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

Please find below attached estimate expenditure of Mast, Vivek Vivek-E/0225/0354

Estimate cost of treatment
Dr, Shroff's Charity Eye Hospital
Retinoblastoma Surgerles
Name Mast. Vivek Vivek %Fsm | Gram Prathvipur, Past Nidaul| kalan,
! | Etah, Uttar Pradesh - 207122
i I Geahbn s :.
_ ; - ]Jﬂ:m: i
. -[.‘ DEL-C-22:05-1092 % il
. i ex | 6years Male
5. Mo. | Treatment leems Cost par Ma. of unit Aprox, Cost
date Unit
1 12-92- Examination under 2000 2000
2025 Anesthesi
Total 2000
A
T
Dr. Sima Das
it
Oeculoplasty a#nd Oeulur Oncology Services

DR. SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar Nath Road Daryagan|, New Delhi-110002 India
Ph-- 011-4352 4444, 4352 8888, Fax ' 011-43528816
E-mail : sceh@sceh net, Website - www soeh.net
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