1 Now NAgY
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Greetings from Dr. Shroffs Charity Eye Hospital!

Please find below attached estim

Ale expenditure of Mast, Amaan Amaan- E/1024/0207
Estimate cost of treatment
Dr. Shroff's Charity Eye Hospital
Retinoblastoma Surgeries
Name
Easl. Amaan Address! Thakur Dwara, Jila Moradabad Uttar
maan pradesh, 244001
Phone:
DEL-G-21-04-
MR N 0850 Age/Sex 3 years Male
5. :
Mo Z:::tmant ftems Ezistt per Mo, of unit Aprox. Cost
1 2024-10-03 EUA 2000 1 2000
Total 2003
Best Regards /
Dr. Sima Das
Director

Oculoplasty and Ocular Oncology Services

DR. SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar Nath Road Daryaganj, New Delhi-110002 India
Ph:- 0114352 4444, 4352 8888, Fax : 011-43528816
E-mail : sceh@sceh.net, Website : www.sceh.net
OTHER CENTRES
ALWAR @ SAHARANPLUR @ MEERLUT & LAKHIMEPUR KHER! @ VRINDAVAN @ KAROL BAGH IDELHI @ MODI NACARE & BANIKHET



