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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:- 011-4352 4444 4352 8888, Fax : 011-43528816
E-mail : sceh@sceh.net, Website : www.sceh.net

OTHER CENTRES
WAR ® SAHARANPUR @ MEERUT @ LAKHIMPUR KHERI ® VRINDAVAN ® KAROL BAGH (DELHI) ® MODI NAGAR @ RANIKHET
AL



